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Psychiatrists i 
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Community Mental Health Program based on model legislation. No more state 
mental hygiene clinics—instead, 16 centers with 20 professional teams, de- 
veloped in three years. Staffing ratio, one team per 50,000 population. All pro- 
fessional personnel fully qualified, all entitled to privileges of private practice 
in non-Civil Service positions under interested local boards with initiative. 
Interesting fringe benefits, active series of in-state workshops with outstanding 
consultants, out-of-state training institute or major professional meeting an- 
nually. No applicant hired without personal interview at local expense. Min- 
nesota has lakes galore, hunting, fishing, golf, and other sports on the doorstep. 
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each position and community. Herbert Dörken, Ph.D., Director, Community 
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EDITORIAL 


Mental Health and the Wider World 


MARGARET MEAD, Ph.D. 


American Museum of Natural History, New York, N.Y. 


Fe THOSE who spend their working 
hours wrestling with the problems of 
individuals, the mental health movement 
has sometimes, but not always, provided 
ways of lifting their sights to community 
planning and even to world affairs. How 
far these sights should be lifted has been 
an ongoing and legitimate argument. 
There are those who claim that it is 
enough for the psychiatrist to leave his 
office to work with a citizens’ board in 
order to help set up a child guidance 
clinic or to testify before a state legis- 
lative committee to obtain a better local 
mental hospital. There are others who 
wish to take into account the commu- 
nity tensions arising from attempts to in- 
troduce or obstruct racial integration in 
the schools or from attempts to create 
better living conditions for minority 
groups. 

The argument as to what is and what 
is not a mental health objective has 
sometimes become so heated and so con- 
fused that whole groups have retired 
from wider activities to the relative quiet 
of their offices and clinics and consult- 
ing rooms, leaving the interested laity 
with no larger task than the visiting of 
the lonely mentally ill on alternate 
Thursdays. When this happens, it is a 
tragedy, for the mental health movement 
provides ways in which the aspirations 
of citizens and the special knowledge- 
able concern of those with therapeutic 
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skills and research backgrounds can be 
shared. 

A necessary condition of this sharing 
is a willingness to face and to do some- 
thing about the relationships between 
the troubles brought to the clinician and 
the social worker and the situation in the 
community, the region, the state, the 
nation, and even the world. The boy 
who is stashing away ammunition to 
blow up some enemy of society can be 
diagnosed in a clinic, but other boys will 
follow his example if the local press 
continues to inflame one part of the 
community against another until some 
boys feel that there are indeed enemies 
everywhere. Fantasies that unite fears 
of new immigrants with anxieties about 
the emergence of new nations may be 
clinically explicable, but such fears, ex- 
pressed in the voice of a local radio 
commentator, echo through many minds. 
The morning newspaper and the eve- 
ning broadcast become stimulants as 
irritating as any experimentally devised 
in the laboratory to measure human be- 
ings’ reactions to stress. 

The recent discussions about fallout 
shelters provide a vivid example of the 
extent to which local mental health so- 
cieties and those whose skills and knowl- 
edge are needed in the local community 
have—or have not—recognized the re- 
lationships between what is happening 
to individuals, local communities and 
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the world. The shelter controversy has 
brought out into the open the way in 
which our American society has become 
fragmented into families who neither 
know nor trust their neighbors, sub- 
urban residents whose primary concern 
is to keep out other less privileged peo- 
ple, small-town residents who look on 
the inhabitants of nearby big cities as 
enemies and criminals to be warded off, 
by force of arms if necessary, in case a 
disaster sends them fleeing in their di- 
rection. Week by week, in many com- 
munities, panic rose as people pre- 
pared, or discussed preparing, means of 
saving themselves at their neighbors’ 
expense. 

The evidence on which those con- 
cerned with mental health could act was 
all available. Research carried on during 
World War II and on special disasters 
after World War II is quite adequate to 
provide the answers. It will be remem- 
bered that neurosis did not increase in 
England during World War II; that, in- 
stead, many individuals who had been 
crippled by neurosis got better. It will 
be remembered that under the most ex- 
treme conditions of wartime suffering in 
Europe, when children were separated 
from parents and large parts of the pop- 
ulation were evacuated, people did not 
turn on one another like cornered rats, 
but instead worked side by side with 
better than usual relations, 

When the question of individual shel- 
ters was first raised and the first story 
began circulating of the man who was 
planning to arm himself against his 
neighbors, the stage was set for mental 
health action. The diagnosis of these 
disturbances was far easier than are the 
delicate tasks that occupy the psychia- 
trist or the social worker in his office. 
People were turning in, away from other 
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people, toward a state of isolation and 
panic because they had been asked by 
the authorities to do something impossi- 
ble and because they were ignorant of 
the real issues. 

The cure of these conditions lay in 
assisting people to turn their attention 
and their efforts out, toward their neigh- 
bors, toward the whole community, to- 
ward the whole region, toward the 
world, The children of parents who are 
working actively and constructively for 
a safer world are very much less likely to 
wake up screaming from nightmares of 
fallout on their sticks of candy. But the 
children of parents who are armed 
against their neighbors will have or are 
likely to have just such nightmares. 

There is a direct and.immediate rela- 
tionship between the morale of an entire 
community and the state of the individ- 
ual citizens. Community morale rises 
with common effort and sinks with in- 
dividualistic retreat, and this is accentu- 
ated in times of emergency. Those men- 
tal health societies which had become 
so involved in little projects of their 
own that they never even saw the fall- 
out shelter problem as one that needed 
tackling—and tackling fast—can well 
afford to rethink their programs. A gen- 
uine community-oriented program per- 
mits a mental health society to be as 
alert to signs of trouble in a community 
as a good mother is to changes in tem- 
perature of her small children, Commu- 
nities are made up of individuals; like 
individuals they show symptoms of dis- 
order. Some of these symptoms are signs 
of long-term  difficulties—delinquency 
rife in one part of town, disease flour- 
ishing in slums, violence breaking out 
in overcrowded schools, institutionalized 
hostilities increasing toward outsiders. 
Other communities, especially commu- 
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nities of the newly prosperous who have 
left their old friendly neighborhoods in 
the city for the strange, frightening lone- 
liness of the new suburbs, have subtler 
problems. An issue like the individual 
shelter question shows up the vulnera- 
bilities of the new residents as some 
epidemics pick off the weak and show 
up the earlier ravages of untreated ill- 
ness, malnutrition, and neglect. 

There is today very little middle 
ground between the choices that are 
open to the professions that concern 
themselves with the well-being of patient 
or client or pupil. Either one turns en- 
tirely away from the problems of society 
or one begins to recognize that all the 
parts of today’s world are so closely in- 
terconnected that it is impossible to sit 
somewhere in America and ignore what 
is happening in other parts of the coun- 
try, the continent, the world. 

In June of 1961, an International 
Study Group was convened by the 
World Federation for Mental Health at 
Roffey Park, in England, to try to re- 
formulate some of these relationships. 
The world had moved a long way since 
the World Federation for Mental Health 
was established in 1948. The 1961 In- 
ternational Study Group was part of the 
activities of the First World Mental 
Health Year and of the Fourteenth An- 
nual Meeting of the World Federation, 
held in Paris in August 1961. The 
twenty-five members came from eleven 
countries in the six continents and from 
fifteen fields of professional work. The 
first report of their work is contained in 
a brief statement, Mental Health in In- 
ternational Perspective.* 

I was one of three participants who 
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had also worked on the International 
Preparatory Commission in 1948, so I 
was acutely aware of the advances in 
our comprehension of what a mental 
health point of view can contribute to 
problems that concern millions of peo- 
ple, whole nations, and the generations 
to come. We recognized that it is the 
focus on the well-being of each human 
individual which determines the way in 
which we can look at such problems as 
the dangers of nuclear war, the ques- 
tions relating to rapid social change, the 
pressure of population, and the great 
struggle mankind is going through now 
that we have become members of one 
world in fact but not yet in theory. 

Only by keeping this emphasis on the 
individual, on the effects on the individ- 
ual, on the consequences for the indi- 
vidual, can we preserve a human per- 
spective and the faith and the willing- 
ness to take the necessary action. It is 
because the psychiatrist, the social 
worker, the teacher never loses this em- 
phasis that the mental health movement 
that stemmed from their insights has so 
much to offer. It is they who can stand 
against those who calculate in millions 
and never think of one, who coolly cal- 
culate what a country would be like 
which had lost eighty or a hundred mil- 
lion of its people but retained a poten- 
tial for “economic recovery.” 

In 1948, the focus of the World Fed- 
eration statement on the individual in- 
cluded an optimistic hope that better 
balanced and less frustrated individuals 
and better face-to-face relationships 
would result in a better world. In 1961, 
we have recognized much more fully 
that the acute problems of individual 


* Mental Health in International Perspective (World Federation for Mental Health, 19 Man- 
chester Street, London, W.1, England, and 162 East 78th Street, New York 21, N.Y.). 
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identity cannot be separated from the 
problems of the wider identities of com- 
munity and nation. The new statement 
ends: 


For the first time in human history, men have 
come face to face with the possibility that 
mankind might be wiped out. This fact has 
radically altered the whole position with re- 
gard to peace and war. The choice lies no 
longer in the hands of groups of individuals, 
of giving their lives willingly in order that 
liberty or justice, or freedom from hunger, 
may prevail, whether for themselves or for 


others. The dilemma now facing the world is 
essentially a matter of precipitating, or pre- 
venting, a world conflict from which, even 
though some might conceivably survive, none 
would live to inherit any possible spiritual, 
or indeed, material, fruits of “victory.” 

The change in the contemporary world sit- 
uation offers possibilities for the establish- 
ment among peoples of a new kind of nation- 
hood, in which the members of each single 
country can assume responsibility for the 
security of those of all the other countries, 
united in the realization that each single na- 
tion is the keeper of the safety of the ghil- 
dren of all the other nations. 


THE SINS OF THE FATHERS: URBAN DECAY 


AND SOCIAL PATHOLOGY* 


LEON EISENBERG, M.D. 


Professor of Child Psychiatry, Johns Hopkins University School of Medicine; Psychiatric Consultant, Baltimore 


City Hospital, Baltimore, Maryland 


Clinical study of emotionally disturbed foster children raises disquieting ques- 
tions as to the adequacy of the care foster children are receiving from under- 
staffed public agencies. Members of the orthopsychiatric professions bear a 
heavy moral responsibility, precisely because of our scientific knowledge of 
the needs of children, to provide leadership for community action to correct 
social and institutional hazards that impair the physical and mental health 


of children. 


P: TEXT from which the title of this 
paper is taken is to be found in 
Exodus, Chapter 20, Verse 5, wherein 
the Israelites are warned by a jealous 
God tħat the iniquities of the fathers will 
be visited upon the children unto the 
third and fourth generations. When I 
first encountered this passage as a child, 
I found it peculiarly distressing; it vio- 
lated a child’s naive sense of justice and 
individual responsibility. But I took 
comfort in the secret belief that punish- 
ment would not really be meted out in 
this fashion, 

Some three decades later I find the 
theology no less unjust but far more 


* Presented at the 1961 Annual Meeting. 


troubling, now that I have been forced 
to recognize its inexorable realism. It is 
from the disadvantaged children in 
blighted urban areas that retribution is 
demanded for the sins of the society that 
spawns them and their habitat. These 
children grow to father others they can- 
not rear. Who shall say that this goes no 
further than the third and fourth gen- 
eration? Perhaps it is no more than the 
same naive idealism of childhood that 
prompted my distress 30 years ago that 
now impels me to answer: We who are 
aroused to moral outrage by this knowl- 
edge must see to it that it shall not go 
further. 


This prologue epitomizes the burden 
of my argument. Let me now attempt to 
document it. 


SOURCES 


The observations that follow stem 
from a personal experience that through- 
out has been enlightening, at times re- 
warding, and often profoundly disturb- 
ing. For some five years I have served 
as a psychiatric case consultant to the 
foster care division of an urban welfare 
department. During this period, well 
over 400 children have passed through 
the consultation service. What percent- 
age of the agency caseload do they con- 
stitute? 

The yearly turnover of foster children 
averages from one fourth to one third of 
the total number in care (2400 in 1959) 
with an excess accumulating each year 
(1, 2). Rough calculation indicates that 
some five to six thousand children in, 
or passing through, foster care made up 
the population from which our referrals 
were drawn. Our “sample” would then 
constitute 6 to 8 per cent of the total. 
However, this must be regarded as an 
underestimate, for no allowance has 
been made for the children who left the 
pool of available cases after a relatively 
brief period. More detailed data than 
those available to me would be necessary 
for an accurate computation but it would 
appear conservative to regard our series 
of cases as representing not less than 
10 per cent of the children in care for 
a year or more. 

But would these in any way be repre- 
sentative of this total population? They 
differ in overrepresenting children in 
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long-term care (see Table 2). Moreover, 
they differ in having been selected pre- 
cisely because they presented pressing 
psychiatric problems. Presumably, then, 
they are not a representative sample— 
at least, I continue to hope they are not 
—although many more children would 
have been referred had the consultation 
clinic met more often than one half day 
a week. 

For purposes of this presentation, I 
have tabulated data from 140 cases, 48 
from the first year of the clinic and 92 
from its fourth year.’ The statistics from 
the two samples were quite similar, but 
I have followed the practice of reporting 
findings as approximate percentages 
since the data are subject to the inevita- 
ble uncertainties of a record search and 
hardly warrant any implications of pre- 
cision. It would have been desirable to 
contrast the characteristics of the re- 
ferred children with those of the entire 
foster care load. Such data for the urban 
foster care population are not currently 
available. I have therefore employed 
statewide foster care data, kindly offered 
to me in advance of their release (1). It 
should be noted that the state caseload 
(4409 in March 1959) is made up of 
city (2378) and county (2031) cases in 
approximately equal proportions. For 
one comparison (Table 3), the State De- 
partment of Welfare extended me the 
quite extraordinary courtesy of breaking 
down the data separately by city and 
by county at my request. 


FINDINGS 


What were the major items in the his- 
tories of the referred children before 


to this Association in 1958 (3). The data from 


the second sample are borrowed in part rons an unpublished dissertation by M. T. Goines (4), 


to whom the author wishes to acknowledge his 


indebtedness. 
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they came into foster care? Some indi- 
cation of the extent of family breakdown 
can be obtained from Table 1. 


TABLE 1. FAMILY CHARACTERISTICS OF 
FOSTER CHILDREN AT THE TIME OF 
ENTERING AGENCY CARE 


Clinic State 
Cases Cases 


(N=140) (N=4409) 


Parents Married......... 52% 69% 
Living with both parents.. 12% 18% 
Living with one parent.... 30% 46% 
Living with relative. ..... 20% 15% 
Living with nonrelative... 38% 21% 

100% 100% 


Only about half of the parents of the 
referred children were married, as con- 
trasted with a 70 per cent legitimacy 
rate in the statewide foster population. 
At the time the children were committed 
to care, only about one tenth were liv- 
ing with both parents and about one 
third with one parent, while one fifth 
were living with relatives and about two 
fifths were living with persons entirely 
unrelated to them. The experience of 
fae referred children had been consider- 
ably more unfavorable than that of the 
general foster care population. 

The pattern of parental visiting after 
commitment provides another index of 
the looseness of family ties. Less than 
10 per cent of the mothers visited regu- 
larly and not more than another 10 per 
cent visited at all, with the correspond- 
ing figure for the fathers lower by half! 
Indeed a third of the mothers and two 
thirds of the fathers had dropped from 
sight altogether despite agency efforts to 
trace them, Precisely comparable figures 
are not available in the state report. 
However, it is recorded that the agency 
had had some kind of contact, not neces- 
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sarily equivalent to visits, with two thirds 
of the parents within three months of 
the calendar date of the survey and with 
85 per cent within one year of the sur- 
vey date. It seems clear that the foster 
children referred for psychiatric care 
were far more often abandoned by their 
parents than was the case for the average 
foster child. 

But mere tabulation hardly conveys 
the life circumstances of these children: 
slum dwellings; irregular and inadequate 
meals with resulting malnutrition; no- 
madism; strife, alcoholism, promiscuity, 
and crime among the adults in the 
household; inconsistent and often brutal 
punishment. For many of these children 
only the vaguest of information about 
prior experience was available; what in- 
formation was provided for the others 
was incomplete and often unreliable. But 
what information we did have was re- 
plete with accounts of children who wit- 
nessed promiscuous sexual behavior be- 
tween parents and transients in the 
household, of others seduced by adults 
and older children, and of a few who 
had been forced into prostitution. 
Several of our children had seen a parent 
murder or be murdered. Schooling was 
begun late, was interrupted by frequent 
moves and by more frequent truancy, 
and was a matter of little concern to the 
family. 

Half of the children referred for 
psychiatric care were Negro, as con- 
trasted with an over-all percentage in the 
city foster care program of 62 per cent 
(1). This is to be compared with an over- 
all percentage of Negroes in the city 
population of 33 per cent (5), which 
rises to 44 per cent when limited to 
those under 15 years of age (6) and 
51 per cent when restricted to the public 
school population (7). Although Negro 


children are disproportionately repre- 
sented in foster care, they are referred as 
psychiatric problems no more often— 
and possibly less frequently—than their 
white peers. Two thirds of the referred 
children were male, in contrast with 52 
per cent in the total foster care caseload, 
in keeping with the higher male/female 
ratio found in outpatient psychiatric 
clinics for children throughout the state 
(8). The age distribution of the children 
(half between 8 and 12, median age 11) 
was similar to that for the general foster 
care population (1). 

What can we say of their experience 
in foster care? The length of time they 
had been in care is indicated in Table 2. 


TABLE 2. YEARS IN FOSTER CARE 


Clinic Cases State Cases 
Years = -——v—X——— 
(N=140) (N = 4409) 
Less than 3........ 36% 52% 
(Less than 1)... . (6%) (24%) 
(Less than 2).... (20%) (41%) 
S840 Baste petenes: 24% 18% 
More than 5....... 40% 30% 
100% 100% 
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how many presented significant behavior 
problems before they entered care? No 
accurate answer can be given. In one 
fourth of the case records, no clear indi- 
cation of adjustment was cited. Among 
the remaining 75 per cent with definite 
statements of behavior, half recorded 
multiple problems, predominantly of an 
aggressive nature. 

How many placements had the re- 
ferred children experienced during their 
stay in care? Table 3 gives the number 
of placements per child for the clinic 
cases and for all city cases and all county 
cases, 


TABLE 3. PLACEMENTS IN FOSTER CARE 


ST 
Clinic City County 
Cases Cases Cases 


(N=142) (N=9378) (N=2031) 


Nomear oi 2% 1% 1% 
6 ree 26% 46% 56% 
Trt ce ei coe 18% 33% 26% 
THON a aion E 19% 12% 9% 
a ANT 19% 5% 4% 
a T ETA 11% 2% 2% 
Six or more... . 6% 1% 2% 

101% 100% 100% 


As can be noted, our referrals were 
drawn mainly from children who had 
been in care for longer than had the ma- 
jority of state cases. The child briefly in 
care, of course, has less of a chance to 
be referred, but, as well, is less likely 
to need referral. 

Forty per cent of these children had 
entered foster care before they were 4 
years old, 70 per cent before they were 
10, All but one of those under 10 had 
been committed as dependent and/or 
neglected. Among the remaining 30 per 
cent who were between 10 and 15 at the 
time of commitment to the agency, half 
had been adjudicated delinquent. In ad- 
dition to these delinquent youngsters, 


The contrast is instructive and appalling. 
More than half of the clinic cases had 
experienced 3 or more placements, more 
than one third had experienced 4 or 
more, and not less than one fifth 5 or 
more placements! Again, these figures 
understate the situation. If we limit our 
count to the children in care for at least 
two years, 60 per cent had 3 or more 
placements and almost 50 per cent had 
4 or more. Distressing as are these find- 
ings, they become even grimmer when 
we recall that the tabulations include 
only known replacements while in agency 
care and do not take into account the 
many changes these children had under- 
gone as their parents shifted them 
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among relatives, friends and strangers 
before placement. 

Why had they moved so often? Were 
they moved because they were difficult, 
or were they difficult because they had 
been moved? The answer to the last two 
questions must be a qualified yes. Inso- 
far as one can judge from casework 
records, many moves had been dictated 
by urgent demands of harassed foster 
parents. But this statement is not as 
straightforward as it might seem. The 
same child might have settled satisfac- 
torily into his next home; does not this 
imply a poor selection in his prior place- 
ment? In some instances, the foster 
home had been stretched beyond its 
limits by the placement of a second or 
third particularly difficult child in the 
same home because the agency had no 
other home to employ. If a home failed, 
was the failure implicit in the child and 
the foster home, or had insufficient or 
inadequate casework help been offered 
to child and parents? We were con- 
fronted with far too many instances of 
infrequent visits by untrained workers 
who changed with bewildering rapidity 
because of the high turnover in the 
agency. 

Replacements are inevitable in foster 
care as are changes in family life itself. 
Foster parents become ill, die, divorce, 
move, have changes of heart; no amount 
of the best casework can eliminate such 
vicissitudes entirely. But when casework 
is insufficient in amount and often 
limited in quality, when a sustaining re- 
lationship cannot be maintained with the 
child because of changes in workers and 
supervisors, when homes are incom- 
pletely studied and frequently overused, 
then failures must multiply. 

I would like to make it clear that I 
am describing an agency administered 
by good people whose caliber and heart 
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I would compare favorably with most. 
But it is a public agency, which in the 
United States means it is inadequately 
funded, constantly beleaguered by ig- 
norant critics, fighting to maintain itself 
marginally. What happened to these 
children was written into agency func- 
tion by budgetary decisions determined 
by the community’s indifference to the 
fate of foster children. 

These, then, were children of the 
lower depths, children mistreated before 
they came into care and treated not too 
well afterward. What were their psycho- 
logical characteristics at the time of ex- 
amination? Aggressive behavior, per- 
sistent and severe, was far and away the 
major reason for referral (70 per cent). 
Half of those coming into care were in 
serious difficulty in school; one third 
stole; one fifth were involved in deviant 
sexual behavior; one sixth ran away re- 
peatedly; one tenth had made overt 
attempts at suicide; one tenth were 
encopretic. These figures are minimal; 
they tabulate only major disabilities in 
these areas and omit occasional epi- 
sodes. 

Psychometric test scores were availa- 
ble for 119 children. The distribution of 
W.LS.C. Intelligence Quotients is listed 
in Table 4. It is noteworthy that only 


TABLE 4. PSYCHOMETRIC LEVELS OF 
CLINIC CASES 
_——_$_ 


W.1.S.C. IQ Range Number Proportion 
50-59... A 8 1% 
60-69.. ; ; 9 8% 
TOT i. . ‘ 29 24% 
80-89... jad 38 82% 
90-99...... x 29 24% 
100 plus : 6 5% 
119 100% 


15 per cent of these children fell within 
the usually accepted range for mental 
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deficiency, despite the extreme impover- 
ishment of early environment, The mean 
IQ of 83 is remarkably similar to a 
mean of 86 obtained in the dispensary 
population of the pediatric outpatient 
department which sponsored the referral 
service (9). The distribution resembles a 
normal curve skewed to the left by test 
score depression attributable to environ- 
mental deprivation. 

Yet school grade placements indi- 
cated marked academic retardation. 
Only 10 per cent of the children attend- 
ing school were at the grade appropri- 
ate for their age. Twenty-five per cent 
were one grade behind, 20 per cent two 
grades behind, 25 per cent three or 
more, and the remaining 20 per cent 
were in special education classes. The 
most marked retardation was found in 
reading level, with many preadolescents 
essentially illiterate. In school reports 
some children whose test scores indi- 
cated near normal intellectual aptitude 
were characterized as defective. Fre- 
quently, teacher or principal expressed 
resentment at having had to accept the 
foster child in his school; the placement 
was viewed as an unjust burden because 
the child was not native to the school’s 
district. There were, of course, notable 
exceptions, but the problems of many of 
our children were multiplied by the 
hostile reception from school authorities 
and by teacher antagonism to foster 
parents. 

The distribution of the major diag- 
nostic categories into which these chil- 
dren fell is shown in Table 5; the nomen- 
clature is that of the official APA classi- 
fication (10). For orientation, I have 
listed the corresponding figures for chil- 
dren under 18 admitted to city and 
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county outpatient psychiatric clinics for 
the year 1958-59 (11).? 


TABLE 5. DISTRIBUTION OF 
DIAGNOSTIC CATEGORIES 


Foster All City All County 
Diagnosis Clinic Clinics Clinics 
(N=140) (N=692) (N= 2036) 
Chronic brain 
syndrome... 18% 19% 138% 
Mental defi- 
ciency. ..... 15% 15% 170% 
Psychosis... .. 2% 1% 4% 
Psychoneurosis 9% 15% 11% 
Personality dis- 
order....... 31% 19% 23% 
Adjustment re- 
action... 25% 24% 26% 
Without dis- 
order....... 0% 2% 5% 


Detailed comparisons are not warranted 
in the absence of information on age, 
sex, and color distribution in each 
sample, since prevalence varies in rela- 
tion to these factors (8, 11). There do 
not appear to be any striking differences, 
except, perhaps, that personality dis- 
orders are somewhat more frequent 
among the foster children. This is in 
keeping with the preponderance of re- 
ferrals for aggressive and nonconform- 
ing behavior. As is evident from the 
heterogeneity of the diagnostic cate- 
gories, these children fit no single stereo- 
type and yet they display certain clinical 
features with frequency sufficient to 
merit at least brief comment. 

They are relatively inarticulate. This 
is more than a matter of limited vocabu- 
lary. Their reluctance to verbalize and 
their lack of verbal facility reflects a 
subculture in which feelings are cx- 
pressed by doing rather than by talking. 
In the absence of shared concerns about 
inner feelings, they develop little ca- 


*In calculating city and county figures, I have eliminated the cases listed as undiagnosed 
and have computed the remaining cases in terms of percentage of the total with a diagnosis. 
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pacity for insightful introspection. Lack- 
ing the words—the verbal signifiers—for 
nuances of feeling, they are barely able 
to sense subtle distinctions and fail to 
differentiate their own feeling states and 
those of others. I do not mean to sug- 
gest that they are insensitive; far from 
that, their apparent imperturbability is 
clearly a defense against further hurt by 
disengagement, so ready are they to an- 
ticipate harm. But they are, I believe, 
less able to exhibit graded judgments 
and responses, tending as they do to see 
the world as mostly black and rarely 
white. 

They show relatively poor orientation 
to time, place, and person. Birth dates, 
addresses, and family relationships are 
reported in vague and ill-conceived 
terms. This confusion stems not only 
from the actual complexity of family ties 
and from early rootless wanderings but 
also from the chaos of daily experience. 
When time is not divided by the ordi- 
nary habits of routine (mealtime, bath- 
time, bedtime); when space is not articu- 
lated by specific assignment for particu- 
lar purposes; when contingencies of 
adult response to what the child does are 
almost random; then the consensual 
characteristics of time, place, and per- 
son are difficult to recognize and are 
learned in distorted and alogical cate- 
gories. Many of these children remain 
in an interpersonal limbo, in ill-defined 
relation with their parents—taken from 
their parents, rarely secing them, yet 
somehow still of them. Failure to help 
these children break off unreal clinging 
to fantasy parents diminishes the likeli- 
hood of their forming meaningful attach- 
ments to foster parents. Agencies are re- 
luctant to go to court; petitions for right 
of adoption are unjustifiably delayed. 
When parents show no interest for a 
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year or longer, is it a service to the 
child to join him in pretending the situa- 
tion does not exist? Endings must occur 
if there are to be new beginnings. 

Many of these children are apathetic 
and mistrustful in a clinical interview. 
Suspicious of adults, they exhibit little 
spontaneity and withhold any enthusi- 
asm they may have. Goal orientation 
tends to be restricted to the immediate 
present. Without confidence that there is 
a future at all, let alone a better one, 
they have little motivation for tasks that 
do not offer an immediate return. If they 
bother to complain of present circum- 
stances, they remain dubious of a proffer 
of change. They have little reason to 
believe that any home will be permanent 
or that any parent will be constant. A 
few may be grandiose but most are 
demonstrably self-deprecatory. Self- 
esteem has its roots in the esteem of 
others; their parents had shown them 
little regard. The older children are 
troubled by a conviction that they are 
doomed to repeat the pattern of their 
own parents whose behavior they learn 
to see as violating the norms of school 
and foster home. Expecting rejection, 
they find it difficult to invest affection in 
others; foster parents often resent this 
apparent “lack of gratitude” and di- 
minish or cease efforts to bridge the 
gap. These children approach peers with 
an anticipatory belligerence that induces 
the very antagonism they fear. Unaware 
of their role in precipitating the strife, 
they sce themselves as victimized. Rein- 
forced in their misanthropic views, they 
perseverate in aggressive behavior that 
to others may seem simply willful but to 
them is no more than defensive. 

Many are almost unsocialized when 
they come into care. Eating and toileting 
behavior is primitive. Particularly strik- 
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ing is the complaint of a ravenous appe- 
tite in a significant number of these chil- 
dren. Some will stuff themselves until 
they vomit if not stopped. Others steal 
from the pantry and eat out of garbage 
cans, even when food is freely availa- 
ble. I cannot recall (excepting obese 
children and those with metabolic dis- 
orders) similar complaints of uncon- 
trollable appetites from parents who 
bring their own children to the psychi- 
atric clinic. These are scrawny and un- 
dersized children and yet they are said 
to eat to excess; clearly, the engorging is 
periodic rather than constant. One might 
suspect that the foster parents are with- 
holding food to save money, but care- 
ful inquiry establishes that this is not the 
case. These are foster parents who are 
concerned by abnormal eating behavior. 
One is reminded of the laboratory ani- 
mal which normally eats small amounts 
periodically when food is freely availa- 
ble but which can be trained to gorge 
itself when the experimenter limits the 
presentation of food to one brief period 
each day. The children who display this 
symptom behave as though they are bent 
on storing up all they can against a com- 
ing famine, as though they cannot trust 
that food will be available to them each 
time hunger arises. This, of course, had 
been their experience, but the per- 
sistence of the conviction long after it 
has ceased to be true is impressive. No- 
where has this been more graphically 
described than in Black Boy, in which 
Richard Wright describes how he bolted 
down his food and stuffed into his 
pockets rolls stolen from the table in his 
first weeks on a farm amidst relative 
plenty after a deprived childhood in a 
Chicago slum (12). 

Our clinical findings can be sum- 
marized in the following statements: 
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The foster children referred for psychi- 
atric consultation had come into care 
from disrupted and chaotic homes after 
multiple moves. They had experienced 
physical, emotional, and intellectual dep- 
rivation. Once in care, they were visited 
infrequently, if at all, by their parents. 
They had been in care longer and had 
suffered more replacements than average 
for foster children in the agency. They 
exhibited predominantly aggressive and 
antisocial behavior. Despite only moder- 
ate depression of intelligence test scores, 
they were gravely retarded in academic 
performance. The distribution of diag- 


nostic syndromes differed from that seen _ 


in the average outpatient psychiatric 
clinic only in a greater predominance of 
personality disorders, but inarticulate- 
ness, disorientation, apathy, mistrust, 
and habit disorganization were promi- 
nent characteristics of personality. 


DISCUSSION 


There are many aspects of these 
clinical findings which we might profita- 
bly consider (3, 13, 14), but I propose 
to limit discussion to the social implica- 
tions of these data which clearly indi- 
cate a serious failure in our current 
programs of care for neglected children. 
Let there be no pretense about this 
paper: I have done no more than to 
document the obvious. Each of you who 
serves in a public welfare agency knows 
these children. The statistics I have com- 
piled merely mass the misery which 
should compel compassionate action, 
were it'true but of a single child. In fact, 
there are 225,000 children in foster 
care, and about 75 per cent of these 
children are likely to remain in care 
throughout their childhood years (15, 
p- 379). 

To what extent may we legitimately 
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extrapolate from our special and limited 
sample to inferences about the emotional 
state of children in public foster care? 
If we average the admissions to the 
psychiatric consultation clinic as some 
80 to 90 children per year and relate 
this figure to the approximately 3000 
children in foster care in a given year 
(2400 plus 25 per cent turnover), then 
the calculated admission rates are on the 
order of 30 per thousand. (Once again, 
this is a minimal estimate; the children 
who entered care within a given year are 
far less likely to be referred than those 
who have been in care for longer 
periods.) National data for 1955 (16) 
and Baltimore City data for 1958-59 
(8) indicate psychiatric clinic admission 
rates for children under 18 that are just 
under 3 per thousand or about one tenth 
of our foster care rate. We do not know, 
for either the general or this foster popu- 
lation, what ratio obtains between re- 
ferred cases and all existing cases (17), 
so that this cannot be considered a state- 
ment of the relative prevalence of psy- 
chiatric disturbance in the two popula- 
tions. I plan to undertake a study to 
examine this issue more definitively. 
However, some indication of the size 
of the reservoir of psychopathology in 
foster children can be found in the study 
by Maas and Engler, sponsored by the 
Child Welfare League (16). In a survey 
of nine communities, chosen to sample 
ecologic conditions in the United States, 
symptoms of psychologic disturbance 
were reported in 40 to 60 per cent of the 
foster care caseloads in each of these 
diverse communities! By contrast, 
available estimates of the prevalence of 
emotional disturbance in the general 
school population center about a figure 
of 10 per cent (18, 19). These studies 
suffer from important methodologic limi- 
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tations (16, 20) but they do suggest 
rates of disturbance in foster children at 
least several times higher than expecta- 
tion for the general pediatric population. 

One other set of figures in the Maas 
and Engler study bears on this question. 
Our own data indicate that disturbed 
foster children experience a dispropor- 
tionately high rate of replacement. In 
Table 6, I have listed the proportion of 
children by number of moves for each 
of the nine communities in the Maas 
and Engler study as well as for Balti- 
more City, Maryland counties, and the 
referral clinic (the quotation marks indi- 
cate fictitious names). 


TABLE 6. MOVES DURING FOSTER CARE 
(By percentage of total caseload) 


Two Four 
One or or 

Three More 
SEIS AAO NENS N d 20 3 
Baltimore City...... 46 45 8 
Maryland counties.. 56 35 8 
T E es cieiaret hs 55 36 9 
“Santa Ana”. . 54 82 14 
ET 25 51 25 
“King? 335°: 24 49 27 
“Westport”. 22 48 30 
“Norden”. . 12 57 32 
“Granger”. . cy: Oe 36 32 
“Brighton”.......... 34 28 38 
Referral clinic...... 26 37 36 


In six of the nine communities, 25 per 
cent or more, and in four communities, 
30 per cent or more of the children in 
public foster care had experienced not 
less than four moves—findings of the 
same order of magnitude as that for our 
referral clinic population. If Baltimore 
City, with its comparatively stable foster 
home program, provided so many dis- 
turbed children for the referral clinic, 
then one might anticipate a much higher 
rate in the communities with 3 or 4 
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times the number of multiple place- 
ments. These considerations provide 
rather persuasive, if still incomplete, evi- 
dence that throughout the United States 
children in foster care are experiencing 
high rates of psychiatric disturbance. 
Is foster care to be held responsible 
for this psychiatric morbidity? Might it 
not be an irreversible consequence of 
what had happened to these children be- 
fore they came into care? It is widely 
agreed that emotional and intellectual 
neglect in early childhood (21), the syn- 
drome known as maternal deprivation 
(22), can result in defects in intelligence 
(23, 24) and personality (23, 25). Many 
foster children have experienced dep- 
rivation; many exhibit symptoms in- 
terpretable as the sequelae of such an 
experience. However, the clinical char- 
acteristics displayed by the child sub- 
jected to deprivation are related to the 
adequacy of replacement measures as 
well as to the severity and duration of 
the deprivation and, perhaps, to indi- 
vidual vulnerability (21, 26). Separation 
from the family, even for institutional 
care, does not necessarily result in de- 
tectable psychopathology (29); more- 
over, there are indications that proper 
aftercare can mitigate or reverse de- 
velopmental retardation secondary to 
deprivation (28-31). Certainly, there is 
little reason to anticipate favorable 
change when the care provided is mar- 
ginal, let alone grossly inadequate, as 
our findings emphasize. Indeed, our 
data and those presented by Boehm (32) 
suggest the possibility that symptoms of 
emotional disorder may be more promi- 


* Careful examination of this disturbing possibility will require data obtained by a pros 
tive longitudinal study of a representative sample of cases; conclusions obtained from a re 
spective record search of a selected sample can be misleading (and I hope they are in 
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nent after a period in foster care than 
upon entering it.* 

If we must admit that we cannot yet 
offer decisive evidence as to the reversi- 
bility of the psychopathology in children 
who enter foster care, we can also agree 
that its irreversibility has not been 
demonstrated. Under such circum- 
stances, we have a categorical impera- 
tive to act upon the premise that the 
children can be salvaged, at the same 
time that we pursue the research neces- 
sary to validate this hypothesis. It is 
painfully evident that, if they are to be 
helped, they require a great deal more 
than currently is offered to them. 

In the midst of a nation whose afflu- 
ence is unparalleled in the history of th 
world, welfare agencies are not bei 
granted the public funds necessary t€ 
provide adequate casework services an 
to recruit enough foster homes. Many 
children languish in uncovered case- 
loads, their course unknown until a crisis 
arises. Those fortunate enough to have 
a caseworker may not keep her long 
enough to develop ties that might have 
insulated them against the vicissitudes 
of foster care. The urgency of the need 
for homes and the shortage of skilled 
casework result in insufficient study of 
prospective homes and the overutiliza- 
tion of those homes that are available. 
Facilities for remedial education an 
for health supervision in the community 
are in such short supply as to jeopardize 
placements that require backing if they 
are to succeed. 

Agencies, harassed by overwhelmin 
numbers, continue to employ euphemi 
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tic definitions that fail to reflect the 
reality of daily work. Children, left in 
“temporary” care for as long as two or 
three years for lack of other provisions, 
may suddenly be moved, after they have 
formed a meaningful attachment to the 
shelter home, in order to provide what 
is called a “permanent” home. Perma- 
nence is the fiction of foster care. Work- 
ers make believe that they are “working 
with” parents who have abandoned their 
children and thus fail to recognize the 
need to help the children to terminate 
destructive relationships. Mutual re- 
criminations between welfare agencies 
and courts delay decisions to acquire 
adoption rights until after adoption no 
longer is feasible. 

Is it not time that we re-examine the 
very nature of foster care itself? The 
instability of foster homes, the shortage 
of adequate homes, the inability to pro- 
vide continuity of worker, supervisor, 
and foster parent—all these factors 
combine to suggest that group homes 
deserve to be given more weight in plan- 
ning. For some children, group homes 
are clearly preferable and always will 
be. But even for the child who might 
have settled into a foster home (if and 
when we had one for him), may not a 
durable group home be a better solu- 
tion than a procession through a series 
of inadequate foster homes? I am not 
proposing an economical or automatic 
solution. The creation and maintenance 
of satisfactory group homes will require 
no less of a fight to persuade public 
authorities of the importance of ade- 
quate financing than foster care itself, 
but the insistence on foster care as the 
only method may be anachronistic in an 
era in which the institution of the family 
itself is undergoing rapid change (14). 

Once we recognize the harsh realities 
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of contemporary foster care, it becomes 
relevant to wonder whether we are not 
too ready to remove children from their 
homes. Might we not do more for chil- 
dren by enriching A.D.C. programs, 
public housing, health services, marriage 
counseling, and family agencies so as to 
preserve the family of origin? Again, we 
shall have to combat community preju- 
dices and apathy about human needs. 
We shall have to answer myths about 
A.D.C. and illegitimacy (33, 34); we 
shall have to nail the “conventional 
wisdom” (35) about unemployment 
compensation and indolence, about our 
“inability to afford” greater outlays for 
public education, and about “spoiling” 
people by removing the spur of poverty. 

The present crisis in public services 
is no temporary excrescence. The trend 
to urbanization, evident for the past cen- 
tury, is accelerating; in the past several 
decades, it has been further complicated 
by the migration of the dispossessed and 
disadvantaged family into the shell of 
the decaying central city at the same 
time that the relatively affluent families 
stream to the suburbs to escape the new 
plague. With this differential migration, 
the problem of the deprived child be- 
comes even more pressing. Major re- 
visions in city planning, in metropolitan 
tax structure, in health, education, and 
welfare services will be necessary if hu- 
man dignity is to be attainable for all 
of our citizens. Do we not have a special 
moral responsibility, precisely because 
of our scientific knowledge of the needs 
of children, to make our voices heard in 
legislative and planning councils? 

Let me close with a quotation from 
the A.A.A.S. address of Sir Charles P. 
Snow (36), which expresses in words be- 
yond my eloquence the raison d'être of 
this paper: 
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All this we know. It throws upon scientists a 
direct and personal responsibility. It is not 
enough to say that scientists have a responsi- 
bility as citizens. They have a much greater 
one than that, and one different in kind. For 
scientists have a moral imperative to say what 
they know. It is going to make them unpopu- 
lar in their own nationstates. It may do worse 
than make them unpopular. That doesn’t mat- 
ter. Or at least, it does matter to you and me, 
but it must not count in the face of the 
risks... . 

For scientists know, and again with the cer- 
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tainty of scientific knowledge, that we possess 
every scientific fact we need to transform the 
physical life of half the world. And transform 
it within the span of people now living. I 
mean, we have all the resources to help half 
the world live as long as we do and eat 
enough. All that is missing is the will. . . . 
There are going to be challenges to our in- 
telligence and to our moral nature as long as 
man remains man. After all, a challenge is 
not, as the word is coming to be used, an ex- 
cuse for slinking off and doing nothing. A 
challenge is something to be picked up. . . . 
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A THERAPEUTIC APPROACH TO REACTIVE EGO 
DISTURBANCES IN CHILDREN IN PLACEMENT’ 


SELMA FRAIBERG 


Associate Professor of Social Work, Tulane University, New Orleans, Louisiana 


This paper describes a therapeutic approach to the problem of the child who 
has lost the capacity for object relations following separation from his parents 
and placement. A specialized adaptation of an analytic technique is employed 
in the casework treatment. It consisted mainly of working through the de- 
fenses against affects and reviving the affects around the initial trauma of 
placement. Concurrent group treatment was employed for continuing diag- 
nosis, to test the movement in object relationships and to provide a miliet l 
in which readiness for new ties might be gratified. Prophylactic considerations’ 
are taken up ina final section. 


Aes the gravest consequences of work treatment of such children is 


placement is the child’s inability to 
form new object relationships following 
loss. A very large number of children in 
institutions and foster home care are 
permanently damaged and may never 
recover the capacity for making mean- 
ingful human ties. Frequently the case- 
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blocked by the characteristic defenses 
against affect which these children dis- 
play and by their inability to make an 
attachment to the caseworker—the in- 
dispensable condition for treatment. 
This paper describes and illustrates a 
casework approach that was developed 
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in the course of working with a small 
group of latency-age boys in institu- 
tional placement. The treatment em- 
ployed a specialized adaptation of an 
analytic technique that should be en- 
tirely within the competence of a case- 
worker and within the defined limits of 
casework treatment. It consisted mainly 
of working through the defenses against 
affects and of reviving the affects around 
the initial trauma of placement. Concur- 
rent group treatment was employed for 
continuing diagnosis, to test the move- 
ment in object relationships, and to pro- 
vide a milieu in which readiness for new 
ties might be gratified. 

This work was part of a program 
jointly sponsored by the Tulane School 
of Social Work, the Children’s Bureau 
of New Orleans, and the Protestant 
Children’s Home. In this report I shall 
confine myself to the casework treat- 
ment and illustrate with selected cases.* 
I wish to mention, however, that our ex- 
perience in the use of concurrent group 
treatment demonstrated not only the 
value of the group as an adjunct to case- 
work treatment but opened up the possi- 
bility in our minds that for selected 
cases, group treatment might operate 
independently to bring about favorable 
therapeutic results. 

The setting in which this work was 
carried out is in many ways typical of 
institutions that provide care for the de- 
pendent and neglected child in our coun- 
try. The Protestant Children’s Home 
was built nearly 100 years ago as an 
orphanage. There is a high iron fence 
surrounding the grounds and the chil- 
dren are still housed in dormitories ac- 
cording to age groups. The houseparents 
are mainly middle-aged men and women 
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with limited education and, of course, 
they have no special educational prepa- 
ration for work with children. Many of 
the children are severely disturbed and 
have been placed in the institution be- 
cause of earlier failures in foster homes. 
There are no clinically trained staff 
members. At the time of our study case- 
work services were provided for the chil- 
dren and their families by the Children’s 
Bureau and other agencies in the com- 
munity. 

We chose the Junior Boys Division 
for our study. The ten boys in this group 
ranged in age from eight to eleven. The 
housemother, Mrs. Lindstrom, was a 
woman in her middle sixties, who some- 
how managed the difficult job of caring 
for a group of gravely disturbed children 
who would have taxed the best gifts of 
a clinically trained worker. She was 
strict in her discipline, and some of her 
demands for good behavior were un- 
doubtedly excessive. But she also had 
sympathy and affection for her children, 
and as we worked together she learned 
to become more lenient and more toler- 
ant in certain important areas. 


Il. 


I will begin this report with a de- 
scription of the treatment of George. 
George was 11 years old when we began 
treatment. He was the oldest of five chil- 
dren, all of whom had been placed by 
the parents two years earlier. At the 
time of placement the parents were con- 
sidering divorce. The mother planned to 
return to work, and the children had 
become such an emotional and financial 
burden to her that she appeared danger- 
ously close to a severe depression. The 
plan was for temporary placement, but 


* All cases reported here were seen in casework treatment on a once-a-week basis. 
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as two years passed by it became clear 
that the mother might never bring her- 
self to reunite her family. The father had 
disappeared after the divorce. 

In preplacement interviews the mother 
described George as the chief problem 
among her children. He was described 
as very stubborn and aggressive and 
subject to stormy outbursts of temper. In 
the early months of placement at the 
institution George presented the full bat- 
tery of his behavior problems. Both the 
institution and the school reported belli- 
gerence and bullying of other children, 
much fighting, and provocative behavior. 
But gradually, the record shows, George 
gave up his fighting and his bullying and 
became a rather passive and tractable 
child. The complaints now were of an- 
other order. He had become whiny and 
fearful of bigger boys in the institution. 
He brought constant complaints of be- 
ing beaten up by the bigger boys and of 
having his toys destroyed by them. About 
the second complaint the boys in his 
group seemed genuinely baffled and 
claimed that George himself had been 
seen destroying toys that his mother had 
sent him and would then accuse other 
children of having broken them. 

Along with this shift from active to 
passive came two new developments. 
George had begun to gain weight rap- 
idly, and at the end of the first year in 
placement he had gained 30 pounds. 
During the second year he continued to 
cat voraciously and to gain weight. He 
was about 40 pounds overweight when I 
first met him. He had wet the bed occa- 
sionally prior to placement. By the time 
internalization of his conflicts had been 
completed, at the end of the first year, 
George had become a constant bed- 
wetter. Often he wet two and three times 


a night. 
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When I first saw George he was an 
obese, sluggish youngster with a round 
pink face. He never smiled. His nails 
were bitten to the quick. His speech was 
mushy, indistinct—devoid of affect. 

In the early interviews with George 
I was impressed by certain character- 
istics of his relationship with me. He 
was affable, superficially friendly, gar- 
rulous, and yet he was completely unin- 
terested in the new caseworker. One had 
the impression that caseworkers were in- 
terchangeable, that one would do as well 
as another. He was sorry that he had to 
give up his previous worker. He had 
even expressed some regret to her when 
he learned of the transfer, but none of 
this feeling could be recovered when I in- 
vited him to talk about his feelings about 
the transfer. I began to understa. d that 
his relationship to me, to previous work- 
ers, and to members of the institutional 
staff derived from his feeling of help- 
lessness. We were protectors against the 
danger of hunger, abandonment, and a 
variety of physical dangers. And because 
these relationships were important only 
for providing need satisfaction and pro- 
tection, any one member of the staff 
could substitute for another. During the 
first months of treatment he almost never 
mentioned his housemother, Mrs. Lind- 
strom, unless I initiated discussion 
through questions. This, I learned, was 
not to be taken as a deficiency in the 
capacities of the housemother; it was 4 
result of George’s absence of interest in 
or involvement with the adults who cared 
for him. During the same period he 
never showed any interest in me or curi- 
osity about me. 

Like most children in placement 
George clung to a fantasy about his par- 
ents and the reasons for his placement. 
His mother, in the fantasy, wanted all 
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of her children at home but she didn’t 
have enough money to keep them. When 
she saved enough money she would 
bring the children back home. There 
was no criticism of his mother and there 
were no reproaches. On many occasions 
the mother neglected to visit the chil- 
dren when she had promised. George, 
if he discussed these occasions at all, 
reported them factually and without af- 
fect. 

Our earliest work, then, began to deal 
with the defenses against affects. I used 
every good opportunity to give George 
permission to feel and to show him omis- 
sions of justifiable feelings of anger or 
disappointment and displacements of af- 
fect. Very early in treatment we began 
to understand why the defenses against 
aggression were so strong. On one occa- 
sion when George got into a fight with 
one of the boys in his school (and it 
was indeed nothing more than a mild 
fight in which they pushed each other 
around), George spent the better part 
of his hour alternating between re- 
strained fury at his enemy and fear that 
he would be sent away to a correctional 
institution for delinquent boys. 

There were two components in this 
exaggerated fear of consequences for ag- 
gression. One, of course, was the expec- 
tation that any aggression, no matter how 
mild, would result in his being sent away. 
The other clearly was that the exagger- 
ated punishment was equal to the 
strength of the undischarged aggression; 
he was afraid of the destructive power of 
his rage. Through a number of examples 
of such exaggerated fear of punishment 
I began to help George see that he was 
really afraid of his own feelings, that 
the anger inside was so strong at times 
that he feared that if it came out he 
might really hurt someone. I helped him 
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to understand that the more he talked 
about his feelings in the interview the 
less need he would have to fear these 
feelings. 

Gradually we began to understand the 
various forms of displacement of anger. 
George’s fear of attack by other boys, 
his constant complaints of being picked 
on, began to diminish when he under- 
stood how these fears were to a certain 
measure tied up with his fear of his own 
anger. Sometimes I could draw his at- 
tention to his savage nail-biting as he 
talked about anger, and he was im- 
pressed to see how feelings could be con- 
nected with such a symptom, We went 
further and began to establish some links 
between bed-wetting and the feelings 
of anger and fear that he kept inside 
him. 

Yet he was only able to experience 
anger and resentment toward other chil- 
dren. He could in no way acknowledge 
feelings of anger toward the adults in 
the institution, toward teachers, or to- 
ward me. Once when I felt he was strug- 
gling with hostile feelings toward me I 
asked him what he thought would hap- 
pen if he should feel angry toward me 
and tell me. And he said, without a 
moment’s hesitation, “Why you would 
go away!” He said this with such con- 
viction that I could tell him now that I 
thought that this fear was connected 
with a real happening in his life, that 
this must have been the way he felt when 
mother placed him in the home. I said 
that all children are afraid that if they 
are naughty or have angry thoughts 
mother or daddy might go away and 
leave them, and I said that when chil- 
dren are placed away from home they 
can’t help but feel deep inside that may- 
be it was because of something they had 
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From this point on in the interview 
George seemed to be struggling with all 
kinds of feelings. Several times he was 
in tears or close to tears. I encouraged 
him to talk more about mother and 
father and his feelings about placement. 
When he began attacking his nails again 
I tried to get him to tell me what he 
was feeling. Was it possible, I asked, 
that even when a child loved his parents 
he might feel some anger toward them, 
too, for disappointing him? With this 
George turned away so that I might not 
see his tears, and in a voice full of fury 
he said, “Sometimes I think I’m gonna 
be in this place for four more years 
and that I’m never going to go back to 
my own home.” 

As more and more feeling welled up 
within him he began to talk for the first 
time about the beginning period of place- 
ment. He remembered when his mother 
first told the children they were going to 
a Home. He didn’t know what it would 
be like and he even thought it would be 
fun to live in a place with many other 
kids and have swings and slides. “And 
then I remember the first night and 
everything was so strange and I woke up 
in the middle of the night and it was 
dark and I didn’t know where I was 
and my bed was all wet. . . . And then 
the next day when I woke up I looked 
out of the window and I saw all the bars 
around the place and the gates were 
locked.” (The “bars” were the high iron 
fences around the 100-year-old institu- 
tion.) I said, “I think it must have made 
you feel as if you were in jail. It must 
have made you feel that being here was 
like a punishment.” He nodded in si- 
lence. 

In this session we established the first 
connections between George’s fear of his 
aggressive impulses and his feeling that 
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placement was a punishment for being 
bad. This hour initiated many new de- 
velopments. George, who had been the 
scapegoat of his group and who ex- 
hausted the adults of the Home with his 
whining and constant complaints of per- 
secution, now began to fight back. 
George was as astonished as his former 
tormentors were. There was tremendous 
relief in him when he found that he 
could fight back and hold his own even 
with the older and more powerful boys. 
For a while it was difficult to keep the 
fighting under control. I got him to ex- 
ercise some judgment in the fighting and 
to get a good measure of his rage and 
hostility back into the therapeutic hours 
where it might do some good. At the 
same time I was in close communication 
with George’s housemother and with the 
director of the institution, Their under- 
standing of the meaning of this behavior 
enabled them to handle a number of 
difficult situations with a firm and non- 
punitive approach, After a few weeks 
the aggressive behavior subsided to 
something close to normal for a boy of 
this age. Now we saw that George was 
no longer afraid of his own aggression 
or afraid of monstrous punishments for 
having aggressive feelings. 

From this we could understand that 
one of the decisive factors in the transfor- 
mation of aggression had been the experi- 
ence of separation. To be aggressive was 
to invite abandonment, and when our 
work established the connection between 
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these two factors and the separation cx- — 


perience George could experience anget 
once again. With even this much work 
there was some symptomatic relief. 
George’s nails, which had been bitten 
to the quick, were now beginning to 


grow. The bed-wetting improved tempo f 
rarily. Also there was now consider- 
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able improvement in schoolwork, with 
George boasting that he was getting a 
better report card than he had ever had 
in his life. 

Yet the whole area of his ambivalence 
toward his parents remained barely 
touched at this point. Now, however, 
there was a new theme in George’s com- 
munications. He worried about people 
dying. He worried about his father, He 
didn’t know where he was. He could 
be dead for all anyone knew. He missed 
his Dad. Sometimes he worried that his 
mother might die. From his fantasies it 
was very clear to me that his fears were 
closely connected with destructive wishes 
toward his parents. I now understood, 
too, another reason why it was so diffi- 
cult for George to express even mild 
hostility toward his parents. For the 
child who is separated from his own 
parents the hostile and destructive 
wishes are necessarily more dangerous 
than for the child who still has his par- 
ents. For all children the physical pres- 
ence of the parents is a reassurance 
against the danger that the loved per- 
sons may be harmed or destroyed by 
the child’s own bad wishes. In the ab- 
sence of his parents George could not 
tolerate his own dangerous fantasies, for 
he could not have reassurance against 
the omnipotence of his thoughts. 

“Is it really true,” George wanted to 
know, “that you could put a curse on 
someone and make them die?” He didn’t 
think so but he had seen a story on 
television once. In one session he 
brought forth a number of such stories 
having to do with fictional events in 
which evil wishes brought about the ill- 
ness or death of “someone.” When I 
began to relate these fears to his own 
fears that bad wishes might harm some- 
one he quickly denied that he ever had 
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such thoughts. Then, very tentatively, he 
began to explore this dangerous territory 
with me through offering stories about 
a fictional boy who did have such 
thoughts. In the course of this hour we 
talked about his fears that bad wishes 
could come true and I again linked these 
fears with the experience of placement 
and the feelings that angry thoughts 
could cause someone to go away. At the 
end of this session George, for the first 
time since I had met him, looked re- 
laxed and happy. 

In the play-group meeting the follow- 
ing week George did something unprec- 
edented. He got angry toward his group 
leader for allowing someone to use his 
materials and he announced that he was 
quitting the group. But when he told me 
about this experience in his next session 
he assured me that he didn’t really in- 
tend to quit the club. He liked his group 
leader a lot; he just got good and mad 
at her that day. Sally, he reported mar- 
veling, had not been mad at him; she 
was “real nice about it.” He seemed 
tremendously uplifted by this experi- 
ence, It was one of the first occasions 
offered us in which George could allow 
himself to show hostility toward an 
adult whom he liked and to do so with- 
out fear that he would lose the love of 
that person. 

During the same week George’s house- 
mother reported a most interesting set 
of observations. For several days George 
had been playing baby, in a clowning 
act in the dormitory. The big 150-pound 
baby crawled from one end of the room 
to the other, under beds and under 
furniture, emerging to be petted like an 
infant by Mrs. Lindstrom, who went 
along with the game with some amuse- 
ment. At the same time Mrs. Lindstrom 
reported that George had become very 
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affectionate toward her, telling her how 
swell she was and how he loved her. He 
even made a written declaration of love 
in the form of a mock certificate of 
honor with her name on it. 

These events marked another turning 
point in George’s treatment. Now we 
began to see the beginnings of a strong 
positive attachment to Mrs. Lindstrom 
and qualitatively richer relationships 
with both the director of the institution 
and his play-group leader. And at just 
this point we were suddenly confronted 
with some new behavior that baffled all 
of us. With all the gains on the side of 
relationships with adults and with all 
the new satisfactions that he seemed to 
be receiving, George was now involved 
in conflict in another sphere. Both the 
group leader and the housemother re- 
ported that George was in constant 
battle with Jimmy, one of the scape- 
goats in his group. George had ap- 
pointed himself chief tormentor of Jimmy 
and constantly provoked fights with him. 
From various pieces of material in treat- 
ment I was certain that George’s hatred 
of Jimmy was based upon an identifica- 
tion with him but I could not clearly es- 
tablish the basis of this identification. 

Then in one interview when George 
had spent most of his hour reciting a 
litany of hate against Jimmy I asked 
him what he thought was the trouble with 
Jimmy, what made Jimmy behave this 
way. “I'll tell you!” George said promptly. 
“He’s full of hate. That’s what his trouble 
is. Just full of hate. That’s why he steals, 
too. Just full of hate.” I replied, “Well, 
you may be right. But why do you think 
he is full of hate?” The answer was, “I 
don’t know and I don’t care.” I said, “I 
think he is full of hate because he feels 
that nobody loves him.” And then to 
my surprise George said, “Then I guess 


me and him is in the same boat, ’causé 
I ain’t got nobody to love me either. 
He began to cry. “I’m just as bad off a 
he is. I ain’t got no Daddy and mj 
Mama, I don’t think she’s ever gonn 
take us home and I think the only waj 
Tm gonna get out of this place is whe 
I’m big enough to work.” 

Now I asked if this made George 
wonder if his mother loved him, tool 
He nodded, choked up. I asked if thi 
made George “full of hate” at times 
too, because he could not understan¢ 
why his mother had done this? He hesi- 
tated, then said painfully, “Sometimes.” 
Now for the first time George could ex 
press his bitterness toward his mother 
and his longing for her. In this interviey 
he talked about how fat he had grown; 
he remembered that he had not been 
overweight before coming to the Home. 
I helped him see how miserable and 
lonely he must have been and how eat- 
ing was a way of easing the hurt ther 
and now. 

From this point on in treatment 
George’s ambivalence toward mother be: 
came accessible to us with the full 
strength of the powerful feelings im 
volved. He no longer consoled hims¢ 
with the fantasy that his mother was g0 
ing to take the children back, and I 
made the heartbreaking observation tha 
mother herself no longer talked abou 
making a home for the children again 

On one occasion when two of the 
boys in his group were preparing to 1 
turn home, several of the other boy 
circulated stories that they, too, wert 
going home—stories that were reall} 
painful fictions. George was over 
whelmed with jealousy and spent houk 
in bitter tirades against his mother. DW 
ing this time he became involved in op® 
conflict with his mother and there Wa 
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one episode in which the strong feelings 
of George and his mother initiated a Sun- 
day afternoon drama. The mother had 
taken the children home for a Sunday 
visit. George was apparently short-tem- 
pered and volatile for most of the day, 
quarreling with his mother and each of 
his siblings in turn. At one point when 
George and his brother Martin were 
bickering, the mother lost her temper 
and sent both children out of the house 
and locked the door. The two boys 
pounded on the door and screamed to 
come in but the mother would not open 
the door. George was in a fury as he 
told me this story. 

When we sorted out all the compli- 
cated feelings in this episode I was able 
to show George two aspects of his re- 
actions. On the one hand were the real 
and justifiable reactions to being locked 
out of the house. In another way, I 
suggested, the whole episode hurt him 
so deeply because it made him feel that 
mother didn’t want him in her home, 
that she was “sending him away” and 
that being closed out of his house was 
just exactly the way he felt living away 
from home. With this George’s rage be- 
gan to subside and he began to struggle 
with tears. 

As we worked through the ambivalent 
feelings toward mother during these 
months George showed considerable 
growth in all areas of his life. That sum- 
mer after the first eight months of treat- 
ment we all observed that George had 
actually become a happy child. His re- 
lationships to his housemother and the 
director of the home were warm and 
spontaneous and he could even afford 
now to express negative feelings toward 
them at times. At one period during the 
Summer, when George’s mother began 
to speak about the possibility of bring- 
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ing her children back home, George’s 
reactions were very interesting. He was 
genuinely happy at the prospect but, he 
told me soberly, he would miss Mrs. 
Lindstrom and the director very much. 
He said that if he went back to his 
mother he would ask the director if he 
could come back to the Home to visit 
“maybe three times a week.” However, 
his mother changed her mind again, and 
even this George was able to manage, 
with understandably strong feelings but 
without regression. 

In summarizing the casework achieve- 
ments in the fall after ten months, we saw 
that George had demonstrated his ca- 
pacity to make new love attachments and 
that his relationship to his own mother 
had grown freer. There was less overt 
conflict with mother now, and with in- 
creased satisfactions in other areas of his 
life he seemed able to accept the pain of 
separation and mother’s own limitations. 
He was able to handle his relationships 
with other boys within the institution with 
confidence and without undue aggressive- 
ness. But he could fight when he needed 
to. There was now real pleasure in school 
and in learning—an unexpected and wel- 
come bonus for treatment. Arithmetic 
was still a rough spot, mainly because of 
academic deficiencies brought about by 
three years of daydreaming in class, but 
George was energetically applying him- 
self to mastery of tables and other funda- 
mentals neglected since the third grade 
and his teachers reported favorably on 
his progress. There was some modifica- 
tion of the symptom picture that came 
about very clearly through the therapeutic 
work on the defenses against affects. Nail- 
biting, for example, disappeared com- 
pletely. The voracious eating was 
curbed. There were no further weight 
gains and even some slight weight reduc- 
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tion. (I made no effort to deal with eat- 
ing as a symptom except to occasionally 
connect eating with longing and aggres- 
sion.) 

But the enuresis remained. Clearly 
the casework treatment that had cen- 
tered on affects and their transforma- 
tions would not bring about symptomatic 
relief in this area. I knew that the 
enuresis was intimately connected with 
fears concerning masturbation and sex 
play, and until this material could be 
worked through there was no possibility 
of cure. In the second year of treatment 
it was necessary to modify the thera- 
peutic approach in order to deal success- 
fully with the sexual conflicts associated 
with the enuresis. This part of the treat- 
ment does not concern us here, of 
course, since we are primarily concerned 
with the method employed in the first 
year for bringing about the restoration 
of object ties. 

In summary, those conflict areas and 
transformations of affect that were 
clearly reactive to the separation from 
parents were accessible to the casework 
treatment approach I have described, 
and the morbid process proved to be re- 
versible. 

It was undoubtedly an advantage to 
the therapy that George was already in 
latency at the time that separation from 
his parents took place. And yet we were 
most interested to see that in another of 
our cases, ten-year-old Brian, who was 
placed in the institution at the age of 
four, we had a therapeutic achievement 
that surpassed our expectations. I shall 
only briefly mention this case for illus- 
trative purposes. I hope that his case- 
worker Miss Ethel van Dyck will report 
on this case more fully. 

Brian, when I first saw him, was one 
of the most severely depressed children 
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I had ever seen. He was completely pas- 
sive and withdrawn, a sad little gnome 
who sat on his bed looking into space, 
and who had no connections to any other 
human being. No one within the institu- 
tion could say at this point that he had 
a relationship to Brian. I realized from 
reading his record that periods of severe 
depression had recurred throughout his 
stay at the institution dating from age 
four. There were other periods when 
he seemed less depressed, but character- 
istically he was withdrawn, and the pic- 
ture of a grave, unsmiling, silent little 
boy remained little changed during the 
six years of placement. Brian’s mother 
was described as mentally ill (diagnosis 
not available) and four of the six chil- 
dren were placed after mother demon- 
strated her inability to give even physical 


care to the children. Brian, the young- 


est, was mother’s favorite. Throughout 
placement she has maintained contact 
with him through visits. The ties to 
father and his common-law wife were 
also maintained on an irregular basis. 

My private estimate of the possibili- 
ties of reaching Brian through casework 
treatment was a pessimistic one. Brian 
had no conscious memory of a time be- 
fore placement and the remaining ties 
to the parents were very thin. His ca- 
pacity for object ties could not be 
judged. Ego functioning had broken 
down in vital areas, He had failed his 
last grade in school in spite of good in- 
telligence. 

Almost as soon as the caseworker be 
gan to touch upon “feelings” with Brian 
she found herself the object of trans 
ference reactions that were so dense an! 
complex that at first we had great diffi- 
culty in understanding the events © 
treatment. At the beginning there was 1° 
evidence of a strong positive transfer 
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ence in the treatment sessions and yet 
the passive and lethargic little boy began 
to come alive and began to communicate 
with adults and other children at the 
Home. There was no question that the 
tie to the caseworker had meaning and 
value to him, yet many hours were spent 
in almost complete silence. Previous 
caseworkers had also reported such si- 
lent hours with Brian. 

As the caseworker repeatedly encour- 
aged expressions of feeling, and gave 
permission to feel, Brian became visibly 
afraid. And when feeling first emerged 
in these sessions it came through in the 
form of terrible inarticulate grief and 
rage. He would kick savagely at the 
chair while he sat mute and helpless. He 
would cry hopelessly and inarticulately. 
It was as if the grief and rage were so 
elemental that there were no words that 
could express them. As more and more 
affect emerged the caseworker found 
herself in the center of a strange, word- 
less drama, the object of passionate hate 
and longing yet walled off from under- 
standing by the child’s silence. 

There were no words, we thought, be- 
cause there were no conscious mem- 
ories to which these feelings could at- 
tach themselves. 

But as the pressure of these painful 
affects grew stronger we began to see 
elements of the past revived in the pre- 
sent. During a period when the case- 
worker saw many reactions in Brian that 
showed that he was jealous of other 
boys who came to see her, Brian char- 
acteristically closed her out. Then on 
one Occasion at the close of the inter- 
view Brian refused to leave and finally 
buried his head in his arms and burst 
into tears. He could not speak of his 
grief, but the next hour he entered in a 
hostile mood and for the first time put 
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his rage into words. He didn’t want to 
see the caseworker, he said. He wished 
she weren’t his caseworker. He wanted 
to be left alone. Then, in a passionate 
outburst he accused the caseworker of 
liking other boys who were her clients 
better than she liked him, and he burst 
into tears. When the caseworker at- 
tempted to talk with him he ran out of 
the room. In the next sessions he re- 
newed his fury with the caseworker, and 
finally in one climactic hour he 
screamed, “I hate you! I hate you!” and 
then, sobbing, said, “Go see Roger. Go 
see Jimmy. Not me.” At one point he 
jumped on a chair to reach a storage cup- 
board and pleaded with the caseworker 
to give him everything that he saw, cray- 
ons, glue, and color books. Finally he 
desperately demanded that she give him 
a model airplane that belonged to another 
child. When the caseworker explained 
that these things must remain in the office 
he began to cry and shouted, “You won’t 
give me anything!” He ran out of the 
room sobbing. 

Only after Brian could express grief 
and rage and longing in transference to 
the caseworker was he able to express 
his positive feelings for her and enter 
into a relationship that showed affection 
and trust. It is important to note that 
during this whole stormy period in trans- 
ference, there was very little affect out- 
side of treatment; all these strong feel- 
ings centered on the caseworker. In 
every other area—in the institution, in 
the play group, and in school—all of 
our reports showed Brian reaching out 
to people and finding pleasure in play 
and in schoolwork. He had become 
spontaneously affectionate toward his 
housemother; he had a strong attach- 
ment to his play-group leader, and as we 
followed his development in the play 
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group we discovered skills and qualities 
of leadership that surprised all of us. 
Group treatment made a substantial con- 
tribution to the therapy by providing 
opportunities for growth and a favor- 
able milieu for Brian’s growing capacity 
for object relationships. It is also im- 
portant to note that Brian, who had 
been failing in school the year before 
treatment, completed this academic year 
with an excellent report card. 

In Brian’s case, then, the affects as- 
sociated with loss of the love object in 
the preoedipal phase were revived in 
transference, and the casework treat- 
ment permitted a reliving in the trans- 
ference of grief and rage, with recov- 
ery of the capacity for object ties and 
excellent gains in ego functioning. 

The therapeutic results in Brian’s case 
surpassed our expectations. From an 
analytic point of view there is much in 
this case that I wish we understood bet- 
ter. The specific connections between 
events in transference and events in the 
past could not be established through a 
casework treatment; these could only be 
known through employing an analytic 
method. And we do not understand how 
a depression of such severity should 
have responded so favorably to a case- 
work treatment. We cannot be certain, 
of course, that in a child with such 
severe depressive tendencies the tend- 
ency will not reassert itself. But this re- 
covery through casework treatment is 
still a substantial gain, and the child in 
latency who can make attachments once 
again and who can feel again may be 
less vulnerable in adolescence and later 
life. 


Ill. 


In such eases as these, a child who 
has once experienced ties to the original 


object—however ambivalent these may 
have been—can recover the possibility of 
making new attachments through 
therapy directed toward reviving affect 
and working through the experience ol 
loss. As we should expect, the method 
will not have any usefulness in those 
cases where a child’s inability to attach 
himself derives from failure to establish 
meaningful human ties in the earliest 
stages of ego development. In one of our 
cases, for example, our earliest super 
ficial observations led us to expect á 
favorable outcome in treatment. Pete 
seemed less damaged than any other 
child in our group. While his relation- 
ships were qualitatively poor there were 
no signs of serious withdrawal and no 
symptoms. But as we worked with Pete 
in casework and in the group we dis- 
covered that we had erred gravely im 
our original assessment. After eight 
months. we found that none of us felt 
he really knew this child. Pete wa 
charming, ingratiating, and somehow ut 


environment. We began to see that here 
there was real impoverishment in tht 
ego, a deficiency and an incapacity i 
forming human ties that was not reac 


In those cases where the child’s im 
ability to form new object ties is a reag 
tion to loss with consequent transformé 
tions of affects we have, I believe, 
generally favorable condition for 
covery through therapy. One of t 
strongest therapeutic assets we have 
working with such children in placeme? 
is the readiness to form a transferen@ 
neurosis. As Anna Freud pointed Ol 
many years ago in her remarks on tram 
ference in child analysis, when a child! 
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separated from his original love’ objects 
and moved to a new environment he may 
be expected to transfer to the new envi- 
ronment libidinal and aggressive impul- 
ses that originated in the relationships to 
the original objects. The condition of 
placement, of separation from the origi- 
nal objects, makes possible the develop- 
ment of a true transference neurosis. 

If we observe closely during the early 
weeks and months of placement we can 
often find a-variety of behaviors di- 
rected toward foster parents, cottage 
mothers, and caseworkers that are 
clearly repetitions of earlier experiences 
with the original objects. In a treatment 
home or institution with clinically 
trained personnel we can actually make 
use of these transference» reactions in 
therapy and help the child achieve in- 
sight into his behavior. Or it may hap- 
pen that reliving the past in the present 
with the corrective afforded by a benev- 
olent institution and its personnel may, 
in itself, bring about the resolution of 
old conflicts. The transference neurosis 
and its handling should provide the key 
to the therapeutic effects of milieu ther- 
apy. 

Now in the institution in which our 
work was carried out and most other 
institutions that provide custodial care 
for neglected and dependent children we 
have no clinical facilities and the house- 
parents ordinarily have little training to 
equip them to understand the complexi- 
ties of child behavior following place- 
ment. The child’s grief or withdrawal in 
the initial stages of placement is experi- 
enced by the cottage parents as a re- 
proach or a criticism, as if they had 
failed to make the child happy. Mourn- 
ing, then, is seen as something that must 
be gotten over quickly, and the cottage 
parent may exert himself in making the 
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child happy and making him forget. 

After an initial period of emotional 
neutrality toward the substitute parents 
we can usually expect some transference 
reactions to manifest themselves; old 
conflicts are revived in the new setting. 
Many children struggling with the crush- 
ing burden of their ambivalence toward 
the parents who deserted or surrendered 
them will transfer the hostile and nega- 
tive feelings toward the new objects and 
preserve an unambivalent love for the 
absent parents. In the absence of clini- 
cal training, the cottage parent can 
hardly be blamed for reacting with in- 
jury and perhaps with anger to the 
child’s repudiation of him and to the 
negative and provocative behavior that 
the child produces. The behavior from 
the cottage parents’ point of view is bad 
behavior, “sassiness,” impudence, and 
ingratitude—an indication to the cottage 
parents that this child needs to learn 
who’ is boss. There may be a period of 
conflict for a while and then we may 
learn that the child is much improved, 
that he is settling down in the institution 
and making a better adjustment. It some- 
times happens, as in the case of George, 
that these achievements, which make the 
child far easier to live with, were made 
at the expense of symptoms, ego restric- 
tions, and loss of the capacity to form 
new ties. The whole process is invisible 
to the cottage parents and no blame 
should be attached to their failure to 
understand this most complex sequence 
of behavior. 

This brings us to examine the pro- 
phylactic measures that grow out of such 
studies of children in placement, The 
morbid process that eventually brings 
about a transformation of affects will only 
be visible to clinically trained eyes. This 
means that the caseworker of the child 


30 A THERAPEUTIC APPROACH TO REACTIVE EGO DISTURBANCES 


in placement must regard the first 
months following placement as the crit- 
ical period, the time when the morbid 
process can be halted and reversed be- 
cause the affects associated with sep- 
aration are still available. Direct work 
with the child during this period and 
educational work with the cottage parents 
and other institutional personnel could 
make this a period of working through 
the reactions to placement. When grief 
and longing and reproaches to the par- 
ents are regarded as permissible feelings 
by the cottage parents and such feelings 
can be communicated to the caseworker 
by the child, the child may not have to 
resort to pathological defense. When 
hostility is transferred to the new objects 
and to the caseworker himself, cottage 
parents may be helped to understand the 
irrational feelings of the child, to see 
these feelings as displacements, and to 
deal with them without defensiveness 
and counteraggression. 

The caseworker, himself, is often the 
object of the child’s hostile feelings— 
realistically as the person who took the 
child away from his parents, in fantasy 
as the kidnapper of helpless children, 
and as a convenient transference object 
for hostile feelings toward the parents. 
If the caseworker makes use of the feel- 
ings that have attached themselves to his 
person and his role and if he makes use 
of transference reactions to cottage par- 
ents and institutional personnel, he can 
help the child to examine these feelings 
and to see them also as part of the ambiy- 
alence toward the original parents. It 
should then be possible to work through 
the ambivalent feelings toward the par- 
ents and to help the child find new solu- 
tions in his new environment. Only then 
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is the child free to make new attachments 
in the institution. 


DISCUSSION 


CATHARINE D. BERWALD:* It is a 
pleasure to hear and discuss a paper 
which is so interesting and so lucid. The 
subject is one of tremendous importance 
for all persons concerned in any way 
with children who must be placed away 
from their own homes, whether in insti- 
tutions or foster homes. The damaging 
effect of the separation on the child, if 
the separation is not worked through, is 
all too familiar. But so often the agen- 
cies and workers responsible for these 
children do not know what to do, and 
they compound the damage by putting 
the child through placement after place- 
ment without recognizing what the dif- 
ficulty is. Lack of staff, inadequate fa- 
cilities, etc., are often given as excuses. 
The work described in this paper was 
done, not in a treatment institution nor 
a psychiatric clinic, but in a custodial 
institution with no clinically trained stafl. 
This excellent work was done under the 
direction of one consultant who had the 
knowledge and experience necessary tO 
define the treatment aims and teach the 
various people involved what they 
needed to know to accomplish the aims. 

A positive aspect of this work was the 
deliberate limitation of the therapeutic 
goal, namely, the working through of 
the trauma of separation to free the child 
for new relationships. The case material 
presented makes clear exactly how the 
procedures used brought about their re- 
sults, and those results ought to encour- 
age other agencies to try to do likewise. 
However, the work described emphasizes 
the ability of the therapist to know what 
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to say, how and when to say it, and 
above all, what not to say. This ability 
is the hallmark of the experienced thera- 
pist. It indicates a high degree of train- 
‘ing, or an excellence of supervision 
which is often not available in agencies. 
There can be a danger in expecting per- 
formance beyond the real ability of case- 
workers; this is a danger of which Mrs. 
Fraiberg is well aware, and she has dealt 
with it in her excellent paper on profes- 
sional responsibility. Perhaps the answer 
would be for child placement agencies 
and institutions to make sure that there 
is on the staff someone with the nec- 
essary training and experience to give 
the kind of leadership described in this 
paper. 

I was especially happy that Mrs. Frai- 
berg included a description of the work 
with the cottage parents and emphasized 
the importance of teaching them to un- 
derstand the child and his behavior so 
that they could support the child’s ther- 
apy. Her emphasis on the importance of 
their understanding transference mani- 
festations was of interest. In my own ex- 
perience such training of cottage parents 
has been of the greatest importance in 
enabling them to support individual 
treatment as well as to handle the chil- 
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dren in a way consistent with the thera- 
peutic goals. This kind of training of 
cottage parents has implications for 
work with foster parents as well. This is 
exactly the kind of help foster parents so 
often need. 

The particular use of the group work 
sessions in conjunction with the individ- 
ual treatment was intriguing. Our institu- 
tion has used them in a similar way and 
I was curious to know more of the de- 
tails of the coordination of the two in 
this situation. I would like to know the 
nature of the contacts with the parents 
of the children, the handling of visits, 
and the differences encountered in work- 
ing through the trauma of separation 
with children whose parents were no 
longer in the picture. Of course, this is 
not at all fair. Mrs. Fraiberg gave us ex- 
actly what she said she would, an effec- 
tive measure to deal with a problem 
which is so important, and so often neg- 
lected. I hope she will write more about 
this project, but, in the meantime, this 
paper can be an important influence in 
the whole field of child welfare because 
it proves what really can be done to cor- 
rect the damaging experience of separa- 
tion in children and to prepare them for 
the new relationships they so badly need. 


ROLE PHENOMENA AND FOSTER CARE FOR 
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As part of a project on improvement of foster care for emotionally disturbed 
children, fifty foster parents were studied to determine their concept of their 
own role and the role they ascribed to the caseworker. Certain role dis- 
turbances that impede foster home care are identified, and the necessity for 
a clearer role definition for the foster parent, as well as for the worker, is 


discussed. 


SYCHIATRIC treatment for disturbed 

children originally came in two dis- 
tinct packages: for severely disturbed 
children there was the closed residential 
unit patterned after the psychiatric ward 
of the adult state hospital. Children less 
seriously impaired were treated in com- 
munity outpatient clinics. 

Despite the early recognition that the 
treatment needs of children do not fit 
easily into this dichotomy of services, 
many treatment facilities developed 
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over the past thirty years tend to fol- 
low the original division. While the need 
for other units to augment the work of 
the psychiatric units is accepted (foster 
homes and halfway houses, for example), 
with notable exceptions, the “real treat- 
ment” is often thought possible only in 
those facilities whose modes of opera- 
tion derive from the hospital or clinic. 
Many disturbed children live such dis- 
organized lives that outpatient treatment 
alone will not help them. Yet they are 
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not sick enough, or do not have the right 
Kind of illness, to gain admission to psy- 
chiatric hospitals. Many of these chil- 
dren are referred to juvenile courts. For 
want of more appropriate facilities, 
courts place them in foster homes. 

The average foster home is not de- 
signed to withstand the impact of im- 
pulsive, aggressive children. The same is 
true of the foster parents who must live 
with them. After wearing out several 
placements and a few sets of foster par- 
ents, these children gravitate into insti- 
tutional care as a last resort rather than 
as a treatment choice. 

The need for a wider range of treat- 
ment facilities is clear. At the Clinic for 
Child Study of the Wayne County Juve- 
nile Court we have outlined a pilot proj- 
ect which attempts to explore one way 
to meet this need by trying to answer 
these questions: 

1. Can we identify aspects of the resi- 
dential treatment center’s thera- 
peutic milieu which, with modifi- 
cation, we can build into a foster 
home program? 

2. Can foster parents’ attitudes be 
altered, if necessary, their morale 
hardened and their uncertainties 
shored up, so that they can op- 
erate in a therapeutic role with 
some disturbed children? 

3. Can foster parents be trained in 
some techniques that would enable 
them to function as semiprofes- 
sional members of a therapeutic 
team? 

We hope that answers to these ques- 
tions will lead to the development of 
treatment facilities for some of the chil- 
dren who fall into the “gray zone” be- 
tween outpatient and inpatient care, and 
aS: ee N 


who, as a result, now get neither. 

As background to the pilot project we 
interviewed 50 foster parents who had 
cared for “hard-to-place” court wards." 
Interviews ranged wide over the field of 
foster parent experience, lasted 14 
hours, and were supplemented by a de- 
tailed questionnaire. This enabled us to 
identify many areas in which these fos- 
ter parents functioned with anxiety, in- 
cluding some where they were hardly 
able to function at all. 

Two sources of impaired functioning 
appeared to account for much of the dif- 
ficulty: confusion or lack of clarity 
about role; and paucity of knowledge 
about, and techniques for coping with, 
normal and disturbed child behavior. 

Most foster parents interviewed were 
vague about the respective roles they, 
the caseworker, and the agency were to 
play in the lives of the children under 
their care. Even more ambiguous was 
the role the foster child was to play in 
all of this. 

In addition to this lack of role clarity, 
the foster parents often showed a sur- 
prising ignorance about what constitutes 
normal child behavior. They lacked any 
conceptual scaffolding (such as causality, 
for instance), upon which they could 
erect explanations for the behavior they 
observed. For coping with normally ag- 
gressive behavior they had only a few 
rigid, pragmatic techniques. Really dis- 
turbed behavior left them helpless or 
forced them to resort to primitive, even 
brutal methods of control. 

This paper will focus on the part role 
phenomena play in the difficulties en- 
countered in the foster care of disturbed 
children. Other facets of this work will 
be reported in a later publication. 


‘The children fall mainly into the loose diagnostic category “primary behavior disorder.” 
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PROBLEMS INVOLVING ROLE 
PHENOMENA 

For clarity, we will first define some 
terms: 
Role: the part an individual is called upon 


to play in a specific social context, in this case, 
the foster home. 


Role perception: the performer’s image of 
his own role or that of another participant; 
e.g., “I am the father.” 


Role expectation: the behavior expected of 
the performer; e.g., “As the father, I will be 
the boss.” 


Role reciprocity: the interdependence be- 
tween roles in the system, functionally linking 
one to another—father implies child, social 
worker implies client, etc. 


Role performance: the enactment of a role; 
e.g., father does or does not give good advice 
to an expectant son. 

As in other social systems, so too in 
the foster home, each participant may 
play several parts. Roles exist in order 
to gratify needs inherent in the social 
system, and derive their color, shading 
and intensity from each actor’s percep- 
tion of the system’s needs. The ability 
to discern the needs in a social system 
is a function of the interplay between 
each actor’s own intrapsychic needs and 
the extrapsychic forces impinging on 
him. If role dynamics do not meet the 
functional demands of the social system, 
tension leading to breakdown of the 
system may be anticipated. 


THE DATA 


Content analysis of the material ob- 
tained from the foster parents yielded 
these prominent categories of role phe- 
nomena: 1) foster parents’ perception of 
own role; 2) foster parents’ perception 
of casework role; 3) role performance 
of caseworker, as seen by foster parent. 


Foster parents’ perception of own role. 
Approximately 25 per cent of the sam- 
ple explicitly stated their role to be that 
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of a natural parent surrogate. This was 
the most clear-cut category. For exam- 
ple, “Caring for these children would be 
like bringing up my own.” “She thought 
that these children would be like her 
own.” 

We believe this perception to be pre- 
dominantly extrapsychic in origin, im- 
posed on foster parents by general cul- 
tural imagery, by the “type casting” of 
foster-home finders who look for people 
who appear to be “motherly or fatherly,” 
and by their own most common role ex- 
perience with children. 

On technical and utilitarian grounds, 
however, and with an eye to the effect 
this role perception may have on dis- 
turbed foster children, we question the 
desirability of this image. We know that 
this role perception implies that the fos- 
ter child will reciprocate at some level 
of child-parent interaction. Since many 
of these children are incapable of re- 
sponding in the manner expected, the 
natural parent role is incompatible with 
the task we believe a foster parent 
should be expected to perform with 


them. When these children fail to gratify 


the foster parents’ expectations of recip- 
rocal love and gratitude, the parents may 
react with hostility. 


About 30 per nt of the sample saw — 


themselves as task-oriented specialists, 
selecting a highly specific facet of the 
natural parent function to epitomize 
their role. For example: 


Educator: My husband thought that when he 
took the boys in he would be able to teach 
them how to build things, as he is a retired 
cabinetmaker; and it has worked out this way: 
We have a workbench and he has been able (0 
teach some boys some things. 


Champion against hostile outsiders: 1 have 
had several bouts with the school because Í 
felt they were abusing and mishandling Onè 
of the children in my care. . . . I stood UP 
for their rights. 
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Provider of tender, loving care: You've got 
to let the children know that you are their 
friend, and you've got to prove it to them. 
The rest of the sample either gave a 
scattering of replies that could not be 
categorized or they were quite unable 
even to attempt a definition of the foster 
parent role. However, a question on mo- 
tivation for foster parent work produced 
replies bearing on role perception. 
About 40 per cent of the respondents 
indicated that, as foster parents, they 
expected to receive emotional gratifica- 
tion or emotional support. For example: 


She worked in order to allay what she called 
an “empty feeling.” However, in spite of her 
work she felt lonesome. After reading an arti- 
cle in McCall's she called the court and a 15- 
year-old boy was placed with the family. 


Frequently this kind of reply was 
coupled with overt or subtle indications 
that when the anticipated emotional 
gratification did not materialize, the 
placement broke down. For example, 
“Boys have to respect me, and as soon 
as I lose control over them I ship them 
right out.” 

Twenty-three per cent became foster 
parents in pursuit of a stated value goal. 
For instance: 


“We thought we could help a wayward child. 
Our own children are good citizens.” 


“I wanted to help children. I felt there was 
good I could do to help kids in the juvenile 
detention home.” 


Some replies to this question sug- 
gested that the decision to take in foster 
children came about accidentally. How- 
ever, the material hinted that often there 
were strong unconscious determinants 
to the “accidents.” 


Mrs. B said she had been a foster mother for 
three years. Her own mother is in a state 
hospital, and one day while visiting her mother 
she missed the bus home. She got a ride with 
someone who was a foster mother, who sug- 


gested to her that she might like this herself. 
She called the court and was taken on right 
away. 

This foster parent seemed to have 
been acting in identification with the lost, 
motherless foster children whom she 
cared for. 

To summarize the foster parents’ per- 
ceptions of their own roles, we can say 
that they derive from a culturally deter- 
mined image of natural parent surrogate; 
that they are colored, frequently, by the 
foster parents’ need to receive emotional 
gratification, either from the children or 
from acting in conformity with their own 
value goals; and that the perceptions 
sometimes are intensified by highly per- 
sonal, unconscious motives. 


Foster parents’ perceptions of case- 
work role. Approximately 50 per cent 
of the sample saw the caseworker as an 
ongoing contact person, supervising and 
helping with problems of the child: a 
conventional view. 


“The caseworker should come and see how 
the child is getting along, to find out what 
more needs to be done and whether or not 
his needs are being taken care of.” 


“Workers have a right to tell us what they 
expect of us. They have a right to come in 
and see that the children are being fairly 
treated.” 

Although we call this a conventional 
view, we note an emphasis on critical 
supervisory functioning. Less clear is the 
view of the caseworker as a helpful as- 
sistant to the foster parent, a view that 
would be more in line with the worker’s 
self-image. 

About 25 per cent of the sample elab- 
orated a highly specific and limited role 
for the caseworker. Of these, 12 per cent 
defined this role as that of a pastor or 
good uncle. 


“The caseworker is like a pastor; to speak to 
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people, explain things to me and the children, 
to take care of things that aren’t my place to 
take care of.” 


The other 13 per cent perceived the 
caseworker to be simply a homefinder. 


“The caseworker’s job is to investigate and 
find out if we are the right people; also they 
should bring the children to the home.” 


An additional 10 per cent saw the 
caseworker as an emergency repairman, 
available only for trouble calls. 


She felt that the caseworker should just be 
around if she gets into trouble and can’t han- 
dle it herself. She said that was the only time 
she would think of asking for help. 


Almost 10 per cent of the sample ex- 
pressed frank confusion about the case- 
work role. 


“I didn’t know what the caseworker’s job was. 
When things went wrong I didn’t call the 
worker, because if those children were mine I 
would work things out myself. I wouldn’t have 
any worker to go to and I wouldn’t want one. 
I accepted them as my own, If a child knows 
you are always talking to a worker then he 
doesn’t trust you. They feel you are tattling 
on them all the time.” 


Despite the 50 per cent “conventional 
view” of the caseworker this sampling of 
role perceptions reveals a continuation 
of the ambiguous perceptions the foster 
parents had of their own roles. As long 
as perceptions and expectations remain 
in this state we can anticipate that role 
reciprocity between foster parent, 
worker and foster child will be subject 
to periodic disruption. 

These data suggest that many foster 
parents wish to exclude the caseworker 
from significant involvement in the life 
of the foster home. We suggest that this 
is a further manifestation of the foster 
parent’s acting as a real parent surro- 
gate, or seeing the relationship to the 
foster child as though it were an adop- 
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tive relationship, jealously guarding 
the prerogatives of this role from out 
side intervention. Other interview ma 
terial indicates that some foster parents 
feel competitive with the natural parent 
of their foster children and try to prové 
superior to them as child rearers. Whil 
this attitude may result in some materia 
benefits to the children, on the whol 
this attitude has little to recommend il 
as a basis for rehabilitative work. Whe 
the children are aware of this competi- 
tion for their loyalty, it becomes difficull 
for them to discuss their feelings abou 
their own parents or the foster paren 
or workers. 

Added to this is the implied threat t 
the foster parents’ continuing emotiona 
gratification offered by a caseworke 


parent-foster child relationship. 
worker who is helpful to the child maj 
take away from the foster parent somi 
of the credit for success. 

Further, the foster parent who is iden 
tified with the lonely, motherless foste 
child may experience rejection when 
caseworker seems to ignore the paren 
by focusing attention on the child. 

Even the emphasis of the “conveni 
tional” 50 per cent on the surveillane 
aspect of the casework role suggests a! 
anxious anticipation of criticism whic 
may reflect the fear that if foster pat 
ents do not “measure up” to the casé 
worker’s standards the child will be 
moved. 

To summarize the foster parents’ 
ceptions of the casework role: 
worker is most frequently seen as 
helpful supervisor with overtones of cri 
icism. Others view the worker as a ch 
centered competitor who must be fen 
out for fear that some of the gratifi¢ 
tions of being a foster parent will ¢ 
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minish significantly if the worker is al- 
lowed to come too close. 

Many aspects of these role percep- 
tions do not accord with the range of be- 
haviors the professional caseworker at- 
tributes to himself or to the agency. Such 
role distortions resemble transference 
phenomena, having more relevance to 
the case history of the foster parent than 
to the caseworker’s self-image. They 
exist, nevertheless, and their presence 
may seriously hamper the goal of foster 
care for disturbed children. The clarifi- 
cation of these role-perceptual distor- 
tions will offer an important challenge to 
an experimental foster home program. 


Role performance of caseworker. as 
seen by foster parents. This material 
suggests that the hazy perception of the 
casework role results, in part, from the 
kind of casework coverage foster parents 
receive. 

Twenty-five per cent of the sample 
complained of inadequate preplacement 
preparation, in that they were not given 
sufficient information about the foster 
child before he arrived. 


“They put a child in the home and he has a 
big problem but they don’t tell you about it— 
they could at least explain his worst problem 
like stealing or running away. They don’t tell 
you he has a mother, or his mother’s address.” 


About the same number (25%) com- 
plained of inadequate casework cover- 
age once the foster child was placed. 


“The social worker should come to the home 
more frequently, not merely "phone. On the 
‘phone we tend to say everything is fine. If 
she would come to the house, however, we 
could talk about some of the problems.” 


“The caseworker should visit the home at 
least every two weeks. Sometimes we have a 
problem and don’t want to bother them, feel 
guilty about calling them. However, if they 
come around they would be able to help you.” 
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Roughly 12 per cent of the sample 
showed dissatisfaction with specific case- 
work procedures. 


“He [foster child] called the worker that I 
was overprotecting him. The worker came to 
see him and talked to him in the car. I thought 
it wasn’t right—the worker didn’t even come 
in to tell us what she and the boy talked 
about.” 


“The worker shouldn't talk to kids unless 
they talk in front of the foster parents, He 
told us of one instance where the child com- 
plained to the worker, saying he wanted to 
walk his girl friend home. The worker said he 
could do this in spite of the foster parents’ 
objections.” 


Twelve per cent of the responses in 

this category expressed postive attitudes 
toward casework performance. 
“I look to the worker to handle problems that 
come up that I can’t understand. He makes me 
feel free to call him at home too. He has been 
very helpful. He used to drop by after five at 
first to see how things were going and help 
us.” 


There were, in addition, scattered un- 
classifiable responses having to do with 
minor complaints about particular work- 
ers or agency policies. 

Interestingly enough, most of the 
complaints about casework role perform- 
ance came from those foster parents 
whose perception of the casework role 
was not the conventional image, but 
from those who seemed to want to limit 
contacts between the child and the 
worker. (‘Conventional viewers” = 
50% of sample; complaining “conven- 
tional viewers” = 30% of sample.) 

While accepting the importance of 
fulfilling the unmet service needs ex- 
plicitly stated in these complaints, we 
suggest that these same complaints im- 
ply that foster parents wish for a deeper, 
more personal engagement with the 
caseworker. It is possible to interpret 
the complaint about inadequate pre- 
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placement preparation as a rationalized 
plea to be given something by the case- 
worker. 


COMMENT 


Having identified certain role disturb- 
ances that impede foster home care for 
“hard-to-place” children, is it possible 
to remedy them? 

Or, must we conclude that “givens” 
in the situation—aggressive children 
with disturbed relationship capacities, 
foster parents with personal needs that 
are incompatible with goals of foster 
care, etc.—so mitigate against success 
as to make foster care for these children 
a virtual impossibility? 

We believe that we should not accept 
these difficulties as prohibitive without 
first trying to see if they can be over- 
come. Not all disturbed children fail in 
foster care; and the need for alternatives 
to institutional care for these children is 
great. It does not appear reasonable to 
assume that sufficient institutional facili- 
ties will be developed within the fore- 
seeable future to meet the treatment 
needs of these children, 

In the competition for admission to 
hospitals and residential treatment cen- 
ters they tend to be shunted aside in fa- 
vor of other children with more classi- 
cally neurotic or psychotic disorders. 
And because they are so damaged by 
the time they arrive, the reformatory 
type of institutions to which they eventu- 
ally are relegated seem to be able to do 
little for them. 

From the material presented here we 
can draw several strong inferences about 
what needs to be done about role issues 
if a foster care program for these chil- 
dren is to have a chance of succeeding. 
We know, of course, that simply rede- 
fining roles will not do the whole job. 

A clear role image must be con- 
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structed for all participants in the fostei 
home system. This means that the foste 
parent must have his role redefined in 4 
manner consistent with the rehabilitative 
goal of his task. At present we beliey 
that the foster parent falls back on 
perceptions derived from a mixture 0 
cultural imagery and inner needs, be 
cause a more explicit and functional rol 
has never been defined for him. 

A first step, then, would consist ol 
delineating a set of behaviors consonan 
with the developmental and remedial 
needs of the foster children, and fune 
tionally derived from realistic treatment 
goals. These behaviors must then be d 
tributed between the foster parent and 
the caseworker in a manner that leave 
no doubt about where the responsibilit 
for various functions lies. The foste 
parent also must be helped to see th 
limits and purpose of his and the case 
worker’s roles in the remedial task. 

Next, and we believe even more i 
portant, the caseworker must be pi 
pared to give specific and intensive sup: 
port to the foster parent who perform 
in the redefined role. At each step in th 
treatment process, the caseworker mu! 
be available to the parent for consult 
tion, advice and active interventio 
where these activities are pertinent. 

Finally, we suggest that there is” 
need for someone to attempt to defin 
the role the foster child should play 
the system, Foster care programs run 0l 
the assumption that everyone unde 
stands the child’s role. We doubt 
this is true. 

We sce the role problems outlined i 
this paper as merely symptomatic of 
general need for experimentation in 
structuring the concept of foster care f 
children, The problem has other dimél 
sions. 

The following appear to be areas € 
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fering possibilities for research experi- 
mentation: 

1. The application to foster home care 
of techniques borrowed from the milieu 
treatment concept: (a) methods for cop- 
ing with ongoing behavior; (b) methods 
for verbal handling of symptomatic be- 
havior; (c) exploitation of life incidents 
for therapeutic ends. 

2. Intensified casework coverage to 
dovetail with recommendations included 
in item 1; this implies that caseworkers 
will be “on call” to help with incidents 
arising in foster homes, school, and 
community. 

3. Utilization of group discussion set- 
tings as a vehicle for communicating ed- 
ucational material to foster parents, and 
as a technique for dealing with ongoing 
problems foster parents encounter. 

4. Experimentation in the application 
of planned group work services as an 
integral part of the program for children 
in foster care. 


SUMMARY 


We have presented material from in- 
terviews with 50 foster parents who care 
for “hard-to-place” juvenile court wards. 
From these data we have selected for dis- 
cussion disturbances in role phenomena, 
described how they interfere with the 
task of foster care, ascribed causes for 
these role distortions and suggested ways 
of correcting role problems. 

In addition we have related role prob- 
lems to the general issue of foster care 
and its implications for casework prac- 
tice, pointing up areas for experimental 
research, 
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jor project of which it is a part, namely, 
concern about the adequate use of foster 
homes for disturbed children, is a 
worthy one. Everyone in the field of 
treatment of disturbed children is all too 
aware of the paucity of all facilities for 
these children, and the lack of variety in 
the facilities which are available. Use of 
special foster homes for children with 
serious emotional disturbances is very 
important in certain situations: I think 
of the very disturbed preschool child 
who is very difficult to care for ade- 
quately in a group setting, or the child 
in latency or early adolescence who has 
made sufficient progress in a treatment 
institution and who is now ready and 
needs an opportunity to develop a 
stronger tie with parent figures than is 
possible in an institution. Such homes 
need foster parents of unusual ability 
and who have a knowledge of children 
which must be imparted through skilled 
help by a caseworker who understands 
thoroughly what the needs of the child 
are and what is realistically possible for 
the foster parents to give him. Some ex- 
periments have already been tried and 
have been, apparently, very successful 
(the Jewish Child Care Association of 
New York, for example). 

On the other hand, all foster parents 
have a difficult job and need skilled help 
to perform their job to the advantage of 
the children in their care, and so that the 
foster parents themselves can obtain as 
much gratification as possible from the 
work. It is in this area of general foster 
care that child welfare agencies have all 
too often functioned in a haphazard 
way, seeking short-sighted goals: a home 
for a child, rather than a home which 
can give him the best chance for what- 
ever help he needs. The latter goal 
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would have to be achieved by careful 
evaluation of what the child’s problems 
are and which home can best meet them, 
and by a careful preparation of both 
child and foster parents for their rela- 
tionship. 

This study, which consisted of inter- 
views with 50 foster parents, and the 
data collected from questionnaires they 
answered, was an attempt to elicit the 
conscious attitudes of these foster par- 
ents as to their own and their casework- 
ers’ roles in foster care of children. Al- 
though it was stated that these homes 
were all ones which had been used for 
the placement of disturbed youngsters, it 
seems to me that the responses indicated 
that no special work had been done with 
the foster parents to prepare them or 
help them with this difficult task. I 
would be very much interested to know 
whether there was a comparison done 
of the role perceptions of the foster 
parents reported in this study with their 
tole perceptions at the time they applied 
to become foster parents. I wonder if 
many of their attitudes described in this 
study would not be similar to expecta- 
tions that were expressed in their intake 
interviews and evaluation studies. If this 
were true to any extent, then the in- 
service training given them was seriously 
lacking. Also, if some of these responses 
were given in home studies, they would 
have warranted disqualification for fos- 
ter parent work with disturbed children. 
For example, a foster parent who openly 
expresses a strong need to obtain emo- 
tional gratification from a child could 
hardly be expected to give an emotion- 
ally disturbed child the warmth, under- 
standing, and security he needs. After 
all, the primary aim of a foster care pro- 
gram is not gratification to foster par- 
ents, but meeting the needs of the dis- 
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turbed child; and the gratification of the 
foster parents derived from this should 
be expected to be on a more mature 
level. 

This study is interesting but it left me 
with many questions because there was 
no attempt to correlate the expressed at- 
titudes of the foster parents with a more 
objective evaluation of their perform- 
ance in this role. The study sponsored 
by the Child Welfare League and re- 
cently published, Children in Need of 
Parents by Henry Maas, and other small- 
er studies done recently show how inade- 
quately this function of foster parent is 
understood. In many instances the selec- 
tion of persons to do the work is done 
superficially, and then the importance of 
training them “on the job” is not ap- 
preciated. There is too little concern 
throughout the country as to what con- 
stitutes necessary knowledge for good 
foster parent performance. For example, 
the importance of understanding the fact 
that the child’s feelings and attitudes in 
the foster home reflect his past experi- 
ences and relationships and are not nec- 
essarily objective reactions to the foster 
parents themselves; knowledge of nor- 
mal development; and specific knowl- 
edge of the child’s own experiences 
which may interfere with positive attach- 
ments to the foster parents are all im- 
portant in this regard. Mrs. Fraiberg’s 
description of cottage parents’ training 
has excellent application for foster par- 
ents. Also some understanding and ap- 
preciation of the child’s own parents is 
essential. 

The methods of imparting this knowl- 
edge to the foster parent warrant further 
study. While I can see the possible value 
of group discussion for foster parents as 
Suggested in this paper, I would consider 
such an approach as an adjunct to the 
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THE RECOMMENDATION FOR CHILD PLACEMENT 
BY A PSYCHIATRIC CLINIC* 


EMILY A. SMITH,t BETTY M. RICKETTS,$ AND SARAH H. SMITH§ 


Institute for Juvenile Research, Chicago, Illinois 


Described below are three major factors which one child guidance clinic 
found useful in the consideration of the advisability of placement of a child 
away from his home. These factors are: 1 ) additional factors in diagnostic study 
of child and family when placement is in question; 2) services which aid the 
family with the emotional turmoil associated with placement, and aid the 
family in using a placement resource; and 3) the placement resource. 


Te HAZARDS of child placement have 
been repeatedly emphasized: the 
child is precipitated into a severe emo- 
tional turmoil by the threat of separa- 
tion from his parents; he usually feels 
rejected when placed; his sense of iden- 
tity is threatened when basic family ties 
are loosened. Feelings of guilt and un- 
worthiness are intensified in him and in 
his parents. The placed child becomes 
defenseless against a succession of fos- 
ter homes, placement agency workers, 
and institution staff (1, 2, 3). The child 
welfare field provides a rich literature 
on placement; almost nothing, however, 
has been written from the point of view 
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of the child guidance clinic perplexed 
about the advisability of placement for 
a child. It is the purpose of this paper 
to describe a frame of reference which 
has been found useful to child guidance 
staff in the consideration of placement. 
This frame of reference evolved from 
the increased study which the Institute 
for Juvenile Research has devoted to its 
placement cases during the last four 
years. Consultation was made available 
on placement cases through the use of a 
social work consultant, Approximately 
250 cases were discussed and studied. 
Consultation usually included discussion 
of the choice of placement resource, the 
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referral procedures to placement agen- 
cies, the evaluation of child and family 
dynamics in relation to placement, and 
the methods of helping family and child 
reach a decision about placement. The 
placement consultant maintained a con- 
tinuing relationship with the placement 
agencies and institutions to which the 
clinic most frequently referred children, 
so that the clinic was supplied with first- 
hand knowledge of placement as cur- 
rently practiced. A rough follow-up 
study on the outcome of most of the 
placement cases was attempted. More 
consistent and detailed follow-up in- 
vestigations were made on one group of 
placement cases by two of the authors 
as thesis studies for the Master’s de- 
gree from the Smith College School for 
Social Work. 

The first study investigated 34 fami- 
lies who received the recommendation 
of placement for 35 children during the 
year 1956. The study attempted to eval- 
uate how the parents’ situations and per- 
sOnalities, and the clinic’s method of 
handling the recommendation affected 
the placement decision (4). The second 
study reported the effect of the place- 
ment on child and family in 17 of the 
families included in the earlier study (5). 
_ A useful frame of reference in gaug- 
ing the advisability of placement for a 
child seemed to include consideration 
of three complex factors: the child and 
family diagnosis in relation to place- 
ment; services to the family in the con- 
sideration of placement and in the use 
of the placement referral; and choice of 
a placement resource. Each of these fac- 
tors shifted and varied in response to 
many changing, intricate forces, Child 
and family diagnosis varied; services a 
family required depended partly upon 
the varying diagnoses; and placement fa- 
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cilities are dynamic institutions in a con- 
stant state of flux. 


CHILD AND FAMILY DIAGNOSIS 


In most child guidance or other psy- 
chiatric clinics, diagnosis of child and 
family includes certain routine evalua- 
tions: the psychiatric classification of the 
child’s disorder (6); a general assessment 
of the child’s major strengths, anxieties, 
and personality defenses; and a specific 
evaluation of the child’s symptoms. The 
estimation of the intellectual status of 
the child, a study of family relationships 
and interactions, and a general under- 
standing of the family’s social situation 
and aspirations are included. We found 
it helpful in relating the usual psychiatric 
clinical diagnostic study to the specific 
question of placement if the clinician 
and the family explored four additional 
areas. 

The first area for exploration was that 
of the meaning of separation and loss to 
the child and family. Separation can be 
either an important step forward in a 
healing and growth process; or it may 
become a devastating blow to the mental 
health of family and child. Ner Littner 
has detailed the traumatic aftereffects of 
separation as being the establishment of 
a specific pattern of expectation of rejec- 
tion in the unconscious of the child; the 
increased sensitivity of the child to later 
separation experience; the child’s in- 
creased fear of emotional closeness; the 
creation of a specific separation fantasy 
in the child’s unconscious; and the de- 
velopment of a tendency to a specific 
pattern of behavior based upon the pain- 
ful separation feelings and fantasy (7). 

The clinician must be relatively cer- 
tain that the curative potential of sepa- 
ration for a disturbed child and family 
can be realized before plunging a family 
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into the inevitable turmoil aroused by 
the suggestion of separation. Although 
important studies on the effect of sepa- 
ration on young children have been 
made (8), there are as yet no consist- 
ently studied, objective criteria for esti- 
mating capacity for healthy integration 
of separation experiences. Common 
sense would suggest that a history of 
separation for both child and parents 
(9), an understanding of how disruptive 
past separations have been, and study 
of separation as it relates to the age and 
emotional development of the child are 
important. One would presume that sep- 
aration and loss are experienced in vary- 
ing degrees of intensity, depending upon 
the family’s capacity for relationship, de- 
pending upon the need, neurotic or 
otherwise, the family has for the lost 
member, and depending upon the pur- 
pose of the separation. 

Nineteen parents who had placed 
their children following the placement 
recommendation of clinical staff at the 
Institute for Juvenile Research were 
questioned about their experiences on 
and after separation (5, pp. 24-25). Al- 
though most of the parents expressed re- 
lief from the tension caused by the 
placed child, they also described feelings 
of intense loneliness, emptiness, and guilt. 
A frequent descriptive phrase used by 
the parent was that the child’s place- 
ment felt “like a death”; the use of this 
phrase suggests the depth to which the 
parents’ feelings and/or fears, and/or 
impulses were shaken. Occasionally par- 
ents volunteered information ‘about 
their efforts to compensate for the loss, 
One mother went to work in order to 
avoid pervasive feelings of loneliness; 
one set of parents became more religious 
in their search for comfort; another 
mother (described below) developed a 
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close, unhealthy attachment to another 
child in the family. 


Jack, nine, was referred to the clinic by his” 
parents, who appeared to want him out of the” 
home. His symptoms included periods of 
blankness and passivity, excessive daydream~ 
ing, and irritating behavior toward adults and 
children. Teachers described Jack as “just sit- 
ting in class as if he were not there.” The 
father was a rigid, stern, humorless man, dis- 
tant from his family, and impatient and criti- 
cal toward Jack. The mother was an imma- 
ture woman who alternated between criticism 
of Jack and a confused clinging to him. Upon 
psychological and psychiatric examination 
Jack was found to be a depressed boy with 
tenuous defenses and with impairment of 
reality testing. No psychotherapy was avail- 
able for him. The only institution which could 
accept him in placement offered care to de- 
pendent children. No special schooling oF 
counseling services were available, and there 
was insufficient social work staff to maintain 
regular contact with the parents. In view, how- 
ever, of the attitude of family and school, 
placement was thought advisable. 

In the follow-up interview 16 months after 
placement, the mother reported her feelings 
of emptiness after Jack left the home. She felt 
she “would not have made it” without Jack's 
13-year-old brother. She told of the mutual 
comfort derived when she and the brother” 
began sleeping together. In the meantime, Jack 
had made only fair progress in his placement, 
and his parents planned his early return home. 
The placement institution was distressed that 
lack of social work staff prevented its offering 
services to the parents around Jack’s pending 
discharge, or services to Jack and his family 
in their readjustment to each other at home. 


We considered the second major area 
for diagnostic exploration by clinician 
and family to be that of the chronicity 
of the family’s disturbance, plus the im- 
mediate reasons for the family’s inability 
to deal with the child. Some parents ap- 
pear unable to proceed and placement 
may seem an immediate solution. Yet 
investigation of the sources of the € 
rent breakdown in the child’s behavior 
and in family functioning may re 
that the child’s behavior is a reaction t0 
a family crisis which therapeutic steps 
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less drastic than placement might allevi- 
ate (10, 11). It is important that the 
clinic search for and evaluate strengths 
in the family, as well as pathology, when 
examining sources of breakdown. The 
discouragement and insecurity that fam- 
ilies experience about a disturbed child’s 
behavior may be partially dissipated if 
the family can rely upon continuing pro- 
fessional help and support. Winnicott’s 
report in his recently published Col- 
lected Papers describes a psychotic child 
managed at home by her parents with 
guidance from the psychiatrist (12). 

We found a useful third area for ex- 
ploration by clinician and family to be 
that of the ability of child and family to 
deal with trauma other than separation, 
trauma inevitably connected with place- 
ment. How well, for instance, could fam- 
ily and child manage intensified feelings 
of guilt, failure, and inadequacy? 

In investigating the effect of place- 
ment on the family, the Ricketts study 
found many instances illustrating the 
need of parents and siblings to manage 
heightened feelings of guilt and inade- 
quacy (5, p. 50). One of the mothers, 
a bright, rigid, anxious woman, de- 
scribed the way in which the suggestion 
of placement had magnified her long- 
Standing feelings of worthlessness. She 
spoke of leaving her interviews at the 
Psychiatric clinic and the placement 
agency feeling withered, as if she were 
totally inadequate and so inferior that 
the professional staff could not com- 
municate with her. This mother felt she 
needed “some self-respect to work 
with.” A risk is set up not only for the 
Placed child, but also for the total 
family, when a mother’s already weak 
ego is further strained by intensified feel- 
Ings of worthlessness and guilt. On the 
other hand, if mother and child receive 
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sensitive, sympathetic treatment and 
support based on understanding of the 
specific meaning of the upheaval created 
for them by separation, their experience 
can become a therapeutic one. 

Our experience seemed to indicate 
that placement is an upsetting experi- 
ence for the siblings remaining at home. 
Among the feelings aroused in siblings 
were fear of placement, resentment 
toward the parents for placement of the 
brother or sister, guilt over the sibling’s 
being sent away, and envy of the placed 
child. Some siblings missed an older 
child who had been indulgent toward 
them. One child developed a phobia 
which would not allow any separation 
from her home or mother following 
placement of a sibling. Two case illus- 
trations below further highlight reactions 
of siblings. 


Mary, a ten-year-old deaf, brain-damaged, re- 
tarded girl, was placed in a state school for 
retarded children. At the time the placement 
recommendation was made, the family life 
had become centered around efforts to calm 
Mary. Her frequent outbursts of rage, hyper- 
activity, screaming, and constant demands 
had exhausted the family. The urgency of the 
need for placement overshadowed all other 
considerations. Clinic staff paid insufficient at- 
tention to the mother’s brief description of 
Mary’s jealousy toward an older sister, or to 
the reported remark by the sister that the 
mother wanted to get rid of Mary. Neither the 
family nor the staff anticipated reactions 
which might occur following Mary's place- 
ment. In the follow-up interview one year af- 
ter Mary was placed, the mother described 
feclings of relief experienced by all members 
of the family except the older sister, who had 
become obsessed with the belief that Mary 
was mistreated and cruelly placed. The sister's 
agitation and depression, apparently based on 
her feelings toward Mary, increased to such 
an extent that psychiatric treatment was nec- 
essary. At the time of the follow-up interview 
the sister had made slight progress in manag- 
ing the emotional conflict which flared up 
when Mary was placed. 


The case of Tom illustrates a completely dif- 
ferent reaction. Tom’s sister Carol, two years 


46 


younger than he, had been placed in a treat- 
ment institution for therapy for a severe char- 
acter disorder, and because her parents felt 
little hope of modifying their own problems 
in time to help her before adolescence. The 
parents, who were intelligent but immature, 
engaged in constant, grueling depreciation of 
each other. In their continual quarreling, they 
used the children as either allies or enemies. 
Carol was freed from her position in the par- 
ents’ crossfire by her placement. The mother 
reported in her follow-up interview that Tom 
frequently expressed his desire for placement. 
He spoke of Carol as “having the best deal,” 
and being “out of it.” He frequently requested 
placement, objectively noting his sister’s 
greater happiness and improvement in be- 
havior. 


We found a fourth additional area to 
be useful in diagnostic study of family 
and child when placement is in question: 
that of the emotional upheaval which 
may occur in child, parents, and siblings 
when the child’s symptoms are removed 
from the delicately balanced family rela- 
tionships. In child guidance clinics, it is 
apparently an assumption that in some 
cases a child’s behavior may be par- 
tially explained by the parents’ need 
for the child’s specific symptoms in order 
to maintain psychic balance. In those 
cases where the child’s symptoms are a 
channel for expression of parental con- 
flict, the separation of the child from the 
family confronts the parents either with 
the necessity for major reorganization 
of attitudes and patterns of behavior, or 
with the necessity to fashion another 
person in the family into an emotional 
scapegoat, or to infuse other areas of 


family behavior with pathological 
patterns. 


Karl's mother showed her intuitive awareness 
of the purpose her son's behavior served in 
the family balance. Karl, a provocative, ag- 
gressive 14-year-old, was the eldest of five 
children. The clinic found him to be an angry, 
masochistic lad. Clinic study revealed that 
Karl's father was a suspicious, cruel man with 
a constantly erupting temper, of which Karl 
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had been the primary victim for many years. 
The clinic staff advised placement. This the 
mother refused, finally defining her resistance 
to placement as being that the father required 
a target for his aggression. Karl served well as 
such a target, having developed a masochistic 
defense for his feelings. The other children 
were more vulnerable, as well as younger, and 
the mother felt they could not afford un- 
relieved attack from their father. The mother 
had little hope that the father would ever 
relent in his refusal to seek treatment for his 
personal problems. The mother’s final choice 
was private psychotherapy for Karl alone 
(which the family could ill afford financially) 
in the hope that he could be sustained and 
guided until he became old enough to leave 
home for the armed forces. By then the 
younger children would be older and better 
able to defy or avoid their father. 

Perhaps such a distressing decision would 
not have been necessary if community re- 
sources open to Karl and his family had been 
more adequate. There was no institution that 
would accept Karl for placement that could 
also offer service to the family in managing 
the havoc anticipated by his mother. No fam- 
ily agency or psychiatric clinic was equipped 
to offer treatment for the total situation om 
terms which the family could accept. 


Clinic staff may take certain precau- 
tions to guard against the likelihood that 
when one child in the family is placed, 
the family will victimize another of its 
members in an effort to re-establish 
necessary psychic balance, Among these 
precautions are: 1) careful enough esti- 
mation of family needs and interaction 
so that the staff may discover what the 
danger spots are; 2) discussion of place- 
ment in such a way that the family de 
velops an awareness of the conflicts likely 
to be aroused; and 3) the provision of 
appropriate treatment for the family be- 
fore and throughout the placement— 
provision of treatment cither by © 
clinic, placement agency, or other sock 
agency. 

It seemed to us that exploration and 
discussion between clinicians and family 
of such a nature that the diagnosti¢ 
evaluation included, in addition to ™° 
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usual child guidance clinic study, con- 
sideration of the four areas discussed 
above, led both family and clinic staff to 
a better estimation of whether placement 
was indicated. To recapitulate: the areas 
were 1) meaning of separation to child 
and family; 2) causes of the immediate 
breakdown in family functioning; 3) 
ability of the family to handle trauma 
other than separation, such as increased 
feelings of guilt and inadequacy; and 
4) use of the child's symptoms in the 
family balance. 


SERVICE TO FAMILY 


The factor of service to the family 
(treatment is considered one aspect of 
service) was the second major factor in 
our frame of reference for consideration 
of placement; the factor of service re- 
quired weighing and balancing with the 
other two factors of diagnosis and place- 
ment resources before a tentative judg- 
ment about the wisdom of placement 
could be reached. Aspects of service 
Which the family required have been 
implied in the discussion of diagnostic 
factors. Good service to the family in- 
cluded additionally good referral pro- 
cedures to the placement agency, Co- 
Operation with the placement agency or 
Institution, timing of transfer of parents 
from psychiatric clinic to placement 
agency, and when indicated, ongoing col- 
laboration between placement agency 
and clinic in helping the family. 

One thesis study investigated the way 
in which the placement recommendation 
Was given to a group of 34 parents by 
Institute staff during 1956 (4, p. 30). 
By the time of follow-up telephone in- 
terviews with these parents, 21 of the 
children had been placed, 11 were not 
Placed, and 3 were in the process of 
being placed. The parents were asked 
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their impressions of the service the In- 
stitute had given in helping the family 
with placement. It is interesting that 
at the time of this study the clinic tended 
to view its contact with parents, following 
a diagnostic study, as an opportunity to 
give a “recommendation” of placement 
much in the manner of a physician giv- 
ing a prescription! For many reasons, 
the study findings cannot be regarded as 
establishing a relationship between clinic 
service and whether placement was ac- 
complished. It may be significant, how- 
ever, that parents who did not place 
their children were not as well informed 
about the benefits expected from place- 
ment as parents who placed their chil- 
dren. The feelings about placement were 
not explored or recognized with ap- 
proximately half of the parents who did 
not place their children. No adequate 
exploration of the available placement 
resources was made with approximately 
two thirds of these parents. The clinic 
offered no assistance in consulting place- 
ment facilities in more than half of these 
cases. In contrast, all of the parents who 
placed their children were informed as 
to the benefits placement might offer 
and received help in recognizing and 
understanding their feelings about place- 
ment. In over three fourths of these 
cases, the parents were made aware of 
the facilities available to them (4, pp. 
59-62). 


CHOICE OF A PLACEMENT 
RESOURCE 

There must be careful matching of 
the needs of family and child with the 
available treatment and placement facili- 
ties. The frame of reference we found 
useful for making tentative judgments 
about the advisability of placement re- 
quired balancing of a third major factor, 
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that of the placement resource. It was 
our belief that it was always the re- 
sponsibility of the clinician to have ac- 
curate knowledge about the placement 
resource discussed with a family. We 
found it more helpful to the families 
when the clinician’s knowledge included 
awareness of the processes required be- 
fore the family arrived at a placement 
agency or institution, as well as under- 
standing of the possible emotional and 
social consequences of these processes. 
(Placement may, in certain instances, re- 
quire hearings in a children’s court, fil- 
ing of dependency petitions, partial loss 
of income in families receiving public 
assistance, etc.) 

Useful knowledge about a placement 
agency included, first, information as to 
that agency’s previous success or fail- 
ure in care of the type of child whose re- 
ferral was in question. While knowledge 
of the institution’s or agency’s stated in- 
take policy was mandatory, such infor- 
mation did not always convey either its 
assets or limitations for treatment of a 
particular child. Some unpretentious 
agencies which did not claim to “treat” 
disturbed children nevertheless did a 
remarkably good job with upset chil- 
dren; some elaborate treatment institu- 
tions found it impossible to help certain 
emotionally disturbed children whose 
care had been attempted. Research 
study into the unexpected successes and 
failures in placement has hardly begun; 
such study would increase immeasurably 
our understanding of what placements 
help which children and why. In the 
meantime we must use our professional 
judgment in evaluating aspects of the 
institution’s or agency’s program in 
relation to a particular child and fam- 
ily. 

Another important aspect for evalua- 
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tion was the agency’s policy toward par- 
ents: the general agency attitude, the 
visiting arrangements, whether there 
was treatment service or any plan for 
regular communication with parents. An 
agency could verbalize an accepting 
attitude toward parents, but clearly 
demonstrate through many practices its 
lack of appreciation of the meaning of 
child and family to each other. Some 
placement agencies appeared not to un- 
derstand the goals the parents wished 
to accomplish by placement. 

Questionnaires were returned for the 
Ricketts study by the institutions or child 
care agencies caring for the 17 placed 
children included in that study. The 
institution or agency was questioned as 
to its evaluation of the family’s sense of 
responsibility for future planning for 
the child. The agency was also asked its 
plans for the future of the child. The 
parents were asked in follow-up inter- 
views their plans for these 17 children, 
whether the children knew of their plans, 
and if plans had been discussed with 
the agency (5, p. 21). 

In the estimation of the placement 
agency, 8 of the 17 families actively as- 
sumed responsibility in regard to future 
planning. Agencies felt that 3 of the 
families participated to some extent 1M 
planning for the child’s future, but left 
the initiative in regard to planning with 
the agency. Two families left all plan- 
ning to the agency. In the agency esti 
mation, 13 of the families had discuss“ 
future planning. Agencies reported that 
3 families held no discussion. The fami 
lies’ version is, however, as follows: 
families reported worthwhile discussion 
of future planning; 2 families report 
an attempt to discuss planning in which 
they felt nothing was accomplished; 09° 
family felt there was no need for $ 
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discussion; 9 families reported no dis- 
cussion. In only three instances was 
there agreement between the mother’s 
and the placement facility’s plans for 
the child’s future: that is, whether the 
child would be returned home, placed 
elsewhere, or remain with the agency 
(5, p. 17). 

The general stability of the child- 
placing agency vitally affects the care 
Offered a child. Child welfare staff in 
State welfare departments which license 
children’s foster care agencies and insti- 
tutions regularly evaluate agency sta- 
bility, taking into account number of 
staff available to care for children, rate 
of staff turnover in the agency, over-all 
physical, emotional and educational care 
of the children, and the general services 
to parents. Each of the above factors has 
significant implications for the care 
which children receive in placement. 
For example: it is suspected that there 
may be a correlation between loss of 
staff in a foster home agency and loss 
of foster homes for difficult children. 
The continuance of staff is especially 
important for children suffering with 
separation trauma. The relationship of 
the placement institution to the com- 
munity in which it is located is also im- 
portant. One can imagine, for instance, 
the predicament of a placed child with 
severe learning problems attending a 
local public school that is already over- 
whelmed by children from his institu- 
tion. 
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The situation of Mrs. Green illustrates how 
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In conclusion, we emphasize that an 
appropriate placement, well timed, and 
properly carried out, can be an invalua- 
ble service for child and family; a poor 
placement can be a destructive experi- 
ence. We have described three major 
factors in a frame of reference that we 
have found useful in the consideration 
of placement for children and families 
seen in the psychiatric clinic: diagnostic 
study of child and family; services which 
aid the family both with the emotional 
turmoil of the separation threat and 
with use of the placement resource; and 
the placement resource. 
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DISCUSSION 


ALAN O. Ross, Pu.D.:* It is not often 
that one hears a paper of which one can 
say, “I wish I had written that.” The 
paper we have just heard produced 
this reaction in me. The paper is quite 
unusual in its cogency of argument and 
clarity of organization, and since its 
topic is of vital importance to anyone 
working in a child guidance clinic, I 
wish it could be made required reading 
for every one of us in this field. 

Because of the importance of the 
lesson which this paper has for us I 
cannot think of a better use of my 
discussion time than to spend some of it 
underscoring the major point the authors 
made. When placement of a child is 
being considered as a treatment plan 
the diagnostic study of child and family 
must take four aspects into account. The 
first of these is the meaning which sepa- 


ration and loss will have to child and 
family. The authors make an important 
point when they state, “Before adding 
the injury of separation to a child’s al- 
ready burdened ego, the clinician must 
be certain that the advantages to be 
gained through placement outweigh the 
damage to the personality.” The second 
aspect of the diagnostic study is a coin 
sideration of the nature and chronicity 
of the family’s disturbance and an ex- 
ploration of the immediate reasons for 
their inability to deal with the child. 
The crucial question here is whether the 
family crisis can be alleviated through 
therapeutic steps less drastic than place- 
ment. In many ways, such as its dras- 
tic nature and the frequently irreversible 
effects, placement as a form of treat- 
ment is analogous to surgery. Before de- 
ciding on this step we must be quite 
certain that placement is the treatment 
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of choice. The third aspect of the diag- 
nostic study has to do with the ability of 
child and family to deal with trauma in- 
cidental to placement, such as guilt and 
feelings of failure. The fourth aspect is 
the emotional upheaval in child, parents, 
and siblings which may occur when the 
child’s symptoms are removed from the 
delicately balanced family relationships. 

In addition to the diagnostic study of 
child and family there must be a care- 
ful evaluation of the availability of serv- 
ices which can assist the child and his 
family in planning for and using place- 
ment. The needs of the family and the 
child must be carefully weighed against 
the available treatment and placement 
facilities. This may sound like an obvi- 
ous proviso. The fact that it is not quite 
that obvious has just been illustrated for 
us by examples from one of the largest 
and best-known child guidance clinics 
in the country where as recently as 1956 
many placements were arranged in what 
can only be called an appalling manner. 
Child guidance clinics, invariably short 
of staff, are sometimes tempted to view 
placement as a way of “disposing” of a 
case, forgetting that it is nearly always 
necessary to expend as much staff time 
working with the family of a child for 
whom placement is indicated as it is in 
working with a child who is in treat- 
ment. 

The third and last factor mentioned 
by the authors has to do with the choice 
and assessment of placement resources. 
They stress the need for accurate and 
current knowledge of placement facili- 
ties and point out the need for research 
on the question, “What placements help 
which children and why?” 

There is not a community in the 
country where available community re- 
Sources are not deplorably inadequate. 
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This, however, cannot absolve us of the 
responsibility to explore alternatives to 
placement. Once conditions in a family 
are such that placement is the only 
answer, it would seem the height of 
irresponsibility to send a child into a 
setting where no treatment is available 
for him, where no special schooling or 
counseling services can be obtained, 
and where the social work staff is insuf- 
ficient for continuous work with the par- 
ents. To return to the analogy of sur- 
gery, such a placement would be like 
amputating a limb without caring for the 
wound thus created and without plan- 
ning to provide the patient with a pros- 
thesis. 

In some parts of this country and 
abroad, we are beginning to see the 
emergence of what may well be positive 
alternatives to placement for many chil- 
dren. One such step is the temporary, 
short-term hospitalization of a child in 
the pediatrics-psychiatry service of a 
general hospital. This temporary step 
can sometimes help to bridge a crisis 
and aid the diagnostic study provided, 
of course, that while the child is hos- 
pitalized the responsible agency works 
intensively with every member of the 
family. Another salutary development in 
this direction is the emergence of treat- 
ment day schools somewhat along the 
line of the day hospital we are beginning 
to hear about in adult psychiatry. In a 
treatment day school the child spends 
most of his waking hours receiving both 
specialized education and psycho- 
therapy. At night and usually for week- 
ends he returns to his family, which 
thus remains very much in the picture. 
Again intensive casework with the family 
is a sine qua non of such a plan. A 
treatment day school obviously has to be 
located within the community, thereby 
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eliminating the obstacle to intensive 
work with the family which is repre- 
sented when the child’s home and the 
placement institution are geographically 
removed from one another. It is to be 
hoped that the next few years will see 
the experiment of the treatment day 
school carried out in many communities 


FACTORS IN CHILD PLACEMENT 


throughout the country. Child guidance 
personnel can perform an invaluable 
service by working with community 
leaders in this direction. 

Meanwhile it should be imperative 
for anyone considering placement as a 
form of treatment to study to the fullest 
the three factors outlined by our authors. 


; 


MANAGEMENT OF THE PARENT IN PEDIATRIC 
PRACTICE—WORKSHOP, 1960 


With advances in modern medicine, changes occurred in pediatric practice 
which placed broadened responsibilities on the pediatrician. Parents turn in- 
creasingly to the child’s doctor for guidance concerning the physical and 
emotional aspects of development. Hospitals function as diagnostic and surgi- 
cal centers and the medical wards become populated with chronically and 
paly ill children, while the child who is admitted for acute illness is usually 
Se ae 7 mat these changes brought the pediatrician into more intimate 
en fi 1 ie parents. Now he is faced not only with the recognition of 
eee se motional reactions to the child’s illness but with the realization 
ot impor role in helping the family. This understanding exerts 
aes on him to re-examine his own reactions to parents and to illness and 
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Te emotional reaction of parents to have appeared in great number in the 


the child’s chronic illness is a sub- pediatric psychiatric literature. To men- 
tion only a few relevant articles, atten- 


tion may be called to the work of 
Bruch and Hewlett (1), Brazelton, 
Holder and Talbot (2), Bozeman, Or- 
bach and Sutherland (3, 4), Blom (5), 
and Blom and Nicholls (6). 


ject frequently touched upon in papers 
dealing with other related subjects such 
as the child’s reaction to illness and 
hospitalization. Papers devoted to the 
discussion of a specific chronic illness of 
the child and the parents’ reaction to it 
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The following discussion is focused 
on the management of parents who have 
a child suffering from a chronic illness 
which represents permanent damage. 
However, before considering the ques- 
tion of management, we have to ex- 
amine the meaning of the child’s chronic 
illness to the parents, and discuss the 
nature of the parents’ reaction to the 
child’s disability. 


REACTION OF PARENTS 


When the child becomes chronically 
ill, when the health of the child is lost, 
the relationship of the parents to the 
child changes. Instead of the healthy 
child, now they have to relate to the 
sick child. They have to give up the 
fantasies and goals attached to the 
healthy child, and they have to develop 
new goals—goals adjusted to the 
changed reality and to the changed po- 
tentialities of the child. Also, new means 
for achieving the new goals have to be 
appraised and adjusted to the changed 
reality. The parents can arrive at an 
appropriate adjustment in this new rela- 
tionship: 1) if they are able to give up 
the preillness goals and fantasies and 
work through the grief over the loss and 
2) if they are able to accept the altered 
goals realistically, 

In this new relationship which be- 
comes established when the changed 
child with the new potentialities is ac- 
cepted, the parents face a challenge. The 
ill or damaged child needs extra care 
and special care; and with his increased 
dependency needs, he challenges the 
parents to give him greater protection. 
At the same time, the parents have to be 
aware not only of the child’s limitations, 
but also of his growth potentials, After 
realistic appraisal of the balance, they 
have to help the child toward restitu- 


tion and toward optimal functioning, al- 
ways kindling the child’s desire for 
maximum achievement at the new level. 
It is a difficult task to reconcile the op- 
posite aspects of protection and helping 
toward growth; and if one is overdone, 
the other suffers. 

The above considerations apply not 
only for children with chronic illnesses, 
but also for children born with handi- 
capping congenital malformations. The 
parents have to bury their anticipatory 
fantasies and work through their grief 
over the loss. Once they have succeeded 
in accepting the child with his limita- 
tions, they can help him strive toward 
optimal functioning. y 

When the previously healthy child 
becomes seriously ill, the parents’ im- 
mediate anxiety is usually over the acute 
symptoms, and the parents are relieved 
when they are reassured that the child’s 
life is not seriously threatened. It comes 
as a shock when the physician spells out 
to them that the child has a chronic ill- 
ness which will result in some degree of 
disability (diabetes, rheumatic heart dis- 
ease, epilepsy, etc.). Parents react with 
grief and they need time to accept the 
new reality; however, the parents 
handling of their grief shows under- 
standably great individual variations a$ 
to the intensity of the feelings and the 
time required for their resolution. Some 
of the factors which influence the par- 
ents’ ability to work through their grief 
are; the parents’ personalities and the 
previous losses they have suffered; the 
special meaning the sick child has tO 
them; the nature of the illness and the 
specific meaning it has for the indi- 
vidual; the extent of the damage; the 
support the marital partners are able to 
offer to each other; the support they ro 
ceive from the environment; the child’s 
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own reaction to his illness, etc. Some 
people work through the loss in a rela- 
tively short time and look with hope and 
energetic determination toward the fu- 
ture; others may spend years or even a 
lifetime grieving over the loss and neg- 
lecting, in the meantime, the child’s real 
growth potentials. It seems that the re- 
action of the parents can be put into the 
framework of the mourning process (7, 
8). This concept may aid us to under- 
stand, and to some extent to predict, the 
various stages of the parents’ emotional 
reactions. It may also be helpful in the 
discussion of the appropriate patterns of 
management. 

After the initial shock, the parents 
often make attempts to deny the “per- 
manent loss” meaning of the illness. 
They grope for reassurance that diabetes 
will become curable, or that the child 
may “outgrow” it; that the paralyzed 
limb, the damaged heart, etc., may be- 
come perfect with time. In some in- 
stances, when the child’s disability means 
an unbearable threat to the parent, the 
denial may assume tremendous propor- 
tions and may last for years. 


The seven-year-old only son of a longshore- 
man, an erstwhile prize fighter, developed 
rheumatic heart disease. The father was un- 
Heine: to understand the diagnosis and inter- 
ioe airy with the medical regime. A year 
ee onset of the illness, the father still 
ses that his son would become a boxing 
Fr mpion, and he maintained his denial of the 
mA ess in the face of the boy's permanent car- 
lac damage. 


Together with the denial, with the 
attempt to fight the “loss,” the parents 
express their guilt over the child’s ill- 
ness. Day after day, the many variations 
of the same questions crop up. What 
Omission or commission on their part 
at or precipitated the child’s illness? 

hat part does heredity play in the 


causation of the illness? For what old sin 
are they punished now? When the guilt 
is unbearable, there may be attempts to 
project it, blaming the child, the marital 
partner, the teacher, the family doctor 
who did not anticipate the illness or 
failed to recognize its earliest signs, etc. 


Five-year-old Lori suffered from a metabolic 
bone disorder which caused her to develop 
bowlegs after she started to walk. The illness 
was not curable by vitamin D intake, a fact 
which was repeatedly explained to the intelli- 
gent mother. However, in the interviews with 
the social worker the mother could not help 
but blame herself for not having taken addi- 
tional vitamins during pregnancy; and inter- 
mittently her anger was turned against the 
child’s first pediatrician, who prescribed only 
the standard amount of additional vitamins for 
the young baby. 


The guilt is hard to handle and there 
is an increase of desperate anger over 
the disappointment that fate meted out to 
them. In fact, the disappointment is the 
child himself, or rather what the child 
came to represent in the parents’ 
fantasy. He was the embodiment of a 
promise, and now the promise is either 
gone or at least it is reduced in value. 
This anger and the possible unconscious 
death wishes are unacceptable to the 
parents, and at the same time, they ex- 

rience the old love for the child. The 
conflict often finds expression in Over- 
protection and in a resurgence of anxiety 
for the child’s life, while some of the 
anger can be displaced to the other 
members of the environment, to family 
and friends, to the hospital, and to the 


doctors, who may be seen as hostile and 
depriving agents. There may be also a 
brief or a longer period of withdrawal, 
social isolation, and a lack of outside 


interests. The desirable resolution of this 


process is that ultimately the parents 
disappointment and bury 


overcome their U 
the old fantasies attached to the child. 
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They arrive at an acceptance of reality, 
and in an upsurgence of positive feel- 
ings toward the damaged child, they 
realize his potentialities and fasten their 
hopes on new and attainable goals. This 
desirable development is, however, 
doomed if the parents maintain their de- 
nial of the loss, because this denial pre- 
cludes the successful resolution of the 
grief work, and behind the denial there 
remains the dammed-up pain and anger, 
creating constant anxiety. 

As mentioned above, parents show 
tremendous individual variations in both 
the intensity and the duration of their 
grief reaction. Taking this into con- 
sideration, the doctor and the other 
therapeutic agents are in a better posi- 
tion to provide effective help if they are 
aware of the complex emotional proc- 
esses lived through by the parents and 
if their management is based on under- 
standing. 


ROLE OF THE PHYSICIAN IN 
HANDLING PARENTAL 
REACTIONS 

The child is usually hospitalized at 
the onset of the illness, either because 
of the severity of the symptoms or be- 
cause diagnostic facilities and medical 
consultants are best available in a hos- 
pital. If the family has had a pediatri- 
cian, that may mean that the immediate 
responsibility for the child’s care and the 
management of the parents will be 
temporarily transferred from the family 
doctor to a physician in the hospital. 
Good communication between the two 
doctors and basic agreement on the 
methods of handling the illness are es- 
sential factors for successful manage- 
ment. 

The attending physician, who keeps 
the parents up to date on the diagnostic 
procedures, should discuss the nature 


of the illness with them as soon as it 
is definitely known. He has to explain 
the diagnosis, give an outline of the 
treatment plan and tell the parents as 
much about the prognosis as sound 
medical knowledge permits. He has to 
be realistic and hopeful at the same 
time. It is wise to point out to the par- 
ents the therapeutic and remedial meas- 
ures which can be employed in suc- 
cession for the child’s rehabilitation. The 
knowledge that these exist reduces the 
parents’ feelings of helplessness in the 
face of the disability. All this informa- 
tion can be best given if the doctor, after 
introducing a subject, encourages the 
parents to ask relevant questions, and 
offers them ample opportunity to €x- 
press their feelings. 

The initial reaction of the parents de- 
pends on their individual handling of 
strong painful emotions, both on an 
intrapsychic and on a social level. What- 
ever their overt reaction may be, it is 
important to realize that they are in a 
state of emotional upheaval and unable 
fully to understand the doctor's explana- 
tions. That becomes only too clear at 
the next prolonged meeting, one or two 
days later, when the same questions may 
have to be answered again and again, 
and the same reassurances have to be 
offered to relieve the parents’ guilt. This 
lack of full understanding and the repeti- 
tion of the same questions may go OM 
for varying lengths of time, and the phy- 
sician has to handle them with the 
sympathy and patience which stems 
from understanding. He has to realize 
that the parents have suffered a sudden 
and painful blow and that their rational 
thinking about the child’s illness is im- 
peded by the psychological necessity of 
some degree of denial, by their guilt, 
their revolt, and by their anger over the 
loss. The doctor who recognizes and un- 
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derstands the fact that this anger and 
frustration is always present will be able 
to handle it, even when through dis- 
placement it is turned against him. Un- 
derstanding and the judicious use of con- 
sultants are the best safeguards against 
the tendency of many parents to “shop 
around.” Through getting to know par- 
ents, the physician learns that specific 
disabilities have different meanings to 
different individuals. That is, a mother 
may react with great grief and anxiety 
to her child’s diabetes, while her hus- 
band reassures her that as long as the 
child’s intelligence remains unimpaired, 
the loss is not so tremendous, etc. Under 
all circumstances, the attending physi- 
cian should find the opportunity for 
frequent talks with the parents—keeping 
them up to date on the child’s progress, 
helping them to accept the diagnosis and 
to visualize the new hopes, and prepar- 
ing them for the long task ahead. 

The parents rarely arrive at a resolu- 
tion of the mourning process by the 
time the child is discharged from the 
hospital for continued care at home. 
This may be partly because, with chang- 
ing pediatric practice, the hospitalization 
period is becoming shorter and shorter. 
Also, hospitalization works in the service 
of denial. While the child was at home, 
he was healthy; now he is sick and in 
the hospital. In spite of intellectual ac- 
ceptance of reality, this situation permits 
the fantasy, “Once he is discharged 
from the hospital and once he is at 
home again, he will be healthy again.” 
The hospital personnel, doctors, nurses, 
physiotherapists, dietitians, etc., have to 
be constantly aware that their task is 
not only to help the child get better, but 
also to prepare the parent for assuming 
the child’s complete care once he re- 
turns home. Beyond the meaning of the 
separation for the child, which we do not 


discuss here, the parents’ frequent daily 
visits and their active participation in the 
child’s care are of paramount im- 
portance. This combats the denial, helps 
the parents to accept the child with his 
new needs, gets them used to the pro- 
cedures, and makes them aware of the 
slow nature of progress. 


HOME CARE 


Once the child is at home, the whole 
family’s life changes because one mem- 
ber of the family, the changed child, 
needs special care. The mother has to 
watch the child’s diet, supervise his 
medication, curtail his activities, and she 
also has to handle the child’s own emo- 
tional reactions to the limitations and 
deprivations imposed upon him by his 
illness. At the same time, the mother 
has to deal with the siblings’ reactions 
and guard against excessive involve- 
ment with the sick child to the detri- 
ment of her other relationships. 

It is the rare parent who is immedi- 
ately capable of satisfying all these de- 
mands. The situation is complicated by 
the ambivalence created by the mother’s 
love stimulated by the helplessness of 
the child and the mother’s anger and 
guilt over the disappointment. in the 
child. If the ambivalence is marked and 
if negative feelings are unacceptable to 
the mother’s ideals, that may be dealt 
with by a reaction leading to overpro- 
tection. The everyday experience of the 
child’s continued disability frequently 
delays the resolution of the grief over 
the loss. The parents, especially the 
mother, may show a tendency to with- 
draw, and she may isolate herself and 
the sick child from the rest of the family 
and from more fortunate friends. 

Ben’s father died in an accident eight days 
before Ben was born. The mother, who was 


very dependent upon her husband, “went into 
a state of shock” and in her grief exp 
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the desire not to give birth to the child. Fol- 
lowing a normal delivery, mother and baby 
went to live with the maternal grandparents. 
The first year was very difficult. Ben was a 
colicky baby and is reported to have cried con- 
stantly for seven or eight months. The mother, 
resenting the slightest interference from her 
own family, was unable to relinquish even a 
small part of the baby’s care. Concomitantly, 
she experienced great difficulty tolerating Ben’s 
crying, and in desperation she frequently 
slapped and pinched him, following which she 
would often dissolve into tears herself. With 
time, her grief subsided and the situation 
gradually improved. The mother started to go 
out, and when Ben was 1% years old she re- 
married. According to later accounts, Ben de- 
veloped into an active and flexible child. The 
stepfather regarded Ben as his own, and it is 
reported that Ben was a gratifying child to 
both stepfather and mother. 

Ben was in kindergarten when he became ill 
with encephalitis. Following his recovery, he 
remained with considerable cerebral damage. 
He developed focal epileptic seizures and mus- 
cle weaknesses, and his impaired learning ca- 
pacity reduced him to a level of borderline 
intelligence, 

The mother’s grief was tremendous and her 
pain and frenzy did not abate during the next 
eight years. A pediatrician who had made a 
new effort to work out some constructive plans 
for Ben referred the mother to the psychia- 
trist. At this time Ben was 14 and had been 
seen by many medical and surgical specialists. 
The mother had also had contact with several 
child welfare agencies in her constant effort to 
find some magical solution to Ben’s problems. 
She seemed to initiate contacts during crisis 
situations, usually after a scene during which 
her anger had caused her to scream at the 
invalided boy. When her anger and anxiety 
would diminish she would always withdraw 
from professional contact, accusing the doc- 
tors or the agency of not appreciating her son’s 
potentialities and of wanting to “put him 
away.” 

The psychiatrist learned from the mother 
that she accused herself of having damaged 
Ben’s head because she “slapped and pinched” 
him during infancy and thereby “made his 
brain more vulnerable to infection.” Follow- 
ing the encephalitis, mother isolated herself 
with Ben and withdrew from contact with 
family and friends. Ben’s illness became her 
central preoccupation and her main topic of 
conversation. According to professional re- 
ports, she slept with Ben until he was in his 
early teens, became tense and anxious when- 
ever he attempted to do something for himself, 


and often admonished him to lie down a 
rest when he engaged in activities with 
boys. 

In contrast to the mother’s inability to 
mit Ben the slightest independence were 
unrealistic plans concerning his future. § 
talked to Ben, a boy disabled by the i 
and the hostile dependent relationship with hi 
mother, about a future in which he woul 
become self-supporting. Following up this fa 
tasy, she applied to agencies to help her ge 
Ben into some school for vocational training 
Meanwhile, Ben, burdened by organic impail 
ment, emotional conflict, and frustration | 
cause of his inability to live up to his moth 
expectations, constantly suffered from the fi 
that she would desert him. He was unab 
therefore, to use even the meager potentialitie 
available to him. M 

The mother could never accept Ben’s lim 
tations. She was unable to help him or to pel 
mit him to realize his limited potentialities 
Her unresolved grief, her anger and her g 
were an extreme burden on the boy. 
herself could not help him to develop the | 
gree of independence he was capable of, i 
at the same time, her clinging ambivalenc 
prevented her from allowing professional pet 
ple to take over the boy’s training. 


The management of the parent wie 
takes care of the chronically ill child i 
the home is directed toward the pre 
vention of the development of s 
pathological situations, and the ch 
physician is in a key position to mobi 
preventive and remedial measures. 


COLLABORATION WITH OTHER 
PROFESSIONAL PERSONNEL 
The doctor should see the parents ant 
the child at regular intervals, and be 
yond the physical care, he should als¢ 
attempt to explore the relations 
which exist in the home. Through 
trust invested in him as.a specialist ang 
an authority figure, he may function 4 
the most effective support to the pat 
ents. He is in the best position to ef 
courage realistic hopes successfully. 
he discovers the signs of overprotectiO n 
withdrawal, and the isolation of mothe 
and child from other people, he may 
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able to remedy the situation through the 
doctor-parent relationship. However, 
just as frequently he may ask for the 
cooperation of interested agencies—so- 
cial service, visiting nurse, etc—and 
may recommend psychiatric consulta- 
tion and help when needed. 

The social worker has an important 
potential function in the management 
of the parents of chronically ill children. 
Her contact with the parents may start 
immediately after they have learned 
about the diagnosis and its implications, 
and the meetings may be continued 
throughout the hospitalization and far 
into the posthospitalization period. 

The social worker offers emotional 
support and also tangible services. She 
interprets the doctor’s recommendations 
and helps the parents to a better under- 
standing of the diagnosis, accepts the 
expression of their grief and is sensitive 
to the parents’ needs, and offers an ac- 
cepting relationship at a time when the 
mother feels that she has failed with 
her child. This relationship may coun- 
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T Is now true to say that most par- 
ents of children who fall ill and have 
to come into the hospital do seem to 
have many worries, fears and concerns, 
for their children and themselves, which 
have both outer and inner realities for 
them (3). One should add, too, that such 
feelings are not confined to the parents 
or to their concern for the child, but also 
interplay between the parent, the child, 
and other members of the family, often 
in a highly specific manner (1). 
Parents who are handicapped by such 
feelings may be unable to prepare their 
child for admission to the hospital, exer- 
cise their mothering and fathering skills, 
or receive the advice of the pediatrician. 
In view of the effect upon the child, 
as well as for the parents’ own sake, it 
would seem very desirable to help the 
parents deal with these feelings as 
profitably as they can. The initial step 
in helping parents in this way is to try 
to understand how they do in fact feel 
around the event of hospitalization and 
illness of their child. In this paper the 
aim is to present some of the thoughts 
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and findings in this work, which has been 
carried out collaboratively between 
pediatrician and child psychiatrist on a 
pediatric ward. 


PROBLEMS OF THE MOTHER’ 


The basic assumption then is that all 
mothers of ill children are anxious to 
various degrees. In general, the origins 
of the mother’s anxiety may range from 
deep unconscious conflicts to reality- 
based worries about the illness and 
treatment of her child. The clinical mani- 
festations of this anxiety may sometimes 
take the form of obstructive behavior on 
the ward, or the pediatrician may find 
himself the object of displaced feelings. 

Various situations in the course of the 
child’s illness may be the pertinent 
events which heighten conflicts in the 
mother and precipitate anxiety. In this 
way, for example, the more or less sud- 
den hospital admission may disrupt the 
mother-child relationship and may 
arouse a separation anxiety in the 
mother. The very alteration in the 
mother-child relationship caused by 
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severe illness in the child may frighten 
some mothers, threaten another group 
who seem to resent the increased de- 
pendency of the ill child, or awaken 
forlorn feelings in others, 

One such parent was Mrs. M, the middle- 
aged Italian mother of Pauline, a 13-year-old 
girl. Pauline was an only child, and suffered 
from epilepsy. Mrs. M had long regarded 
Pauline as her “one and only baby,” and had 
continued to treat her so, especially perhaps 
because of the epilepsy. Pauline had now been 
admitted to the hospital with a severe bout of 
seizures. During the recovery phase the pedia- 
trician observed the mother’s fierce infantili- 
zation of Pauline—and Pauline’s compliant 
regression to an infantile state. 


In this case the mother seemed to feel 
threatened with the possible loss of her 
“baby,” and reacted almost angrily. 
Pauline, on the other hand, seemed to 
be acting out the unconscious wish of 
the mother by virtually becoming a 
baby. When the pediatrician recognized 
this he was able to support and reassure 
both mother and child, and encourage 
active progression in Pauline. He was 
also able to enlist the cooperation of the 
ward staff through imparting to them his 
understanding of the situation. 

In some cases acute delirious states in 
the child may stimulate the mother’s 
fantasies about her own sanity; or acute 
and disabling illnesses involving various 
body functions may excite anxiety in the 
mother concerned with her own body 
integrity and sexuality. 

In other cases when a close symbiotic 
relationship exists between the mother 
and child, the mother may deny that 
symptoms of illness exist. Sometimes 
guilt feelings may arise, particularly 
when unconscious hostile wishes in the 
mother are stimulated by the sight of 
the very sick child. Thus some acutely 
ill children who are anorectic stir up 
feelings in the mother which cause her 


él 


to act as if she were saying, “If I do not 
intervene, things will turn out badly.” 

Occasionally the ill child in the hos- 

pital brings into sharp focus other areas 
of difficulty in the mother, such as a 
marital difficulty. 
A much simplified illustration of this was 
Louise's mother. Louise, eight, had been in 
the hospital for about six weeks with an ob- 
scure collagen disease that was difficult to 
diagnose and control, She was treated 
with Prednisone, and the pon was 
concerned about her immobility. He was also 
worried at the mother’s distressing habit of 
sitting in silence with her child for hours on 
end. 
The social worker discovered that several 
other factors were involved in this mother- 
child relationship. The mother was born in 
Italy, lived during her youth in Istanbul, and 
later married a GI who she subsequently 
felt belonged to a different social class. 

Louise’s mother was utterly discontented 
with her present status, and seemed to resent 
her child's being American. She hovered over 
Louise, her only daughter, in silent distrust of 
the doctor's skill and the habits of this coun- 
try. She yearned to be back in Italy, and was 
“protecting” her daughter from “contamina- 
tion.” 

Again the recognition of these factors 
enabled the pediatrician and ward staff 
to manage this situation with more un- 
derstanding and less haste. 

It sometimes happens that the hospi- 
tal admission highlights or exposes the 
dynamics of a mother-child relationship 
of which the pediatrician may not have 
been previously aware. For example, 
some mothers will not prepare their 
child for admission to the hospital. They 
often state that in this way they are 
sparing the child unnecessary worry. 
Among other reasons it is often found in 
these cases that the mother refrains from 
preparing the child because of a long- 
standing inability to tolerate any ex- 
pression of her child’s hostility against 
her. One finds here that recognizing 
with her verbally the difficulties in- 
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volved, and giving her support and en- 
couragement, helps to mitigate the low 
self-esteem of such a mother. Obviously 
the work with the mother in these cases 
has to be done before the child comes 
into the hospital. 

In practical terms two questions arise: 
1) How can one set about gathering such 
understanding? 2) How can one imple- 
ment one’s newly acquired observations? 

It is almost a truism nowadays that 
one achieves both tasks through the 
parent-child-physician-hospital relation- 
ships. Nevertheless, it may be useful to 
set down briefly some of the principles 
involved in establishing these relation- 
ships. The two main avenues of ap- 
proach are through direct interviewing 
and through the environment. 


DIRECT INTERVIEWS 


In the use of direct interviews with 
the parents, a good working rule is to 
deal first with the most immediate and 
pressing worries (such as the outcome 
of the illness), but in such a way as to 
leave a channel open for the parents to 
talk about some of the other feelings 
that bother them if they feel so inclined. 


Usually a simple connecting statement 
is all that is necessary. 


Joanne’s father is a case in point. Joanne, 11, 
had been admitted to the hospital with an 
acute attack of asthma, necessitating steroid 
therapy. Her father—a 34-year-old surveyor— 
was interviewed by the pediatrician. 

At one point in a particular interview, Jo’s 
father told the pediatrician that there was a 
lot of illness on his side of the family. Also, 
when Jo was born she was not as responsive 
to him as he had expected her to be. Conse- 
quently, he did not cuddle her as much as he 
believed he might otherwise have done. He 
wondered whether this might have contributed 
to her present condition. 

At this point he asked: “Why do people 
get asthma?” The pediatrician replied directly 
with a simple explanation to the effect 
that some people developed asthma while 


others developed some other complaint. 

The pediatrician then went further and 
added, “It must be upsetting for you to see 
your daughter having an asthma attack, and I 
can understand your wanting to know more.” 

The pediatrician was here responding 
to the unasked questions the father 
probably had on his mind: “Will you 
understand me?” “Can I trust you?” 
“Am I to blame?” etc. 

More important, he was showing by 
the way in which he made that extra 
response that he recognized that the 
father had some upsetting feelings which 
were contained in the unasked questions, 
and moreover, that he, the pediatrician, 
could accept such feelings in a parent. 

Sometimes the pediatrician is wor- 
ried lest he start a flood that he is unable 
to stem. A safe rule for the pediatrician” 
here is that he is unlikely to get into any 
real trouble as long as he does not make 
any wild statements about unconscious 
thoughts, Kea 

Note that one is not trying to “probe,” 
“dig” or “go deep” (such words have 
no real place in pediatric practice); one 
simply wants to remove the constraint 
and confinement which the parent, usu- 
ally the mother, feels—particularly when 
the physician himself feels threatened. 
The words and the manner in which the 
pediatrician uses them can have the 
effect of allowing the parent latitude. 
Parents are thus enabled to express 
themselves and are relieved of consider- 
able tension. 

Actually a systematic account of how 
to manage parents would have to en- 
compass all the varying circumstances 
impinging on any particular situation. 
One thinks of such factors as: the 
uniqueness of the parents, the child, and 
the illness; the different phases of ad- 
mission, Stay, and discharge; the chang- 
ing environment of the ward itself; the 
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staff available at any given time; the 
state of mind of the pediatrician. Never- 
theless, several general pointers can be 
stated: 

1. The free-flowing method of inter- 
viewing a parent is probably the best, 
and often proves to be anxiety-relieving. 

2. Parents are also helped considera- 
bly if they are given an opportunity to 
ask questions, and if they receive from 
the doctor a straightforward statement 
about the child’s condition and what is 
going to happen to the child. 

3. One finds, too, that discussing with 
the parents what the child should be 
told, who should tell it, and how it 
should be done is of great value. 

4. Actually it has been found that a 
single interview is not sufficient, and that 
planned successive interviews are re- 
quired. Planned successive interviews 
also provide opportunities to correct dis- 
tressing fantasies and distortions in the 
child. 


A six-year-old boy with nephrosis once un- 
derstood from his mother that he had “blood 
pressure,” and that he must not ride a bicycle 
since that would raise his blood pressure and 
blow the top of his head off, and he would 
then die in the explosion. 


Planned successive interviews in addi- 
tion seem to help parents feel secure, by 
giving them the feeling that they are 
understood. Particularly is this so for 
parents who show their anxiety by re- 
peating the same questions. They also 
give the pediatrician the opportunity to 
check whether the parents have heard 
correctly what he has had to say to them. 

5. Sometimes time and patience are 
needed before reluctant parents are 
ready to hear something the pediatrician 
feels they should know. A premature 
statement sometimes makes the parent 
too anxious. 
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6. Of course preparation and reduc- 
tion of anxiety in the parent can often be 
accelerated with the help of a social 
worker. A better understanding of the 
worries of a particular parent often 
comes to light through the social work- 
er’s interviews. 


MANAGING THE PARENT THROUGH 
THE ENVIRONMENT 

Where the ward environment is con- 
cerned the situation is less easily con- 
trolled because of the many changing 
factors, such as attitudes of the various 
staff members and the work load at the 
time. In general, providing an encourag- 
ing environment for the parent can be 
achieved in several ways. 

1. In most cases, encouraging the 
mother to be with her child—especially 
the child under four years of age (4)—is 
still the most useful single procedure. 
During this contact she should be en- 
couraged to perform her usual mother- 
ing skills, and to talk with her child, 
the doctor, the nurses, and others. 
Rooming-in is indicated at times. On 
certain occasions one may deem it best 
to discourage or restrict a mother’s visit- 
ing, but this depends on the particular 
set of circumstances. 

2. Some hospitals have found group 
meetings useful for some mothers (2), 
although this is probably less helpful for 
the acutely ill child. 

3. However, joint meetings between 
parent, child, and pediatrician, and 
either social worker, nurse, or child 
psychiatrist are very effective means of 
dispelling misunderstandings and pro- 
moting feelings of mutual trust. 

4. Similarly, conferences between all 
the various members of the ward staff, 
either on a weekly or daily basis, have 
been found to be of great value for the 
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purposes of sharing information, co- 
ordinating and reviewing the activities of 
the different groups of workers, analyz- 
ing difficult management problems and 
devising agreed plans. Just as a child 
will not thrive if the mother is anxious, 
so a mother will not feel secure if the 
different ward staff personnel are in- 
consistent in their activities on the ward. 


DISCUSSION 


The period of the child’s stay in the 
hospital may be regarded simultaneously 
from two points of view. On the one 
hand it is an opportunity to examine 
closely the specific needs of the parents 
as well as the child, while on the other 
hand a fruitful beginning can be made 
to planning and facilitating the help that 
can be offered to the parents. The 
evaluation of the parents’ situation is 
often greatly assisted by the observations 
of the nursing staff, play nurses, admin- 
istrative staff, and teacher on the ward. 
The amount and significance of the 
data that can be gathered often sur- 
prise the individual ward staff member 
when the information is pieced together 
and shared. On the other hand many 
problems arise in the process of planning 
and facilitating the specific help and 
Management that a parent may need, 
whether through a direct interview ap- 
proach or by utilizing the ward milieu 
as an instrument of management. 

A decision often has to be made as 
to who in particular should work di- 
rectly with the parent. In general the 
pediatrician is the person who is best 
able to provide the continuity of care 
that begins before the child comes into 
the hospital, extends through the period 
of the child’s stay in the hospital, and 
follows on with appropriate aftercare. 
However, many situations occur which 
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may necessitate a modification of this 
program. For example, the family may 
not have available to them the continu- 
ous service of their own pediatrician. 
Sometimes special emotional problems 
indicate the need for the services of a 
social worker or psychiatrist. In some 
cases where prolonged physical after- 
care is required the public health nurse 
can play an invaluable part in talking 
with the parents along the lines sug- 
gested earlier. 

The organization of the ward milieu 
as an effective instrument poses special 
technical problems, and what follows is 
a brief description of an attempt at solv- 
ing these problems as they arose on a 
children’s ward in a general hospital. 

It was recognized that it was impracti- 
cal for the child psychiatrist to supervise 
the psychological aspects of cach in- 
dividual ward staff member’s contact 
with the parents of every child admitted 
to the hospital. Yet a method had to be 
found that would assist the ward staff in 
enabling the parents to do the psycho- 
logical work required to reduce their 
anxiety to the point where they would 
be amenable to sound advice from the 
pediatrician. Without such a method the 
child psychiatrist experienced the fre- 
quent occurrence of a hasty request from 
the pediatrician for an immediate psy- 
chiatric consultation to deal with a “dif- 
ficult” mother. 

Consequently, a weekly meeting was 
organized for the ward staff of the chil- 
dren’s ward. Representatives from the 
pediatric, nursing, social work, educa- 
tional and psychiatric services were in- 
vited to attend. The meetings were 
conducted along the lines of a group 
discussion. An attempt was made to 
discern and understand what problems 
were confronting the parents and their 
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child, and how the parents seemed to 
be dealing with them. The group also 
attempted during the discussions to 
analyze and grasp the meaning of their 
own responses—this sometimes quite 
vividly through the group process. Fi- 
nally, plans through which the ward 
staff could best be of use to the family 
and the child were devised and agreed 
upon. 

These meetings were often very lively, 
and their course was far from smooth, 
for understandable reasons. The techni- 
cal problems of conducting such meet- 
ings were a constant challenge. Never- 
theless, the outcome was often highly 
rewarding in terms of the ideas that 
were stimulated on understanding and 
Managing the individual parent either in 
general or in a given situation. An atti- 
tude of inquiry was developed which had 


interesting implications for research. For 
example: 


Martin, four, was admitted to the ward as an 
acute admission following the ingestion of 
Drano. Following the common routine the 
Ward provided the emergency medical care 
for the child and counseling to the parents on 
the matter of safeguards. The child was even- 
ety discharged, and all seemed apparently 


At the weekly ward meeting further infor- 
Mation came to light. Martin’s nursery school 
teacher was seriously concerned about other 
incidents in which he was involved, all of 
Which had a self-destructive element (e.g. 
Match-lighting and fire-setting). Martin and 
his parents were subsequently seen in a psy- 
Chiatric evaluation arranged through the nurs- 
Sty school teacher. Evidence of a marital 
conflict was adduced, with both parents ex- 
gy their conflict, in part, through their 
eo. appeared to be bent on his own 
ae ton in an effort to deal with his own 

r anxiety and to bring about outer control 
om his parents. 
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_ In the discussion that followed the sugges- 
tion was made that cases of so-called acci- 
dental poisoning in childhood should be care- 
fully followed up, perhaps as a special clinic 
follow-up project. At these follow-up inter- 
views the pediatrician and social worker, for 
example, would be able to examine 

the family dynamics in an effort to avert any 
future catastrophe such as might have oc- 
curred in the case of Martin.’ 


Much of the problem in the manage- 
ment of the parent appeared to consist 
in a failure to understand either the 
needs of the parent and child, or the 
needs of the ward staff members, or 
both. For example, a physician might 
accord himself autonomy on the ward 
only to encounter what sometimes 
seemed like a rebellion among some 
parents. This in itself became a further 
problem, since the “rebellious” behavior 
of the parent was sometimes taken too 
personally. This led to a reluctance on 
the part of the physician to hear the 
parent’s real questions and his resorting 
instead to a reinforcement of his tradi- 
tional authority, with equivocal results. 
Over a period of time such character- 
istic patterns were gradually recognized 
and defined, a necessary first step to 
understanding their antecedents. 

The principle that emerged was that 
the solution of the problem of the man- 
agement of the parent lay in understand- 
ing the many factors, both within the 
parents and within the ward staff mem- 
bers, cither individually or as a group, 
which caused both to act and interact the 
way they did. In practice this continues 
to be neither simple nor always possible. 

The discipline and training required to 
develop such a skill is often eschewed 
by the pediatric house staff, and consti- 


a y i i i 
A study is now proceeding to investigate further this aspect of so-called accidental ingestion 


of poison in children, 
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tutes a challenge in teaching modern 
concepts of parent-child (family) care. 
Each really has to master his own anx- 
iety and be helped to think about and 
modify his own actions. The pediatri- 
cian in training often feels here rather 
like the Charles Dickens character who 
said in another context: “When you're 
a married man, Samivel, you'll under- 
stand a good many things . . . but vether 
it’s worthwhile goin’ through so much to 
learn so little, as the charity boy said 
ven he got to the end of the alphabet, 
is a matter 0” taste.” 

Yet as the ward staff grasped the 
principles of the psychological aspects 
of the management of the parent and 
child, an interesting phenomenon oc- 
curred. It was as though the house staff 
had incorporated the idea within them- 
selves and were now ready to make use 
of their newly acquired skills independ- 
ently. The meetings were therefore inter- 
rupted, and it was gratifying to observe 
that there was increased awareness of 
the psychological problems involved and 
a more useful and closer collaboration 
with the child psychiatrist on an indi- 
vidual basis. 

The group meeting of the ward staff 
conducted by the child psychiatrist was 
thus established as a useful procedure 
which could be applied when the cir- 
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cumstances of the ward milieu seemed 
to warrant such a move. It is antici- 
pated that from time to time such a 
move will be indicated, as for example 
when a complete change of pediatric 
house staff occurs in the course of the 
pediatric residency program. 


SUMMARY 


Problems that arise in the manage- 
ment of parents of acutely ill children 
in the hospital can be approached by 
attempting to understand (a) the crisis 
that confronts the parent and child; (b) 
the feelings that are aroused within the 
ward staff members either individually 
or as a group; and (c) the impact of the 
interaction between these two “groups.” 

The two broad approaches to both 
gaining understanding of the parent and 
mediating change are through direct in- 
terviews and by way of the effects of the 
ward milieu. 

A useful procedure for defining the 
reactions of the ward staff and control- 
ling the ward milieu is the institution of 
regular ward staff meetings, which might 
perhaps be convened on a broadly in- 
termittent basis. 

The close cooperation between pedia- 
trician and child psychiatrist in this 
work has been found to be both essen- 
tial and productive. 
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3. Pediatrics and the Ambulatory Patient 


MORRIS GREEN, M.D. 


Associate Professor of Pediatrics, Indiana University School of Medicine; Director, Diagnostic and Out- 
patient Center, James Whitcomb Riley Hospital for Children, Indianapolis, Indiana 


INCE changes in ambulatory care re- 

flect to some extent the current 
transition in pediatrics, the subject of 
this morning's presentation seems par- 
ticularly timely. Imaginative new ap- 
proaches now capable of implementa- 
tion portend exciting developments in 
the outpatient medical care of children 
during the next decade. 

It is the experience throughout the 
country that pediatricians are finding a 
lessened need to hospitalize children. 
While this has been due largely to ad- 
vances in diagnostic techniques and 
availability of specific and rapidly acting 
drugs, this trend toward ambulatory 
Pediatrics has been augmented by the 
rising cost of inpatient care, the critical 
shortage of pediatric nurses and the 
of serious hospital-acquired in- 
aas. Physicians and parents have al- 
A me increasingly concerned about 
A erse effects of separation of chil- 
t : especially infants and toddlers, 
rom their parents. 
eine to this trend toward 
oe esq ization of ambulatory care, 
ie at Sips changes in the composi- 
iia iatric practice and in the ex- 
Stasis, mat parents have of their 
society's oo There is no question about 
E faa -m for pediatric services. 
FR iroto wed “gala have turned 
idence a. partnerships or other 
Rik s for the sharing of work 
marily, of = > be overwhelmed. Pri- 
tician who urse, parents want a pedia- 

is reliably available for and 


competent in the early recognition and 
treatment of physical disease. But, in- 
creasingly, they come to the physician 
not because of illness but because they 
want his guidance in keeping their chil- 
dren healthy. They wish to discuss with 
him concerns about problems in child 
care and rearing, ¢.g., problems in dis- 
cipline, sleep and schooling. Parents 
whose children are handicapped or 
chronically ill want a physician who is 
actively interested and who helps them 
obtain specialized help for their child 
while serving to tie together the frag- 
ments of patient care that exist when- 
ever such services are given by many 
specialists Or facilities. 

The physician for children must be 
prepared to recognize and cope with 
psychologic problems whether they be 
concomitants of retardation, epilepsy, 
congenital anomalies or brain damage; 
psychophysiologic symptoms such as 
nervousness, headache, abdominal pain, 
obesity, enuresis Or hypochondriasis; 
problems associated with age periods 
such as learning difficulties; or problems 
that may arise in relation to adoption, 
death and divorce. He has the oppor- 
tunity to help parents feel more sure 
about themselves and more satisfied in 
their parental role. 

Although pediatricians with these 
kinds of interests, experiences, and com- 
petence are beginning to appear on 


the national scene, they are relatively 


few. If this number is to increase sig- 
sidency training 


nificantly, pediatric re: 
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must be broadened. Clinical training in 
ambulatory child care and health super- 
vision has generally been inferior to ex- 
perience in the hospital care of illness. 
Although it has been assumed that ade- 
quate skill in the care of the ambulatory 
patient could be developed after comple- 
tion of formal training, this supposition 
may be questioned in view of the dissat- 
isfaction expressed by many practition- 
ers with their preparation for this aspect 
of child care. Competency in this area 
requires skills and experiences best 
achieved under supervision. 

A statement which merely describes 
the current care of the ambulatory pa- 
tient would not seem to be particularly 
appropriate for presentation to this au- 
dience. The problems in this area have 
not been satisfactorily solved. Rather it 
might be preferable to express, at this 
time, some thoughts about how these 
services might be improved by modifica- 
tions in pediatric education, 

Since time does not permit a look at 
pediatric education generally, I would 
like to describe a portion of the program 
at the Indiana University Medical Cen- 
ter designed to provide the pediatrician 
with the competence and assurance to 
treat outside of hospitals those children 
who do not require intensive medical 
or surgical care. The central core of this 
program is a Diagnostic and Outpatient 
Center in which children referred for 
consultation by physicians throughout the 
state of Indiana are seen, The problems 
presented by these patients cover the 
whole spectrum of pediatric interest, 
The staff of this center seeks to provide 
rapid and comprehensive diagnosis and 
recommendations for treatment. Certain 
types of patients are scheduled on spe- 

cific days according to the referring com- 
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plaints. For example, children with 
heart disease are seen on Mondays, con- 
vulsive seizures on Tuesdays, and the 
like. By having the patients grouped in 
this manner special diagnostic teams and 
facilities are readily available on these 
days. 

The history-taking and physical ex- 
amination are done by senior medical 
students or by pediatric residents who 
are assigned to the clinic full time as 
part of their rotation or who elect to 
spend a third year in this capacity. Pa- 
tients are screened for hearing and visual 
defects by a staff nurse. A consultant in 
speech and audiology is available in the 
clinic to evaluate speech problems and 
to assist in the further study of auditory 
difficulties. ; 

On completion of the history and 
physical examination, the doctor pre- 
sents the findings to the clinic director 
and to other members of the staff in a 
teaching-disposition conference, Partici- 
pating in this conference are the medical 
students, pediatric residents, student 
nurses, staff nurses, clinic social workers 
and other medical consultants such as the 
child psychiatrist, the speech consultant 
or the pediatric neurologist. Differential 
diagnosis is discussed and plans are made 
for further diagnostic studies and man- 
agement. Usually the additional diag- 
nostic studies are obtained the same day. 
At the conclusion of the day’s diagnostic 
Study the director of the clinic or one 
of his associates, often accompanied by 
the clinic social worker and the medical 
student, discusses the findings and rec- 
ommendations with the parents and 
child. A letter is also dictated the same 
day for prompt transmittal to the refer- 
ring physician. 

Reflecting a concept that may be ap- 
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EPiicable to the private practice of pedi- clinic. Too quickly and 
=== tics, team care and cooperation are a past these problems 


“ital part of the clinic approach to total 
tient care. The team may consist vat- 
Æ -ously of the pediatrician, the nurse, the 
Social worker and the psychologist work- 
= ng closely with the local physician, 
vlc health nurse, school authorities 
=and/or community social agencies. This 
æmay be considered analogous to the 
==ccognized concept in child guidance 
<linics, with the medical person as the 
read of the team. In the Pediatric Diag- 
nostic Clinic this happens to be the 
| cdiatrician, whereas in a child guidance 
<linic it is the child psychiatrist. 

The Pediatric Diagnostic Clinic is, in 
=a way, an acknowledgment of the fact 
hat many of the complex problems pre- 
ented by children cannot be solved by 
“the pediatrician working alone either in 
Private practice or in a medical center. 
“While remaining the central figure as the 
<hild’s physician, he must utilize the 
Help that may be provided by other 
amedical and paramedical persons and 
agencies. In turn, the consultant physi- 
<ian or facility has a responsibility to 
Jnclude the referring doctor in plans for 
anedical care and keep him adequately 

anformed. 

Many children evaluated and treated 
ån the Pediatric Diagnostic Clinic at 

Indiana might in other settings be first 
Seen or followed in a child guidance 
<linic, There are several reasons why 
this is not so at Indiana. First, the pediat- 
Tic clinic is designed to provide realistic 
learning experiences for senior medical 
Students and for pediatric house officers 
who soon will be entering private prac- 
tice, where they will be consulted re- 
garding many psychologic problems simi- 
lar to those presented by patients in the 


ered as “psychiatric” 


ith 


“lil 


clinic, but rather an interest in keeping 
the situation from deteriorating further. 
In other cases this type of continued 
contact with the family has permitted 
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them to accept referral to a guidance 
clinic or has helped the pediatric staff 
decide whether such a referral was truly 
indicated. 

It is not within the scope of this paper 

to go into the principles, techniques and 
skills involved in the diagnostic and 
treatment process in these cases. These 
have been well described by Senn, Solnit 
and others. Pediatricians in training in 
this clinic have an adequate oppor- 
tunity to develop these skills along with 
a knowledge of emotional development, 
physician-patient relationships and re- 
lated subjects. They learn to use the in- 
terview as a potent diagnostic and thera- 
peutic tool. Especially in the initial 
phases of this experience the house offi- 
cer, of course, needs the interest, sup- 
port and supervision of senior physi- 
cians. The following brief case vignettes 
may be helpful in illustrating the ap- 
proach utilized in the Pediatric Diagnos- 
tic Clinic. 
A. S., an eight-year-old girl, the third of seven 
children, was seen in the Pediatric Diagnostic 
Clinic with the complaint by the mother that 
the child had an aversion to discipline and 
had temper tantrums on slight provocation. 
The patient was regarded as being slower than 
other children in the family. Alice had failed 
the first grade once and had received a social 
promotion to the second grade. The mother 
was becoming increasingly concerned about 
the patients negativistic attitude and the 
school problems. 

The initial impression of the pediatric resi- 
dent and social worker who saw this family 
was that the patient was a mildly retarded 
child upon whom the mother was making 
excessive demands, It was thought that the 
mother’s rigid handling had made the child 
negativistic and anxious. Although the mother 
verbalized acceptance of Alice’s limitations, 
she still seemed to be in a great deal of con- 
flict about the whole situation. The social 
worker discussed these problems with Mrs. S 
while the doctor became better acquainted 
with the child. 

Psychological testing revealed an IQ in the 


WORKSHOP: MANAGEMENT OF THE PARENT IN PEDIATRICS 


upper 60’s. Special education classes were 
thought advisable but were not available in 
the local community. In the interviews with 
the doctor and social worker, Mrs. S was 
quick to make associations which helped to 
clarify the problems. She and her husband 
had not known to what extent the child was 
retarded. The mother was able to see that the 
child had been under pressure from the school 
and also at home. She began to recognize the 
meaning to the child of situations that led to 
a temper tantrum. The mother was able to 
talk to the school about individualizing to 
some extent the classroom experiences of this 
patient. Over a two-month period the child 
improved “tremendously.” The parents, the 
child and the school could now accept to a 
greater extent the patient's limitations. The 
mother’s interest also led to plans by the 
school for the establishment of a special class 
for educable retarded children. 


C. T., an eight-year-old girl with diabetes, was 
seen because of a persistent neurodermatitis 
involving the nape of the neck and “nervous- 
ness.” She also worried excessively. The 
mother had been extremely controlling of the 
patient’s diet and activities with the result that 
the child took no active role in the manage- 
ment of her illness. The parents were building 
their own home and the family all slept in 
one large unpartitioned bedroom. Frequently 
the mother or father would sleep with the 
child. Mrs. T weighed the patient’s food metic- 
uously. In the clinic, the doctor gave the child 
an opportunity to talk about her concerns. 
Eventually she was able to ask questions. With 
the doctor’s support and the dietitian’s help, 
the mother was able to change Cynthia from 
a weighed to a measured diet. She was also 
able to permit the child to administer her own 
insulin. The bedroom was partitioned and the 
parents stopped sleeping with the child. The 
parents finally were able to permit the patient 
to attend a summer camp for children with dia- 
betes, an experience which Cynthia enjoyed 
very much. The neurodermatitis disappeare 
and the nervousness showed steady improve- 
ment. 


B. C., a 2%-year-old boy, was seen in the 
Pediatric Diagnostic Clinic because of “fits of 
temper since he was born.” He would cry, 
stamp his feet, throw himself on the floor and 
strike at the mother and father. The parents 
had tried “everything”—paddling, placing the 
child in his room, ignoring and bribing him- 
Barry still took three or four bottles during 
the night. He had never slept through an en- 
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tire night but would call for his bottle, The 
mother had been quite depressed after the de- 
livery of this child. During three sessions at 
the clinic the parents were encouraged to re- 
view their management of the child and the 
possible reasons for his behavior. It became 
evident that the parents differed in their han- 
dling of various situations and that the child 
could manipulate them. The mother was able 
to recognize that she had had difficulties in 
setting limits on the patient. She felt that she 
had tended to be too lenient “because everyone 
else is resentful toward him.” The parents were 
able to take the child’s bottle away from him. 
After these sessions the parents reported that 
the child slept through the night, that his tan- 
trums had cleared and that he had generally 
markedly improved. 


A. T., a three-year-old girl seen in the Riley 
Clinics because of constipation, had been 
adopted at the age of five days. The adoptive 
mother, who attempted to “do as good a job 
of raising a child as anyone,” had been par- 
ticularly concerned about the child’s clean- 
liness. She had anticipated that constipation 
would be a problem and had manipulated her 
physician into approving the use of enemas 
and laxatives early in infancy. In the clinic 
visits Mrs. T was able to share some of her 
thoughts concerning the need to prove herself 
as a mother. She was able to discontinue the 
enemas and laxatives. Concomitantly the con- 
Stipation ceased to be a problem. 


M. T., a nine-year-old boy, was seen in the 
Pediatric Diagnostic Clinic with the history 
that he had a reading problem at school, was 
shy, “introverted” and nervous, daydreamed 
excessively and had only one friend. The staff 
was impressed that the mother assumed al- 
most complete responsibility for the rearing of 
the children, with the father playing only a 
token parental role. Mrs. T was seen to be 
excessively controlling and restrictive toward 
the patient, who was largely confined to his 
yard and discouraged from playing with other 
children. Mr. T worked long hours as a pho- 
tographer. Most of his time at home was spent 
at his hobby of amateur radio operation. He 
gave little attention to the patient and did not 
permit him to participate in the radio hobby. 
The boy and his mother were seen for ten 
visits by the pediatric resident and the social 
worker. The father came for one visit. During 
this time the mother was able to relax some 
of her controls on the boy. She permitted him 
to attend a summer day camp and to engage 
more in neighborhood friendships. Mrs. T 
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was also able to talk with the father about 
his spending more time with the children. He 
began to include the patient in his radio hobby 
and other activities. The child made a good 
symptomatic improvement. 


T. U., a 12-year-old girl, was seen in the 
Pediatric Diagnostic Clinic because of severe 
and persistent headaches for the past three 
months. The headaches were described as be- 
ing “tight” and were accompanied by a feeling 
of stiffness of the neck, An intracranial tumor 
was suspected by the referring doctor. 

The patient's mother had had a bilateral 
mastectomy three to four years before for 
carcinoma of the breast. In the first interview, 
she discussed her operation freely. She said 
that she had no headaches and was not partic- 
ularly nervous. She reported that she had 
been nervous some time in the past and had 
taken nerve pills, but lately had not done so. 
She indicated that she would become nervous 
when she had to go back to the doctor for 
checkups. This had been at three-month inter- 
vals before, but now was at six-month periods. 
The mother felt the child’s recent deterioration 
in schoolwork could be attributed to a new 
experimental educational program in the 
school and an exceptionally heavy schedule. 
Mrs. U felt that the headaches were probably 
due to eyestrain and had taken the child to an 
ophthalmologist. The mother conceded that 
the complaint could be due to nervousness 
but she really did not think so. She did not 
think that the girl was particularly upset about 
the mother’s illness. 

In a separate interview, the child was noted 
to be tense and to talk rapidly. She indicated 
that her mother worried a great deal and that 
she should go back to see the doctor for a 
checkup, but that she would not go. Appar- 
ently, the mother had noticed some nodes in 
her neck recently. The child reported that the 
mother had had severe headaches pretty much 
like her own. She had not previously related 
the mother’s symptom to her own. 

‘An EEG, skull x-rays and other studies were 
negative. The family was then seen again a 
week later. The headache had been alleviated 
to a considerable extent. The mother still felt 
that the child’s headaches were not due to 
nervousness except perhaps for the new school 
program. The mother did admit on this visit 
that she herself at times had headaches. She 
then mentioned that she was very worried. 
She felt that she had had a recurrence of can- 
cer but had decided not to do anything about 
it. She said that she had had a whole series of 
operations and that she just couldn’t stand the 
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thought of another one. The husband, a very 
understanding and supportive person, felt all 
along that the child's headaches were on an 
emotional basis. He pointed out that he also 
had the same kind of headaches under tension 
and he felt that the children were very wor- 
ried about the mother. It was suggested that 
the mother consult a doctor to whom she felt 
that she could talk. This did not necessarily 
mean that she would have to undergo surgery; 
as a matter of fact the doctor might find that 
her fears were groundless. At the conclusion 
of the interview, the mother had decided to 
visit a former family doctor to talk to him 
and to have an examination. When the daugh- 
ter was told about this decision, she broke into 
a great smile and said that she was very happy 
to know that her mother was going to do this. 
During the interview the father also wondered 
whether we thought that the daughter was 
worried about having a brain tumor. He 
pointed out that a neighbor had inappropri- 
ately mentioned to the daughter that cancer 
was familial. 


As a result of these experiences, the 
house officer becomes more perceptive 
about people, himself and others, and 
about family life. He finds health super- 
vision and ambulatory pediatrics to be 
interesting and challenging and recog- 
nizes that some of the problems in this 
field are just as serious and just as difficult 
to manage as those in hospital pediatrics. 
While gaining supervised experience in 
the care of children with handicaps, 
chronic illness, and similar problems, he 
begins to demonstrate how he may re- 
late in his own practice to families for 
whom he has long-term responsibility. 
Continuity of care, a requisite for proper 
education and service in these cases, has 
been achieved by having each patient 
followed by the same doctor as long as 
the physician is in residency training. 
This applies both to children who have 
been discharged from the inpatient serv- 
ice to be followed in the clinic and to pa- 
tients seen initially in the outpatient 
department. 


While a diagnostic clinic such as that 
described above can provide optimal 
ambulatory care for many children re- 
ferred to a children’s hospital, the prob- 
lems presented by other patients who 
come from some distance cannot con- 
veniently be diagnosed and managed in 
one day. These children are now usually 
hospitalized. We would like to propose 
a new division for inclusion in children’s 
hospitals. This division, which might be 
termed the Ambulatory-Inpatient Serv- 
ice, would represent a possible means 
to provide services for such children 
outside the hospital. Patients who would 
be candidates for this Service would in- 
clude those with such medical illnesses 
as nephrosis, hypertension or leukemia, 
those convalescing from surgery or those 
being seen by one of the rehabilitation 
services. Motel units in which a child 
could stay with one or both parents, and 
cottage units for children whose parents 
could not remain, would, in this plan, be 
constructed immediately adjacent to the 
children’s hospital. Such cottages could 
be built for toddlers, school-age children 
and adolescents and be staffed by house- 
parents. These children would be brought 
to the outpatient department of the hos- 
pital daily for treatment, procedures or 
re-evaluation. Parents or parent substi- 
tutes would thus provide “nursing serv- 
ices” for the child, with the exception 
of technical treatments, Such facilities 
would provide educational benefits both 
to the staff and to the parents and would 
obviate many of the psychologically del- 
eterious effects of hospitalization. 

Further research and experiments in 
ambulatory pediatric care are urgently 
needed. This phase of child care has 
been unexplored too long. Much more 
remains to be learned, for example, 
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about parent-group education, family 
group therapy and other methods of 
providing help to families. Such investi- 
gations are in progress at Indiana and 
are considered to be a legitimate area 
for medical research. It is hoped that 
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children’s clinics will become, in time, 
centers for health as well as illness and 
that the pediatrician in practice will con- 


tinue to utilize those which 
are uniquely his for further contribu- 
tions to child health. 


DEVELOPMENT OF ATTITUDES IN RESPECT 
TO DISCRIMINATION * | 


A major study of social stratification is Allison Davis and John Dollard’s 
CHILDREN OF BONDAGE. It was designed to explain the personality develop- 
ment of Negro youth in New Orleans, using “social class” and “color caste” 
as basic concepts. This paper holds that individuals are primarily identified 
with more limited social segments—“social worlds” The most significant 
“social worlds” in New Orleans Negro society are the middle class, matri- 


archy, gang, nuclear family and marginality. 


1. The Formation of Social Attitudes: 


DANIEL C. THOMPSON, Ph.D. 


Professor of Sociology and Chairman, Division of the Social Sciences, Dillard University, 


New Orleans, Lovisiana 


URING the middle 1930’s American 
D sociologists began to develop a se- 
rious interest in social stratification. 
Since then they have made extensive use 
of two interpretive variables, “social 
class” and “color caste.” These two vari- 
ables have been used in attempts to ac- 
count scientifically for differences in the 
manners, morals, Opinions, beliefs and 
attitudes which are characteristic of vari- 
ous communities, ethnic groups, races, 
and other social segments in American 
society. 

One of the most definitive studies of 


* Session planned by the Committee on Desegregation, 1960 Annual 
t Data used in this paper are taken from two main sources: 
Children of Bondage (Washington, D.C.: America Council 
Rohrer et al., The Eighth Generation (New York: Harper, 1960). 
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social stratification is Children of Bond- 
age by Allison Davis and John Dollard. 
That study was designed to explain the 
“personality development of Negro 
youth in the urban South.” Not only do 
Davis and Dollard assume that “social 
class” and “color caste” impose certain 
conditions under which the socialization 
of Negro children takes place, but they 
further assume that all Negroes are more 
or less positively identified with mem- 
bers of their social class within the 
“color caste” system. 

The research for the “Children of 
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Bondage” study was done in 1937-38. 
The conclusions are based upon exten- 
sive information gathered about 197 
Negro children representing all social 
classes in the urban South. At that time 
these children were between the ages of 
12 and 16. 

On the basis of their findings the 
authors made intensive interpretations 
of the various social attitudes manifested 
by the youngsters they studied and came 
to the conclusion that they are usually 
“class typed,” and predicted that these 
attitudes would persist into adulthood. 

In 1953 an interdisciplinary team at 
the Urban Life Research Institute of 
Tulane University began a systematic 
follow-up study of the “Children of 
Bondage” subjects. We were particularly 
interested to find out the extent to which 
Davis and Dollard’s predictions regard- 
ing the basic attitudes of their subjects 
were valid. 

From the beginning of our study we 
were impressed with the rigid scientific 
method Davis and Dollard applied at 
every stage of their research. At the end 
of our follow-up study we were particu- 
larly impressed with the large number of 
valid predictions they made concerning 
the attitudes of the now adult subjects. 
There were significant points, however, 
Where their predictions missed the mark. 
Since we could find no significant flaws 
in their application of the scientific 
method, we reasoned that basic errors 
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in their predictions likely stemmed from 
certain basic assumptions underlying 
their research. 

Since their major hypotheses and pre- 
dictions stem from the assumptions in- 
herent in “social class” and “color 
caste” theories, we were led almost im- 
mediately to an examination of these 
concepts as they were used in the “Chil- 
dren of Bondage” study. Both of these 
concepts divided society into such large 
segments that they forced the researcher 
to generalize regarding the several very 
different social worlds constituting a 
given social class. Thus, for instance, we 
found that all Negroes are generally in- 
tellectually aware of “class” differences 
and “caste” restrictions, yet these are 
most often remote psychological realities, 
except for those who have been social- 
ized in a middle-class environment. For 
most others it is necessary to discover 
much more precisely the outlines of 
their social environments than is usually 
done by social scientists who use “class” 
and “caste” as interpretive variables. 

Underlying our interpretation is the 
assumption that all individuals are pri- 
marily identified with some limited dis- 
tinct social segment. We labeled that 
segment the individual’s “social world.” 
As a rule, an individual's “social world” 
is a much smaller psychological reality 
than “social class” or “color caste.” The 
fact is, our analysis of social classes in 
the Negro urban community revealed 
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that they include several distinct “social 
worlds” where the way of life is signifi- 
cantly diverse. Thus, each of the subjects 
studied was positively identified with 
some “social world” and tended to reject 
other persons or groups which they clas- 
sify psychologically as “outsiders.” Con- 
sequently, we became convinced that at- 
titudes developed during childhood are 
much more characteristic of these more 
limited “social worlds” than they are of 
“class” or “caste.” As a result, some of 
our subjects reserved their bitterest de- 
nunciation for individuals who might 
objectively be classified in their own so- 
cial class, but who actually belonged to 
some different “social world” within 
their particular social class. 

The significant “social worlds” we 
discovered in Negro society in New 
Orleans are the middle class, the matri- 
archy, the gang, the nuclear family and 
marginality. The basic attitudes charac- 
teristic of individuals in each of these 
“social worlds” can be accounted for in 
terms of the ethnocentrism manifested 
therein. 


THE MIDDLE CLASS 


When education, occupation, and 
style of life are used as criteria for 
differentiating one social class from 
another, 3 of our 20 representative sub- 
jects cleanly classify as middle-class. 
(This is likely to be about the same 
proportion as might be found in Negro 
society generally.) For these subjects 
the middle class is a psychologically real 
social world in which the socialization 
process is designed to instill in them 
“proper” attitudes toward the self, 
others, race, sex, family and achievement. 

Our middle-class subjects think of 
themselves as representatives of the 
American Creed. They regard them- 
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selves as definitely superior to the masses E 
and resent being classified in any situa- 
tion with lower-class people. They are 
also critical of the few upper-class Ne- 
groes in the community whom they de- 
light in referring to as snobbish, selfish, 

and undemocratic. 

All of the middle-class subjects are 
keenly aware of racial segregation and 
bitterly resent the “evils” inherent in it. — 
They view segregation as “a threat to 
their ideology of achievement, equality, 
and progress, and their common reac- 
tion can only be a denial of the valua- 
tion placed upon race and color.” There- 
fore, as we would expect, their denun- 
ciation of racial discrimination, though 
varying in intensity from one to the 
other, is always done in terms of a cardi- 
nal middle-class value, namely, that it 
tends to prevent able, ambitious Negroes 
from achieving the degree of individual 
success of which they are capable and 
deserving. One subject, for example, 
emphatically expressed an attitude to- 
ward racial segregation which seems to 
be shared by middle-class Negroes gen- 
erally. She described several incidents 
involving segregation in order to make 
the central point that “segregation is 
stupid,” and reasoned that “white peo- 
ple who indulge in it are ignorant and 
undemocratic”—therefore, by implica- 
tion, inferior themselves. 

There is ample evidence that this pri- 
mary attitude toward segregation is a 
result of their socialization which artic- 
ulated the ideology that success comes to 
those who are intelligent, ambitious, in- 
dustrious, virtuous and patient. And any- 
one, white or Negro, who tries to prevent 
the orderly functioning of this formula 
is “stupid,” undemocratic,” and hence, 
to be despised. It is not surprising, then, 
that our middle-class subjects express 
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about as much hostility toward lower- 
class “immoral Negroes who hinder the 
progress of the race” as they do toward 
“ignorant white people who believe that 
all Negroes are alike, and who don't 
want to see a Negro get ahead of them.” 

Respectability is most highly valued 
by middle-class Negroes. Consequently, 
the socialization of our middle-class sub- 
jects included strict training in regard to 
“proper” sex behavior. The major image 
of sexual respectability for these subjects 
during their adolescent years was at 
least one parent. Among the supporting 
symbols were teachers, classmates, and 
relatives, as well as other respected 
“leaders” in community affairs with 
whom they came in contact. 

As a result of their moral training, 
each of our middle-class subjects ex- 
pressed strong resentment of people who 
do not adhere to strict moral standards. 
One subject repeatedly denounced his 
brother and his sister who violated mid- 
dle-class sex codes. Another had a com- 
plete break with her close relatives, even 
denying the existence of a criminal 
brother, because they did not adhere to 
her conception of respectability. And the 
third divorced two lower-class husbands 
because of infidelity. 

During adolescence all of the middle- 
class subjects resented authority, yet all 
were fortunate in having some significant 
adult available whom they respected dur- 
ing this period of struggle to establish 
an ego identity. 

Their need for success was manifested 
early in life as they achieved prestige 
and distinction in their peer groups. 
They continued to strive for success both 
in school and in the community. Thus, 
despite handicaps and disappointments, 
all managed to finish college and are 
now apparently on the way to success in 
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their business or professional life. 

All of our middle-class subjects had 
some ambivalence toward skin color. On 
the one hand, having internalized the 
basic values in American culture, they 
tend to associate light skin with achieve- 
ment. On the other hand, since skin 
color is not in itself an “achievement” 
to value, it is a contradiction to their 
“success” ideology. 

The ambivalence they have toward 
skin color is brought out by statements 
made to interviewers at various times. 
All expressed negative attitudes toward 
Negroes at one time or another. But 
they were careful to use class, not racial 
symbols, in doing so. One subject accused 
Negroes of not being able to acquire 
and hold property. Another felt that 
Negroes would enjoy greater civil rights 
and privileges if they were not so “un- 
dependable and immoral.” The third 
middle-class subject went into a long 
discussion to prove that “Negroes are 
their own worst enemy.” 

They also indicated identification with 
Negroes. Sometimes it was in a denun- 
ciation of some aspect of the doctrine of 
white supremacy. One of the darker sub- 
jects spoke about the beauty of one of 
her close relatives who was quite dark. 
At another time she, like the others, 
expressed a positive attitude toward 
some distinctly Negro person. They made 
complimentary statements about physical 
appearance, professional competence, 
and intelligence of dark-skinned Ne- 
groes. At times such statements were sO 
deliberate that interviewers got the im- 
pression that they were spontaneously 
denying the value they placed upon 
light skin. 

Despite the ambivalence our middle- 
class subjects manifested in regard to 
skin color, there is no definitive evidence 
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that they have deep feelings of “self- 
hate” as Abram Kardiner reported in 
The Mark of Oppression. 


THE MATRIARCHY 


The matriarchy is the oldest and most 
persistent family structure in the Negro 
community. It had its origin during the 
slave period, when Negroes were not 
legally regarded as persons and there- 
fore could not enter into any legal con- 
tract such as marriage. It is true that 
certain white slave masters, motivated 
by religious principles, insisted that their 
slaves should be “married” before liv- 
ing together as “man” and “wife.” 
Nevertheless, such an arrangement, de- 
spite some ceremony which might be 
performed by the slave master or his 
minister, was not legally binding on the 
parties concerned. Slave traders or plant- 
ers who were in the market for slaves 
did not allow this pseudolegal arrange- 
ment to prevent them from trafficking 
in slaves if it promised to be profitable. 
Even the most religious slave masters 
have been known to separate “husband” 
and “wife” when they deemed it eco- 
nomically wise. 

Since the mother is considered more 
necessary to the physical well-being of 
the child than the father, slave masters 
traditionally allowed young children to 
remain with the mother, who might have 
a series of “husbands” sold from her 
during the course of a lifetime. Conse- 
quently, insofar as the slave family was 
concerned, it was the mother, not the 
father, who represented love, stability 
and authority. 

Three of our subjects may be classi- 
fied as primarily identified with the 
matriarchy. Perhaps the most significant 
thing about the “social world” of the 
matriarchy is its inner solidarity. This 


solidarity is manifested in at least two 
ways: 1) a high degree of cooperation 
among females, and 2) the way in which 
the males are regarded as “enemics.” 

There is some indication that the 
matriarchy can be found in one form 
or another on all social class levels. As 
we will see in our discussion of “social 
marginality,” some middle-class families 
are so dominated by the mothers that 
there is little real function or authority 
left for the father. However, our sub- 
jects whose primary identification is 
with the matriarchy are all lower-class. 

Those whose primary identification is 
with the matriarchal family still regard 
femaleness as a symbol of love, stabil- 
ity and authority, such as it symbolized 
during the slave period. There is then, 
between mother and daughter, a deep 
sense of mutual dependency. Since the 
lower-class matriarchal family must al- 
ways strive for economic security, much 
of this interdependency between mother 
and daughter is economically based. 
There is ample evidence, however, that 
this dependency goes much deeper than 
mutual economic security. Socially, 
daughters depend upon their mother’s 
advice and counsel, and on a psycho- 
logical level, the relation between mother 
and daughter is invested with strong 
emotional feelings. One subject ex- 
pressed her primary identity in this way: 
“I am my mother’s daughter.” 

Girls reared in a “social world” domi- 
nated by the mother regard themselves 
primarily as women, and all other roles 
are secondary. Their identification with 
the mother is so strong that their hus- 
bands, children, friends and careers may 
be sacrificed for what is alleged to be 
her welfare. This overwhelming identifi- 
cation with the mother colors all their 
social attitudes. 
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Men are held in very low esteem by 
the matriarchs. They habitually refer to 
men as irresponsible, sexually aggressive 
and brutal. One matriarch said, “All 
men are dogs.” In our interview ma- 
terials we found ample evidence that 
hers was not a unique attitude. 

Since matriarchs regard all men as ir- 
responsible and immoral, it is hardly 
possible for them to internalize middle- 
class sex attitudes such as loyalty and 
faithfulness. To them a “boy friend” or 
husband should be exploited since he is 
not expected to be faithful, and may 
desert at any time. Therefore, it is logi- 
cal to get everything possible out of him 
while he is still available. Sex, then, 
is an important means for getting some- 
thing out of men. The woman who 
doesn’t is being “made a fool of.” One 
dominant grandmother expressed this 
attitude when she retorted, “What is 
love? I tell my girls: ‘Don’t hear what 
no man say, but see how much he 
got? ” 

To those socialized in the matriarchy 
the outside world is of little concern 
unless it threatens the inner solidarity of 
the female world that gives security. 
Thus, they have almost no affiliations 
except those in which a sisterly relation- 
ship is characteristic, and even these are 
temporary and superficial. 

None are particularly devout though 
all attend church occasionally. To some, 
church affiliation is important because 
elaborate funerals are highly valued. One 
matriarch expressed this attitude. She 
said, “I will always be grateful to my 
pastor and support the church because 
he made my mother’s funeral the talk 
of the town.” And she added, “You 
never know when you might need the 
church.” 

None belonged to, or supported, or- 


ganizations whose main purpose is ra- 
cial uplift, such as the National Asso- 
ciation for the Advancement of Colored 
People. Yet all expressed some degree 
of dissatisfaction with racial segregation. 
Unlike the middle-class subjects who op- 
pose segregation because it tends to 
frustrate their success ideology, the 
matriarchs oppose segregation primarily 
because it makes them liable to be ex- 
ploited economically and sexually. Basi- 
cally, segregation tends to ‘undermine the 
authority they are accustomed to exert- 
ing over the masculine aspect of their 
environment. In this connection one 
subject was expressly bitter * because 
“white men like to take advantage of 
Negro women.” 

There was little evidence of “self- 
hate” among the matriarchs. One was 
jealous of a light-skinned half sister, 
but simply because this sister seemed to 
be preferred by the mother. Another 
wished that she were able to “pass” for 
white, not because she particularly ad- 
mired white skin, but because it would 
then be possible for her to get jobs which 
are not now available to Negro women. 
(Actually, all of our subjects who had 
attempted to pass for white or even 
daydreamed about being white gave this 
as their only reason.) 

There is no evidence of the ambi- 
tion to succeed among the matriarchs as 
is true of the middle class. They may 
sacrifice to get an education, or prepare 
for a vocation, but there is no concept 
of “calling” involved. Instead, they are 
motivated by mundane, practical con- 
siderations. A typical expression of this 
was made by one of the subjects. “After 
I got through high school, I wanted to 
become a nurse because a nurse can 
make more money than most other 
Negro women.” 
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Boys in the matriarchy must either 
conform to what might be called “fe- 
male’ patterns” (become “sissies”) or re- 
nounce the home and identify with the 
gang and become “men.” 


THE GANG 


The culture of the gang can only be 
understood in relation to the matriarchy. 
And just as the matriarchy is primarily 
organized around some dominant fe- 
male, and all attitudes are colored by 
identity with what might be referred to 
as the “female principle” in society, the 
gang is centered around exclusive “mas- 
culine” -interests and articulates the 
“male principle” in society. It is in- 
evitable, then, that the matriarchy and 
the gang should regard each other as 
“natural enemies” because each is em- 
phatic in its allegiance to mutually ex- 
clusive ideologies. 

Unlike the matriarchy, where mem- 
bers are bound together by mutual af- 
fection, membership in the gang is high- 
ly individualistic and each boy must 
“prove” himself a “man” before he is 
accepted. The main theme in the ethos 
of the gang is “Prove yourself a man. 
Don’t be a sissy. Don’t be a woman.” 
Thus, the generalized enemy of the gang 
is the “female principle” in society. This 
“principle” seems to be symbolized by 
women, refined men, laws, morals, re- 
ligion, education and the striving for 
success and respectability. 

Manhood is defined in terms of in- 
dependence, secretiveness, aggressive- 
ness, and sexual prowess. Thus to be a 
“man” means to renounce entirely the 
“female principle” in society. It involves 
fear of women, scorn for middle-class 
standards, and hatred of authority. 

The social life of the gang revolves 
around strictly masculine activities. It 
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includes such things as drinking, gam- 


pattern which best exemplifies the com- 
pleteness with which the “female prin- 
ciple” in society is rejected), sports, and 
telling stories about the outwitting of 
authorities and the exploitation 
women. 

It is obvious that the “masculine prin- ` 
ciple” with which the gang member 
identifies provides no basis for the es- 
tablishment of stable family life. All ties” 
developed in this “social world” are 
necessarily temporary and loose. Rarely 
did we find a gang member who had 
substantial friendships, or heterosexual 
unions, for more than a few months in 
duration. f 

Like the matriarchs, gang members 
have almost no interest in community 
affairs unless they present some threat 
to their way of life. None belonged to, 
or supported, any community or “up: 
lift” organization. They are aware of 
racial segregation and on occasions com> 
plain bitterly about discrimination. They 
are touchy around white people and 
deeply resent being “pushed around.” 
All related incidents to illustrate how 
they defended themselves against white 
“aggressors.” One young man offered 
to fight his employer for “hollering 
him. Another boasted of the time he 
“told off” a prison guard who “crossed 
him, even though he knew he would be 
severely punished for doing so. 

The touchiness which gang members 
manifest concerning race does not ste! 
from the fact that discrimination violate 
some conception of justice in which they 
believe. Rather, their resentment 
white people stems from a na 
source—white authority is a challengt 
to their masculinity. Thus, in one 
or another, the gang members find v 
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of expressing their hatred of white peo- 
ple who treat them like inferiors or 
“women.” 

There is no rigid determinancy at- 
tached to gang affiliation. Some do be- 
come successful in business and the pro- 
fessions. This is true of two of our 
gang subjects who were fortunate in hav- 
ing a strong ego ideal available during 
their early adolescent years, when they 
were struggling for a socially acceptable 
self-identity. There is evidence, how- 
ever, that once the boy develops a self- 
identity based upon the “masculine 
principle” so fundamental in gang cul- 
ture, his attitude toward “male” and 
“female” does not change. 


THE NUCLEAR FAMILY 


The nuclear family may be found on 
all social class levels in Negro society. 
It is most characteristic, however, among 
Negroes who may be classified as upper- 
lower or lower-middle-class. 

Six of our representative subjects were 
primarily identified with their nuclear 
families. So strong is the ethnocentrism 
of this family-type that individual mem- 
bers regard their family roles such as 
father, mother, daughter, son, and so 
on, as central in their lives, and all other 
roles are secondary. It is from this pri- 
mary self-conception that all attitudes 
expressed by the subjects are colored, 
or even determined. 

The strong “we” feeling repeatedly 
expressed by members of the nuclear 
family tends to limit their concern for 
“outside” persons or issues unless they 
threaten to intrude upon their private 
domestic life, or may contribute some- 
thing to the family welfare. Thus, a 
father and mother may be stable church 
members if they feel, for instance, that 
somehow this affiliation may contribute 


to the upbringing of their children. Also 
a father may attend labor union meet- 
ings regularly, and even concern him- 
self with union politics, if such partici- 
pation is deemed important in regard to 
his own economic security. A mother 
may become a responsible member of 
the PTA if she feels that such activities 
may result in the academic welfare of 
her children. In other words, there is no 
evidence that members of the nuclear 
family are ever motivated to give their 
time or money to support any cause 
that does not directly affect their inner 
circle. Thus, none of our subjects whose 
primary self-identity is that of family 
member belongs to any Negro “uplift” 
organization, or manifests any active in- 
terest in political affairs. The fact is 
that it is difficult for them to conceive 
of anyone’s doing so unless some family 
end is to be achieved. When one sub- 
ject was asked why he did not support 
the NAACP, he remarked matter-of- 
factly that “those who run the NAACP 
do so because it is their job. That’s 
their job. My job is carrying mail.” An- 
other subject gave only one reason for 
voting for a controversial political can- 
didate who ran for an important po- 
litical office: “He promised to give old 
people more pension money. My mother 
is getting old.” 

Characteristically these subjects man- 
ifested strong family pride. Some kept 
written genealogies in family Bibles 
where important events in the lives of 
family members are recorded in detail. 
Others delighted in giving long detailed 
accounts of the adventures and achieve- 
ments of relatives. In all of these homes 
there are albums of family pictures 
which the subjects voluntarily displayed 
with pride for the interviewers. ; 

We did not find any significant evi- 
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dence of “race hate” among our family 
subjects. One subject did show a keen 
admiration for light skin color. Of 
course, he is light-skinned himself, and 
thinks of himself as a “creole.” How- 
ever, he married a girl who is consider- 
ably darker than he. 

During his adolescence, another young 
man daydreamed about having affairs 
with white girls. Now, as an adult, he 
never expresses any such wish, nor did 
he report having had any such affairs. 
He, too, married a dark brown-skinned 
girl. 

These and other attitudes concerning 
skin color were analyzed, and we con- 
cluded that, on the whole, members of 
the nuclear family tended to prefer the 
skin color most characteristic of their 
own family. They tended to depreciate 
any skin color distinct from their own, 
whether it was some variation found 
among Negroes or that typical of Cau- 
casians. 

All of the subjects who identified 
with the nuclear family expressed some 
attitude toward racial segregation. Their 
opinions differed widely. One subject 
was reared among white children, and 
idealized a white baseball coach with 
whose children he played. He later 
named several of his sons after both 
white and Negro baseball players. He 
realizes that racial discrimination exists, 
and he considers it an evil, yet he ex- 
pressed no bitterness about it. He was 
always careful to point out that “there 
are good and bad white people. There 
are also good and bad Negro people.” 

Some simply deny that a race prob- 
lem exists. On one occasion when a sub- 
ject was asked to express herself re- 
garding racial discrimination, she al- 
most got angry because she felt that the 
interviewer expected her to express dis- 
like for white people. In effect she said 


very emphatically: “I don’t dislike white 
people, I don’t feel discriminated 
against.” 

Another subject, a former GI, likes to 
relate the negative experiences he has 
had with white persons, and expressed 
strong hostility toward them, and even 
fantasied about means Negroes might 
use to kill large numbers of white peo- 
ple at one time. He became frightened 
with his own ideas and hastened to add 
that Negroes would never do this be- 
cause they realize that “all men are 
brothers,” and wish that white people 
felt the same way. 24 

All of the racial attitudes expressed 
by our subjects who were socialized in 
the nuclear family had one important 
element in common: They think of ra- 
cial segregation and discrimination as a 
personal, individual phenomenon rather 
than the inevitable outcome of an im- 
personal social system. They interpreted 
all incidents involving discrimination as 
the doings of evil individuals. They de- 
fined race relations as relations between 
individuals in a face-to-face situation, 
such as is characteristic of family mem- 
bers. Discrimination was seldom of 
never discussed in terms of economics, 
political and social ideologies. 

Fundamentally their conception of 
“good” race relations was expressed suc- 
cinctly by one of the subjects who was 
the only Negro in a white outfit during 
World War II. When asked how he got 
along with his white buddies, he replied, 
“They treated me like a brother.” 

A definite double standard of sex 
morality prevails in the nuclear family. 
Normatively sex behavior is regarded as 
“proper” only between husband and 
wife. However, no great emphasis is 
placed upon morality as such. Yet when 
some member of the nuclear family de- 
viates from sexual norms other mem- 
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bers have no compunction about ques- 
tioning such behavior. This aspect of 
family control may be the primary rea- 
son why there is no reported illegitimacy 
among our family-centered subjects. 
Young people marry early and are en- 
couraged to have children. The men 
expect the women to maintain high 
moral standards, yet they may admit 
openly that they have extramarital rela- 
tionships. 

Insofar as social mobility is con- 
c rned, the nuclear family in the Negro 
c mmunity looms large in importance. 
‘though we hardly expect children 
izonr such families to become revolu- 
tionists or reformers, a relatively large 
number of outstanding Negro leaders 
come from such a family background. 
Even our lower-class family-centered 
subjects manifested occupational ambi- 
tions and a determination to “get ahead 
in life.” Regardless of social class posi- 
tion, those whose self-identity stems 
from family relationships manifested so- 
cial values which we have defined as 
middle-class. One sociologist referred to 
Negroes socialized in such families as 
“Black Puritans.” 


MARGINALITY 


Four of our representative subjects 
have failed to develop a satisfactory self- 
identity. This is evidently due to the 
fact that during the “identity-crisis” pe- 
riod of adolescence they were subject to 
strong conflicting psychological “pulls” 
from two diverse social worlds. Basic 
values in each of the different social 
worlds contradict or deny certain basic 
values in the other, An adolescent, then, 
socialized in a situation where two 
(or more) mutually exclusive sets of 
social values are forcefully presented, 
must necessarily develop an attitude 
of selection and rejection in order to 


develop any satisfactory ego identity. 

The main problem the adolescent 
faces in the process of selecting and re- 
jecting social values is the need to se- 
lect, first of all, some norm or criterion 
according to which certain social values 
may be accepted or rejected with a min- 
imum of frustration. Each distinct so- 
cial world provides such a criterion. 

The adolescent socialized in either of 
the ethnocentric social worlds discussed 
above is indoctrinated with the accepted 
criterion to be used in the process of 
selecting and rejecting social values. 
Furthermore, significant adults in his 
social world are always available to give 
social and psychic support when needed. 

Our “marginal” subjects have had, 
and are still having, dramatic struggles 
in their attempts to create for them- 
selves a consistent social world and self- 
identity. Presented, as they were during 
adolescence, with at least two contradic- 
tory sets of basic social values, they 
generally attempt to resolve this dilemma 
in one of two ways: 

1. Some spend their lives in a vain 
effort to synthesize certain social values 
that are basically inconsistent. For ex- 
ample, one of our subjects who was 
socialized in the matriarchy has not been 
able to completely identify either as a 
“daughter,” as the term implies in the 
matriarchy, or “wife,” as the term im- 
plies in the middle class. She wanted 
very much to be a wife, but she was un- 
able to give up being a daughter. And 
so she tried to force each of her two 
respective husbands to live with her in 
her mother’s home, where she could be 
both daughter and wife at the same time. 
As is characteristic of the matriarchy, 
this attempt at synthesis failed. 

The basic thing to remember about 
those who attempt to synthesize contra- 
dictory social values learned from dif- 
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ferent social worlds is the fact that they 
carry on this struggle because rejecting 
any basic value characteristic of a social 
world in which one is socialized is likely 
to be psychologically painful and result 
in feelings of guilt. 

2. Some who have no socially ap- 
proved criterion for choosing between 
conflicting sets of social values develop 
a highly organized Bohemian philosophy 
of life designed to legitimatize the grat- 
ification of their narcissistic needs. Con- 
sequently the criterion for selecting 
among social values is “It is pleasing 
to me.” When intellectualized, this atti- 
tude toward social values, as expressed 
by some of our subjects, becomes a kind 
of “principle.” One subject justified his 
aggressive, ganglike behavior in a mid- 
dle-class situation by this excited de- 
fense: “What you are asking me to do 
is to give up my principles, and that is 
all that I live by. . . . You are asking 
me to sell out.” 

Our subjects who have been unable 
to develop a satisfactory self-identity 
differed widely in the attitudes they ex- 
Pressed concerning certain common so- 
cial values. One subject who remains 
marginal between gang culture and mid- 
dle-class culture finds any one concep- 
tion of self painful and frustrating. Con- 
sequently, when participating in middle- 
class culture, and accepted as middle- 
class, he soon becomes uncomfortable 
and launches into a compulsive defense 
of his gang-oriented social values, Like- 
wise, when he achieves recognition as a 
professional gambler “on the ‘Ramp’ ” 
(a well-known center for gang activities) 
he will soon begin attempts to establish 
a middle-class identity by eloquently re- 
lating his noteworthy academic achieve- 
ments (he holds a Master’s degree in a 
highly respected field from one of Amer- 


ica’s top universities) and boasting about 
his upper-class “social contacts.” k 

Another of these subjects frequently 
passed for white. Yet when she was ac- 
cepted as white by those with whom she 
came in contact, she would deliberately 
and abruptly establish her Negro iden- 
tity. Once she worked in a plant that 
employed only white girls on a certain 
job. For the first few days she was anx- 
ious about being detected. After a while — 
she was satisfied that she had estab- 
lished a Caucasian identity. Soon she 
became uncomfortable in that role and 
set about the re-establishment of her — 
Negro identity. She did this by having.an — 
obviously Negro male escort her from 
the plant each evening. She did this 
knowing full well that she would lose — 
the job she enjoyed. 

One of the marginal subjects is still 
struggling to synthesize diverse social — 
values drawn from three of the social 
worlds in which she participated during 
her adolescence: the nuclear family, the 
middle class, and the matriarchy, It hap- 
pened in this way. Her parents died 
during the early years of her adoles-> _ 
cence, She went, eventually, to live with 
a matriarchal aunt, who sent her to a 
private graded school that was a symbol 
of middle-class values. Lacking the su- 
perior intelligence of some of our other 
marginal subjects, she has not spun for 
herself a neat narcissistic philosophic 
covering to veil her inconsistent social 
values. Therefore she was described by 
one of her interviewers as a “social 
chameleon” who tended to express atti- 
tudes that are basically inconsistent. 
Hence, she manifests the matriarchal 
fear and distrust of men, but rationalizes 
this attitude in terms of middle-class 
morality. She empathizes with members 
of her family, but they are not a source 
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of pride to her as is true of those so- 
cialized in the nuclear family. Instead 
she judges them meticulously according 
to rigid middle-class standards and hates 
them because they do not measure up. 

Unlike those socialized in a given so- 
cial world, and identified with a pri- 
mary social role that colors all of their 
attitudes, the socially marginal person- 
ality has no clearly defined social roles. 
All roles are, in effect, secondary. Thus, 
as we observed, if someone structures 
the situation in terms of color they re- 
act to color; if in terms of class they 
reveal convenient class attitudes; and if 
it is morality they express themselves in 
terms of morality. The most important 
characteristic of the attitudes they €x- 
press is the fact that they are not logi- 
cally consistent and are expressed out- 
side of any well-defined frame of ref- 
erence. 

Two of our subjects consistently man- 
ifested hate for accepted traditional 
rules and regulations. The young woman 
stated that “nothing makes me as un- 
happy as people who accept rules and 
regulations as though they came from 
God.” The young man in this category is 
best described as an iconoclast. For 
example, he has a wide knowledge of 
classical literature and drama, but de- 
lights only in writing where nontradi- 
tional ideas are being presented. He 
automatically identifies with the “out- 
sider,” the martyr, the iconoclast and 
the rebel in history. He takes great de- 
light, for instance, in pointing out the 
alleged immorality of Popes, the insin- 
cerity of white liberals, and the dishon- 
esty of our most respected Negro lead- 
ers. Though he aspires to establish him- 
self in a middle-class profession and en- 


joys the association of middle-class peo- 
ple, he joined a carnival club where the 
culture of African people is caricatured 
in a major parade. Over the years this 
parade has been repeatedly denounced 
by middle-class people. Not only did 
the subject join this club, but he wrote 
a history of the club in which he lauded 
the “contributions” it makes to the cul- 
tural life of the community. 


SUMMARY 

The social attitudes held by the sub- 
jects included in The Eighth Generation 
are much more closely related to the 
self-identities they developed as active 
participants in a specific social world 
than they are to a generalized social 
class or “color caste.” The ethos of each 
social world delineated in this paper 
articulates a cardinal social value that 
tends to color, even determine, the basic 
social attitudes of the individuals social- 


spectability” (however defined). For the 
matriarchy it is security, as provided by 
a cohesive female society. For the gang 
it is the protection of “masculinity” oat 
symbolizes escape from a “treacherous 
female world. For the nuclear family it 
is family solidarity based upon mutu 

affection and loyalty. And for the 
“marginals,” who have not achieved a 
satisfactory self-identity, it is independ- 
ence that stems from a narcissistic inter- 
of their role in society. Conse- 
quently, the attitude of a given subject 
held regarding the self, other, skin color, 
sex, religion, race, family and achieve- 
ment is due largely to ihe degree that 
he has achieved identity with some dis- 


tinct social world. 


pretation 
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2. An Atypical Stereotype of the Negroes’ Social Worlds 


HAROLD |. LIEF, M.D. 


Professor, Department of Neurology and Psychiatry, Tulane University 


School of Medicine, New Orleans, Lovisiana 


ost professionals in the field of 
M mental health are by now accus- 
tomed to hearing about the usual stereo- 
types and prejudicial attitudes amount- 
ing altogether to myths held by large 
numbers of whites toward Negroes. The 
Negro is often depicted as little better 
than a savage animal, intellectually and 
morally inferior, childish and irresponsi- 
ble, and supposedly unable to control 
sexual and aggressive impulses which 
are alleged to be excessive; or that the 
Negro is fun-loving, deferential, deeply 
loyal, dependent, fearful toward whites, 
and capable of hard physical labor with 
little need for rest or relaxation. 

There is another stereotype that has 
not been brought to the attention of 
mental health workers. This is a stereo- 
type held by some white liberals, peo- 
ple whose good will, good intention, and 
even good deeds are unquestioned. This 
stereotype proclaims that the Southern 
Negro lives in a social world that is al- 
most as different from the United States 
white social world as is the world of the 
Marquesans, the Tanala of Madagascar, 
or the Potlatch Indians of the Pacific 
Northwest. 

Reactions of these people to the de- 
scription of the social worlds of the 
“Eighth Generation” of New Orleans 
Negroes (1) have been similar to those 
of the lady who said, “I could have de- 
scribed those same people among mid- 
dle-class Jews living in Brooklyn.” Their 
surprise and incredulity represent a pre- 
conception, a prejudgment, hence liter- 
ally, etymologically speaking, prejudice. 


The preconception is that the effects 
of discrimination and segregation have 
been to produce a group of fanatic, eth- 
nocentric Negroes whose violent hatred 
of the whites is barely kept under con- 
trol and who, because of their ethno- 
centrism, have developed unique insti- 
tutions separating them irreversibly and 
irretrievably from the neighboring 
whites. This stereotype is by no means 
limited to Northern liberals. For ex- 
ample, a very prominent white liberal in 
a Southern city, a member of the board 
of directors of a Negro university, made 
a statement to the president of the uni- 
versity that desegregation was impossi- 
ble because the institutions and social 
worlds of the Negroes were altogether 
different from those of the whites. 

Lack of familiarity with real condi- 
tions among New Orleans Negroes pro- 
motes such fantasies among liberal well- 
wishers. A keen sense of what such 
bondage and servitude would mean to 
them causes overidentification with Ne- 
groes. This false point of view has been 
augmented by the “self-hate” hypothesis 
of Kardiner and Ovesey (2) which is an 
additional refinement of Dollard’s “frus- 
tration-aggression” concept (3). In this 
view, frustration due to discrimination 
inevitably produces aggression which is 
either acted out or, as Kardiner and 
Ovesey described it, is turned back on 
the self, with self-hate being accom- 
panied by the more or less unconscious 
wish to be white through identification 
with the aggressor. 

Because our studies have been in New 


OC —————_———————— 
_ 


AN ATYPICAL STEREOTYPE: H. I. LIEF 


Orleans and not in New York, all we 
can say with conviction is that the con- 
cept developed by Kardiner and Ovesey 
is not a generalization that can be ap- 
plied to American Negroes wherever 
they may happen to live. 

The effects of discrimination, includ- 
ing segregation, are bad enough. It isn’t 
necessary to exaggerate them because of 
such stereotypes. The effects, however, 
are far more subtle. Only a minority of 
the “Eighth Generation” subjects demon- 
strated self-hate because of racial fac- 
tors; where it was present, it was usually 
reflected only secondarily and was pii- 
marily the result of frustration within the 
family or within the Negro social world. 

Negroes employ other defenses. Frus- 
tration does not inevitably bring about 
aggression, either overt or covert. It 
would be impossible for a Negro to live 
in a segregated society and be continu- 
ally aware of the negative implications 
of being Negro, of being nonwhite. His 
perceptions change gradually and insidi- 
ously, so that generally he becomes far 
less aware of insults and humiliations. 
Insulation also goes on through group 
activity, so that children, especially of 
middle-class families, frequently have 
little contact with whites until they have 
some geographical mobility (at about 10 
or 12 years of age). Even television and 
movies, with almost 100 per cent white 
performers, are not perceived in terms 
of color (color TV means the same to a 
Negro child as it does to a white child). 

This process is a process of selectivity. 
We know that children are not recording 
machines or blank screens on which 
environmental stimuli are automatically 
imprinted. A child selects from thou- 
sands of daily stimuli those to which he 
responds intellectually or emotionally. 
Psychologists tell us that a four-year-old 
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child says 10,000 words a day and that 
a nursery school child literally has hun- 
dreds of child-teacher, child-child, and 
child-parent contacts daily. Out of these 
he must select those to which he re- 
sponds. 

In the strained relationships produced 
by discrimination, other psychological 
adjustments are resorted to. These in- 
clude certain types of accommodations, 
such as the “Uncle Tom” figure—the 
Negro who steps off a sidewalk to let 
the white man pass, expresses humble 
gratitude for discarded clothing, expects 
to be addressed by a first name, not nec- 
essarily his own, and to reply with such 
titles of respect as “Sir,” “Captain,” or 
“Mister.” 

Another type of defensive arrange- 
ment is a social world of the nuclear 
family in which the family is viewed es- 
sentially as a fortress against the outer 
world, white or Negro. In fact, each of 
the social worlds described in The 
Eighth Generation has built-in methods 
of insulating Negroes against the impact 
of discrimination. 

While distinct Negro institutions (not 
necessarily types of families) have arisen 
as a by-product of segregation, such as 
certain fraternal, church, and burial or- 
ganizations, it is still generally true that 
Negro institutions in the South generally 


closely resemble white institutions. In 
this case perhaps greatly different insti- 
tutions would interfere with the mecha- 
nism of denial and the changes in per- 
ception which have been likened to a 


horse wearing blinders. 
To be able to function at all, these 


defensive arrangements are necessary. 
ggression 


If not, the titer of anxiety and a 
would be too high and violence would 


erupt. 


Among many older Negroes these 
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protective devices have, through pro- 
longed usage, become established habits. 
The original resentment has burned out. 
Among the younger ones, however, be- 
neath the apparent compliance and con- 
formity, are anger, resentment, and fear, 
which necessitate continual defenses such 
as reaction formation, denial, somatiza- 
tion, and projection. Hypersensitivity is, 
of course, seen in some whose defenses 
are less adequate. 

The effect of all these security opera- 
tions is insidious and terribly damaging 
not only to the self-esteem but to the 
spontaneity, freedom of expression, and 
creativity of the Negro. His productivity 
and generativity are usually seriously 
damaged, and by middle age despair has 
given way to resignation and apathy. 
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OF THE BEHAVIOR OF AUTISTIC CHILDREN 
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Behavior of severely disturbed autistic children was brought under the control 
of an arbitrary environment by techniques of operant reinforcement. It was 
possible to sustain substantial amounts of behavior, as well as to widen aspects 
of the children’s behavioral repertoire. The experimental methods suggest objec- 
tive techniques for controlling the current repertoire of the child, as well as 
means for developing new behaviors by which the child may deal with the en- 
vironment, 


A PROMINENT feature of the autistic This paper describes such a method. 
child’s repertoire is a narrow range The general framework piss acd 
of activity and a small amount of be- ment is that of operant SERT 
havior controlled by its effect on the (4, 8). The focus of the PoE 
environment. Whatever the causes or method is on the consequence Oh aie 
antecedent conditions of the narrow havior as the a pia mera 4 
range of the autistic child’s activities, it Reinforcement is the major concept a 
might be possible to deal with them ex- refers to a technique i by teow it 
perimentally by building a new be- frequency of any The or: oe 
havioral repertoire beginning with ac- with a special ea, Pil Be 
tivities already in the child’s repertoire, ism acts an a te a renee the 
finding a method of sustaining them, and of this activity increases ssr In this 
then gradually widening their range. past Cet an eaa 
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experiment simple performances of the 
autistic children are experimentally de- 
veloped and maintained because of the 
specific effects they have on the child’s 
environment. As a result, the behavior 
being studied is, at least potentially, un- 
der close and manipulative control by 
the experimenter. These methods have 
been in wide use in the study of animal 
behavior, where they have provided a 
behavioral technology in respect to phy- 
logenetically general behavioral proc- 
esses. Experiments using the techniques 
of operant reinforcement with normal and 
feebleminded and psychotic children 
have already demonstrated the feasibility 
of the technical application and the gen- 
erality of some behavioral processes (1, 
233,026). general, the paradigm of 
these experiments has been to select a 
simple response such as pressing an elec- 
trical switch (key) and sustaining it by 
arranging some consequence relevant to 
the particular organism’s repertoire and 
its current level of deprivation. The re- 
inforcers used have included trinkets 
with nursery school children (Bijou); 
pennies with grade school children 
(Azrin); and candy with feebleminded 
and psychotic children (Lindsley and 
Azrin). In many of these experiments, 
the authors report large satiation effects, 
inability to sustain the performance of 
every subject, necessity of using brief 
experimental sessions and frequently 
weak performances, all presumably aris- 
ing from a reinforcer that is not suffi- 
ciently durable. 


SUBJECTS 


Three subjects have been studied in 
the experiment. 


Thomas, aged 10 and hospitalized 3 years, has 
been studied for 12 months. He had a normal 
motor and speech development, speaking short 


sentences until he was 2/2, when he devel- 
Oped severe rage reactions, wandering away 
from home, gradual loss of speech, an exces- 
sive reaction to changes in his daily routine, 
and withdrawing to a corner where he would 
remain for weeks. 


The second child, Margie, 11 years old and 
hospitalized 4 years, has been studied for 6 
months. Margie had a slower than normal 
motor development. The parents cannot recall 
with sureness any motor development mile- 
stones except her walking at 19 months. Her 
speech was definitely advanced, beginning be- 
fore her first birthday and proceeding quickly 
to well-formed sentences with good diction. 
Speech began regressing when she was 3 years 
old, gradually dropping off until she was mute. 
When speech was regained, it was not used 
socially but as a means of entertaining her- 
self. At 3 years she was cutting with sc’ssors 
but lost this skill, lost bowel and bladder train- 
ing, and control over her affect. She has never 
developed any peer relationships. 


Patrick, the third child, aged 344, was hospi- 
talized 14 months. He has been studied for 4 
months. In his first year he showed normal 
motor development but abnormal emotional 
development. He didn’t like to be held by his 
mother, would not look her in the eye, would 
not respond to his name, and shunned the 
approaches of his sibling. Changes in routine 
brought rage reactions. He has never devel- 
oped speech. 


Each of these three children shows 
the common characteristics of an ex- 
tremely narrow range of behavioral rep- 
ertoire, disorders in speech ranging from 
muteness to atypical speech with reversal 
of pronouns and echolalia, lack of con- 
trol or capricious control over affectual 
expression, and rage reactions with a 
change in routine. The boys have good 
physical development with no detectable 
neurological damage. Margie had a con- 
genital breast tumor removed by radium 
shortly after birth and has a reduplicated 
left kidney and ureter, However, she has 
excellent fine neuromuscular coordina- 
tion and a negative neurological exami- 
nation. All three children have normal 
electroencephalograms, Tommy and 
Margie had severe emotional traumata 
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in their first three years of life, living in 
homes where the mothers were de- 
pressed, the parents in extreme discord, 
and their handling of the children incon- 
sistent. Patrick’s home situation was 
much better. 

All three children are part of a special 
therapeutic program for autistic chil- 
dren in a children’s psychiatric hospital 
unit. 


SPECIFIC FRAMEWORK OF THIS 
EXPERIMENT 

The present experiment extends the 
work in this field by developing tech- 
niques for achieving a more durable re- 
inforcer as well as methods for generat- 
ing more complex activities. The two 
goals—developing a strong reinforcer 
and a complex repertoire—are closely 
interrelated. To develop complex forms 
of behavior it is necessary to have a 
durable reinforcer because of the inter- 
mittent reinforcement inevitably occur- 
ting whenever complex performances 
are developed. The ability of a given 
environmental consequence (reinforcer) 
to sustain an activity declines as the be- 
havior is less and less frequently rein- 
forced. As the reinforcement becomes 
More infrequent a durable reinforcer is 
necessary to continue to sustain the ac- 
tivity. A reinforcer able to sustain an 
activity when each response is reinforced 
might prove to be a very weak reinforcer 
When only occasional responses are re- 
inforced. Such a weakening of behavior 
by infrequent reinforcement might occur 
When we attempt to bring a given activ- 
ty under the control of a specific stimu- 
lus; for example, when we follow the 
key press of the child with food only in 
à green light and allow key presses to go 
Unreinforced in the red light. During the 
early stages of training, before the colors 
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come to control the child’s behavior, the 
child emits many responses (in the red 
light) which go unreinforced and which 
may produce a cessation of responding. 

In general, it is difficult to determine 
the durability of a reinforcer unless the 
behavior is maintained by intermittent 
reinforcement. Activities which have a 
high frequency of reinforcement will 
often be normally sustained even with 
weak reinforcers. Performances sus- 
tained under intermittent reinforcement, 
however, provide baselines which em- 
phasize the frequency of occurrence of 
the activity as datum and give a continu- 
ous measurement of the strength of the 
behavior and the durability of the rein- 
forcer. Under most conditions a response 
occurs less frequently as its frequency 
of reinforcement becomes less. An in- 
termittently reinforced baseline also 
minimizes satiation effects, permitting 
longer sessions in which to experiment 
with the performances. 

As a first stage in the experiment we 
therefore maintained performances of 
the children under intermittent reinforce- 
ment to provide a baseline for evaluat- 
ing and developing durable reinforcers. 
If we could sustain the child’s perform- 
ance under intermittent reinforcement, 
then we would have achieved a rein- 
forcer which could also maintain the 
child’s activity during the development 
of complex behavior. 


EXPERIMENTAL TECHNIQUE 


The experimental room contains a 
large number of devices which when op- 
erated either by a coin or direct key pro- 
vide some rewarding consequence for 
the child. These devices include: a pin- 
ball machine; a pigeon and trained mon- 
key both trained to perform only when 
the animals’ compartments are lighted; 
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Fic. 1. Schematic diagram of the experimental room. Each device had a coin slot, coin light 
and light which was on whenever the device was operating. The detail of the posture VION 
illustrates the typical arrangement. Also shown in detail are the matching-to-sample device an 
the coin slot, coin light arrangement on the 8-column vendor. 


a color wheel giving a kaleidoscopic ef- 
fect; a television set; a phonograph; an 
electric train whose speed and direction 
the child can vary; an eight-column 
candy vending machine with a separate 
light and coin slot in each column so 
that the child can choose the particular 
candy; a second vending machine which 
can deliver small trinkets or small pack- 
ages containing parts of the child’s lunch 
(both the trinkets and the food were 
varied from day to day and from subject 
to subject depending upon the subject's 
preference); a telephone handset with 


music through the earpiece; an electric 
organ; and a 35 mm. slide viewer. Fig- 
ure 1 is a schematized drawing of the 
experimental room. The room contains a 
one-way vision screen on the wall fac- 
ing the experimental devices. k 

During the first phase of the experi- 
ment we measured the frequency with 
which the subject pressed a key. This 
activity was sustained because it de- 
livered a coin (from an automatic coim 
dispenser) which, in turn, could be used 
to operate any of the reinforcing devices 
in the room. The major advantage of the 
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generalized reinforcer, aside from the 
possibility of the summation of reinfore- 
ing effects, is the wide variety of devices 
contributing to the reinforcing effect of 
the coin to ensure that at least one of 
the reinforcing devices would be rele- 
vant to the current deprivation condi- 
tion of the child. We do not know 
whether coins derive their reinforcing 
effect from a sum of the various uses of 
the coins or from the device currently 
relevant to the child’s deprivation. The 
hospitalized subjects were deprived of 
all food between meals. One of the hos- 
pitalized patients, Tommy, received his 
lunch during the course of the experi- 
Mental session (11:15 A.M. to 2:15 
P.M.). The second subject’s session was 
90 minutes long, and the third subject's 
60 minutes. In general the maximum 
length of the session was related to the 
level of deprivation and the rate of the 
child’s satiation by the reinforcing de- 
Vices in the room. 

The entire experiment was program- 
med and recorded automatically through 
automatic vending machines, relay, elec- 
tronic devices, and electrical recorders. 
Except during the first few days in the 
experiment, the child was alone in the 
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experimental room during the entire ex- 
perimental procedure. With few excep- 
tions there were no interventions even 
during the most severe tantrums. There 
was an explicit attempt to minimize 
tantrums or other emotional upsets 
caused by sudden shifts in the frequency 
of reinforcement by arranging the 
changes of schedules of reinforcement as 
gradually as possible so that the child’s 
behavior would be maintained strongly 
throughout. In general the frequency of 
tantrums declined continuously during 
the course of the experiment. 


THE EARLY DEVELOPMENT OF A 
PERFORMANCE 

Food and candy appear to be the ma- 
jor reinforcers available, and candy was 
therefore the reinforcer used during the 
child’s first introduction to the experi- 
mental procedures. Thereafter, the 
candy vending machine was supple- 
mented by the gradual addition of the 
different reinforcing devices. Reinforce- 
ment conditions were manipulated dur- 
ing the early part of the experiment to 
give an estimate of how much activity 
might be controlled by the coin rein- 
forcement and to demonstrate how 
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TABLE 1. SUMMARY OF DISTRIBUTION OF EARNED COINS IN THE 
VARIOUS REINFORCING DEVICES 


Tommy 
Margie 


Matching | Tommy 
Margie 


much of the child’s activity in the room 
was under the control of the specific 
parts of the environment that were ma- 
nipulated. 

When coins were delivered by press- 
ing a simple key the pattern of emission 
of the child’s behavior was like that nor- 
mally occurring under similar reinforce- 
ment conditions in other species. Figure 
2, Record A, shows a record of the per- 
formance of the boy when every 15th 
operation of the key produced a coin 
(fixed-ratio schedule of reinforcement), 
and when most of the coin-operated re- 
inforcing devices were already present 
in the room. Following the delivery of 
each coin (the oblique marks on the rec- 
ord) there is frequently a slight pause 
ranging from a few seconds to several 
minutes. Once responding begins, the 
boy presses the key rapidly (3 or 4 
presses per second) and continues until 
the reinforcement. The boy is continu- 
ously active throughout the two hours of 
the experimental session, either pressing 
the key for coins or using the coins in 
the various devices. During the two-hour 
session, 208 coins were delivered, Rec- 
ord B of Figure 2 shows a performance 
recorded for the 10-year-old girl under 
almost identical conditions. The per- 
formances are similar although this sub- 
ject deposited coins into different rein- 
forcing devices than did the first subject. 


Table 1 gives the distribution of each 
subject’s coins in the various devices. 
Occasionally coins are not used because 
the child drops them into inaccessible 
places such as behind a vending ma- 
chine. Limited data are available for the 
third subject, who has been in the exper- 
iment only a brief period of time. His 
performance corroborates the weak and 
narrow repertoires of the other children, 
however. In spite of the availability of a 
wide variety of reinforcing devices, all 
of this child’s activities are restricted to 
the food vendor. As more and more be- 
havior occurs under the control of the 
reinforcements of the experimental room, 
it may be possible to begin to widen this 
child’s repertoire. 


DEVELOPMENT OF COMPLEX FORMS 


Once it proved possible to sustain a 
simple activity for substantial periods of 
time and under conditions of infrequent 
reinforcement, we began to develop more 
complex forms of activity. The general 
plan here was to choose a variation in 
the child’s activities in the direction of 
the desired repertoire and shift the re- 
inforcement contingency in that direc- 
tion. We attempted to choose slight vari- 
ations so that reinforcement would not 
occur too infrequently, Once the child’s 
performance changed to conform with 
the new contingencies of reinforcement, 
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reinforcements were delivered only for 
further variations in the direction of the 
required performance. The same process 
was continued until the required per- 
formance was achieved, often over a pe- 
riod of many weeks. The rate at which 
the complex performance is developed 
cannot be predicted in advance, is 
tailored to the individual child, and de- 
pends upon how rapidly the child’s per- 
formance conforms to the new condi- 
tions of reinforcement. Too rapid a de- 
velopment of the repertoire may result 
in too low a frequency of reinforcement 
to continue to sustain the child’s activity. 
In the extreme case, too rapid a change 
in the forms of activity required for re- 
inforcement may result in an environ- 
ment that does not make contact with 
any performances currently in the child’s 
repertoire. In almost every case we 
changed the experimental procedures too 
rapidly, erring by assuming that the 
child’s repertoire was larger than it 
proved to be. As a result the conditions 
of reinforcement had to be returned 
closer to the original ones and the pro- 
gression made more gradual. 

In a first procedure, the child’s be- 
havior was placed under the control of 
the lights behind the plastic panel where 
the key was mounted, by delivering 
coins only when the panel was lighted. 
This control was developed without diffi- 
culty in all of the subjects with whom it 
was attempted. A second kind of stimu- 
lus control, developed by making the 
Coin slots and associated lights inopera- 
tive whenever the coin slot was not 
lighted, was developed with more diffi- 
culty. This control was carried out by 
lighting the coin slots after the delivery 
of every nth (2nd to 5th) coin. Coins 
deposited as soon as they were received 
in unlighted coin slots would be wasted. 
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The result was a “coin saving.” The 
child worked at the key, accumulating 
coins, until the coin slots on the various 
devices were lighted, and then cashed in 
the accumulated coins. The development 
of this discriminative repertoire also 
made it possible to study how the rein- 
forcing value of the coin depends on the 
number and kinds of machines in which 
the coin could be used. This could be 
done simply by turning off the appropri- 
ate coin lights. A second by-product of 
this technique was a sample of activity 
unaffected by the intercurrent eating or 
the use of the nonfood machines. 

A further extension of the discrimina- 
tive repertoire was provided by the 8- 
column vending machine containing a 
light and coin slot for each column. 
When a column became empty its coin 
light went out and further coins in that 
column were wasted. This arrangement 
permitted the coin to be exchanged for 
the particular kind of candy relevant to 
the child’s current deprivation. The slow 
development of the control by the lights 
on the 8-column vendor illustrated the 
minimal perceptual repertoire of these 
children. Even though one child’s be- 
havior had come under almost perfect 
control of the coin lights during the 
previous coin-saving procedure, the 
more complex matrix of lights and slots 
of the 8-column vending machine totally 
disrupted the previously acquired reper- 
toire. The control was re-established 
only by the addition of many procedures 
and some two months of training. 

The further development of more 
complex repertoires was carried out by 
reinforcing “matching to sample” (7). 
Instead of a simple key, the child faced 
three windows (see Fig. 1), each pro- 
ducing an electrical connection when 
pushed. A device behind the windows 
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Fic. 3. Graphic record of the matching procedure. Each matching Sequence is recorded as a 
response and cumulated against time, Records A, and A; give the correct and incorrect matches 
respectively for Thomas. Both recorders ran concurrently. Each segment is a 1-hour portion. 


Records B, and Bs give the records for Margie on the same procedures. The scale of the records 
is as in Figure 2. 


programmed a strip of paper on which 
could be painted or pasted any kind of 
visual material. The subject was first 
trained to respond to the sample ap- 
pearing in the center window. Touching 
the sample in the center window tended 
to force the child to attend to the stimu- 
lus and produced the second frame. The 
sample reappeared in the center window 
with a matching figure either to the left 
or to the right and a nonmatching figure 
in the remaining position. If the child 
touched the matching figure, a coin was 
delivered. If he touched a nonmatching 
window, the apparatus was disconnected 
electrically (time out) for a period vari- 
ously ranging from 1 to 20 seconds, 
During the time out, the device was in- 
operative and no further coins could be 
earned. The matching procedure was es- 
tablished gradually by first giving the 
child a coin when he touched any win- 
dow, and gradually approximating the 


final procedure over a period of several 
months. Once the child matched simple 
figures (for example, colored dots) the 
complexity of the material was gradually 
increased. Here again, introducing stim- 
uli too rapidly would result in many mis- 
takes, an’ increase in the amount of ac- 
tivity per reinforcement, and a low fre- 
quency of reinforcement. We have re- 
corded several large changes in proce- 
dure precipitating severe tantrums. On 
the other hand, procedural changes 
sometimes of an unusual sort had little 
effect when they did not change the fre- 
quency or amount of activity per rein- 
forcement. 

Figure 3 contains performances re- 
corded on the matching-to-sample pro- 
cedure where the stimuli being matched 
were large bold drawings of a circle, 
Star, rectangle, square, and a triangle. 
Each time the child matched correctly, 
the device moved to the next problem, 
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but every incorrect match interrupted the 
procedure for 6 seconds by disconnecting 
all of the circuits. Every 2nd correct 
match delivered a coin. Figure 3, Record 
A-1, is a record for the boy of the correct 
matches during a typical 170-minute ex- 
perimental session. The recording pen 
moves one step for each correct match 
and the delivery of coins is indicated by 
the oblique mark. As in the record shown 
in Figure 2 with simple key pressing, the 
boy is performing almost continuously 
during the entire experimental session 
with most of his behavior conforming to 
the requirements of the automatic envi- 
ronment. During this session 257 coins 
were delivered and used. The stimulus 
material is controlling the boy’s per- 
formance closely with only 44 inappro- 
priate responses out of a total of 1512 
correct matching sequences. The incor- 
rect matches are recorded on a separate 
recorder running concurrently. This rec- 
ord is shown in Record A-2 where the in- 
correct responses are emphasized by de- 
flecting the pen obliquely as was done in 
curve for reinforcements. 
Records B-1 and B-2 contain a similar 
performance for the girl for a 90-minute 
session. Again the performance is sus- 
tained almost continuously throughout 
the 90 minutes of the experimental ses- 
sion and the level of mistakes is about 
the same as for the previous subject, 6 
mistakes out of 220 correct matching se- 
quences. Table 1 also gives the distribu- 
tion of coins in the various devices for 
the matching procedure. 


the upper 


DISCUSSION 


The early results of this experiment, 
using the techniques of operant rein- 
forcement to sustain and widen the rep- 
Crtoire of autistic children, show that it 
is possible to bring the behavior of these 
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children under the close control of an 
artificial environment by means of a 
conditioned reinforcer possibly general- 
ized. After sustaining simple perform- 
ances it was possible to widen the be- 
havioral patterns of the child by the nor- 
mal processes by which behavior is sus- 
tained and altered in normal humans and 
in other species. While the behavioral 
repertoires developed in these children 
are still not nearly as complex as those 
involved in a normal social repertoire, 
they indicate at least the existence of 
normal processes at a very basic level. 
To date the results of these techniques 
do not suggest any basic deficit except 
in the rate at which these children ac- 
quire new types of behavioral control. 
Failures to develop normal performances 
as we get to more complex procedures 
will be difficult to interpret, however, be- 
cause such failures might be due either 
to a basic deficit or to our inadequate 
development of behavioral techniques 
for affecting the children. It is difficult to 
equate the complexity of the various pro- 
cedures to which the children are ex- 
posed, however. : 

We do not consider these techniques 
as attempts at rehabilitation but rather 
as experimental analyses of the actual 
and potential repertoires of these chil- 
dren, Perhaps these analyses can serve 
as guides for attempts to use the same 
processes of developing behavior in so- 
cial situations where the performances 
sustained and altered would be activities 
in respect to other persons (social) and 
where the important consequences sus- 
taining the activities would be the social 
effects of these performances. If it proves 
possible to develop and widen behav- 
ioral repertoires significantly in the ex- 
perimental room, then this would seem 
to indicate the possibility that the same 
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potential for behavioral change would 
exist in the social milieu if the proper 
conditions could be generated. In the 
same vein, systematic deficits in par- 
ticular areas may indicate deficient areas 
of control which may be of use in de- 
termining techniques for handling these 
children. 

It is not known, of course, to what 
extent the behavioral deficits observed 
in autistic children represent a basic 
constitutional or physiological deficit. 
The possibility of recording “lawful” ac- 
tivity in a situation where behavior of 
autistic children can be objectively re- 
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The authors offer a preliminary analysis of the functions of the School Mental 
Health Unit during the first two and one half years of its operation. They 
study the roles of the team members providing this consultative service. Men- 
tal health consultation in schools is discussed, and the positive and negative 
responses to this approach. They are primarily concerned with the opportuni- 
sg for raising the level of emotional health of all children and see consulta- 
tion as a two-way learning process for school and mental health staffs. 


1 iis School Mental Health Unit, a 
consultative service to the schools of 
Rockland County, has been in operation 
since the fall of 1957. A pilot project in 
the state of New York, it is county and 
state supported, and the second agency 
organized and sponsored by the Rock- 
land County Community Mental Health 
Board, the first being a treatment center. 

While the Rockland County Center 
for Mental Health was providing treat- 
ment services to children, many situa- 
tions required communication between 
Center and school staff. The Center, at 
that time, was unable to provide ade- 
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quate communication of this sort. Some 
of the questions raised which anticipated 
the need of a consultation service to 
schools were: What is happening to a 
troubled child in the classroom? How 
can we find opportunities to communi- 
cate with principals and teachers about 
this child? How can we help children 
who need guidance but something less 
than a therapeutic experience? How can 
we provide psychiatric, psychological and 
casework consultation to school psychol- 
ogists, school nurse-teachers and school 
administrators who ask for it? School 
administrators, the Vocational Board 
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director, school psychologists, the direc- 
tors of Rockland State Hospital and of 
its child guidance clinics, the directors 
of the Mental Health Center, the Rock- 
land County Community Mental Health 
Board, and the Community Services Di- 
vision of the State Mental Hygiene De- 
partment, all cooperated in the plans for 
a mental health consultation service to 
schools. 

In September 1957, the School Men- 
tal Health Unit began operation with a 
half-time psychiatrist, and a full-time 
clinical psychologist, psychiatric social 
worker, and secretary. 

The School Unit staff had had previ- 
ous experience in consultation to 
schools. The Unit thought neither in 
terms of case finding, nor diagnosis, nor 
even treatment—but in terms of consul- 
tation. It had as its chief concern not 
even the most seriously disturbed chil- 
dren but all of the children. The Unit’s 
goal was to assist school staff in their 
work of emotional education, to the end 
that the level of emotional health of all 
children would be raised. This was to be 
accomplished chiefly by helping school 
staff to a better understanding of the as- 
sets and needs of individual children 
during their development, and of the 
relationship of teacher attitude to the 
child’s school functioning. The School 
Unit’s services were to be available to 
the school community of 30,000 chil- 
dren in 9 districts and 54 schools. 

The kind of service offered by the 
School Mental Health Unit was related, 
as has been described, to the needs of 
the school community. More specifically 
it sought to support and catalyze existing 
psychological programs and provide op- 
portunities for these, through their con- 
tact with the work of the Unit, to de- 
velop ways of functioning which would 
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contribute more than they had in the 
past to the emotional health and good 
performance of the majority of the chil- 
dren. Well-established psychological pro- 
grams in schools and related to schools 
provided school psychologists, monthly 
child guidance clinics (of the Rockland 
State Hospital and under the able direc- 
tion of Dr. E. R. Clardy), guidance 
counselors in high schools and a testing 
program offered by the Vocational Edu- 
cation and Extension Board. Psycho- 
therapy under private auspices and pub- 
licly supported treatment were available. 

In addition to a concern for the early 
treatment and prevention of mental ill- 
ness in children, the School Unit hoped 
to touch the lives of the majority of the 
county’s children in the support of their 
emotional health. The progress desired 
was the raising of the individual child’s 
level of emotional health to the end that 
he might utilize his gifts to best advan- 
tage. The Unit said: 


We are not satisfied with the functioning of 
our “normal” children in school. Were we to 
offer our children’s teachers help in becoming 
aware of the individual child’s hidden feelings, 
strengths, and needs as each makes his haz- 
ardous journey along the developmental road, 
would those who instruct our young be better 
able to assist them to a higher level of emo- 
tional health? Would teachers who join us in 
the study of children and their assets and 
needs discover the relationship between their 
own feelings and attitudes and the ability of 
children with differing temperamental patterns 
to be productive in their classrooms? Would 
a prevailing classroom atmosphere of self- 
knowledge and responsiveness to the deeper 
and often subtly expressed needs of the child 
bring about greater creativity in thought and 
performance on the part of children? Would 
the consultants themselves become enriched 
in their knowledge of the child in the school 
setting, through their intimate exposure to the 
ideas and know-how of skilled persons in the 
educational field? 


These and other questions were asked 
by the staff of the School Unit as it be- 
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gan to consult with school people. One 
further question was immediate: How 
could a “team” approach apply to the 
needs of consultation in schools? A psy- 
chiatrist could have diagnostic inter- 
views with children referred to the Unit; 
a psychologist similarly could test these 
children and consult with school psy- 
chologists; a psychiatric social worker 
could interview parents if this seemed 
advisable and could give counsel to 
school nurse-teachers in their family 
casework roles. Functions related to the 
training and experience of each Unit 
staff member would indeed prove valu- 
able. Equally vital for mental health 
consultation to schools, however, was 
the communication which might involve 
any combination of the three staff mem- 
bers, making use of the training and ex- 
perience background of each, the inter- 
action products of these three back- 
grounds, the psychodynamic orientation 
resident in their professional insights, 
and the common knowledge of the im- 
mediate situation. Each consultant, there- 
fore, was prepared to communicate with 
various school people: administrators, 
guidance counselors, teachers and the 
like. The choice of a particular staff 
member as consultant was often unre- 
lated to the preparation of the Unit staff 
person for the task, but was dependent 
upon circumstances related to school or 
community. Usually it was judged apro- 
pos to send the director of the agency to 
consult with a chief administrator al- 
though the Unit psychologist might sub- 
sequently be called in to counsel on 
Some testing procedures used in the dis- 
trict. 

Hierarchical matching has become 
less important as schools and Unit have 
become better acquainted with one an- 
other. Anyone of the team members 
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might observe an 11-year-old boy in a 
classroom who responds to his teacher's 
repeated requests that he write a story 
by grimacing and delaying for most of 
the class period. Each one of the team 
would relate the boy's inability to begin 
his work to his fear that he would not 
be able to perform, and further, to his 
poor self-image as well as his identifica- 
tion with the picture of inadequacy pro- 
vided by his father, All three staff per- 
sons would see help for the child through 
contact of teacher and boy at the mo- 
ment of the difficulty. This contact might 
provide firm support of the child’s aware- 
ness that he could hurdle his under- 
standable fears and grapple with the 
task. Each worker would arrive at simi- 
lar insights by somewhat different routes. 
These insights would have been previ- 
ously enriched by discussions among the 
three Unit staff members of material 
garnered from all sources on the child. 
Although consultation is accomplished 
almost entirely in the schools themselves, 
the Unit office is the sine qua non of its 
activities. The team members, who most 
often travel their separate ways in the 
nine Rockland school districts, must have 
regular and frequent opportunities to re- 
rt their observations to one another 
and to coordinate their findings. Each 
consultant’s observations and responses 
are checked by other observations and 
the general knowledge of the staff of 
three. Essential to the use of case study 
as a tool of consultation is the Unit staff 
conference. Here the full findings of the 
social worker, the psychologist, and the 
psychiatrist in turn are brought to the 
consulting staff. From these findings is 
extracted material suitable and useful 
for communication to teachers in their 
group conference. In the meantime the 
child’s assets and needs as seen in the 
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light of the study are systematically 
listed. This list is methodically matched 
by recommendations which might be 
useful to the teacher and the school in 
guiding the child in his classroom and 
school. Each staff member accepts the 
responsibility for transmitting to the 
teacher group concepts that are germane 
to her usual sphere of activity. It will be 
seen that the teacher group conference 
thrives on free participation by all pres- 
ent in relatively informal discussion. 
However, the Uni staff soon became 
aware that careful planning prior to the 
teacher group conference makes for free 
and effective participation on the part 
of the Unit staff in the teacher group con- 
ference. This planning includes the dele- 
gation of responsibility for the transmis- 
sion of specific concepts regarding the 
child’s strengths, needs, and indicated 
aid. 

Unit staff conferences are held at 
least twice a week for an hour or more. 
They provide for administration and 
planning, coordination of activities, 
preparation for consultation, and re- 
search. The Unit’s home office also 
Screens requests for services and makes 
referrals to the proper agencies. It thus 
educates the community concerning its 
functions and offers limited referral serv- 
ices in a county where this activity is 
remarkably lacking. Important in this 
role is the Unit’s secretary, who must 
represent the School Unit for those who 
visit and call on the many occasions 
when all other staff members are work- 
ing in schools. 

Outside of the School Unit office and 
in the world of the school the proper 
functioning of a mental health consul- 
tation service requires continuous in- 
terpretation of its work to the schools’ 
administrators. Without these essential 
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contacts consultative work with teach- 
ers and other school staff has little 
meaning. Teachers in a group may study 
with a consultant the needs of children 
for many weeks, only to have all that 
they have learned denied by an admin- 
istrator’s decision concerning the han- 
dling of a child. Contact with the admin- 
istrator must be an integral part of the 
work with the child and his teachers. The 
School Unit is rendered more useful to 
the entire school when the principal is 
comfortable in the knowledge of every 
movement of the consulting team and 
himself fulfills a significant role in the 
coordinated activities of school and 
Unit. It is an almost invariable rule 
that the school principal is the chairman 
of the teacher group conference, which is 
the highlight of each study. The ques- 
tion of whether or not teachers feel in- 
hibited in the presence of their adminis- 
trator may be answered by the state- 
ment of the fact that those teachers and 
other school staff present in the confer- 
ence have all been seen in individual 
interviews with one or the other consult- 
ant. Private feelings, ideas and theories 
have been ventilated and teachers have 
been encouraged to present their unique 
offerings. It can be said, therefore, that 
they have been prepared for their con- 
tact with the Unit and their own prin- 
cipal in the group meeting. 

Important to our consideration of the 
relationship between School Unit and 
school administrators is the knowledge 
that the organization of a consultation 
service to schools was not in response to 
requests for this service from chief ex- 
ecutives. It cannot be said, therefore, 
that they conceived of the School Unit’s 
goal, that of raising the level of emo- 
tional health of all children, as their 
own. Resistance to the offerings made by 
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the Unit to the schools through their ex- 
ecutives would be expected. The Unit, 
too, in its initial contacts with chief ad- 
ministrators was in the position of selling 
a program which was not completely 
formulated and surely not yet of proven 
value. Administrators, therefore, were 
often reluctant to become involved in the 
new mental health activity, protective 
against any possible invasion or invidi- 
ous comparison of their already existing 
programs, and desirous of having the 
new agency diverted away from contact 
with teachers to work with some of the 
most seriously disturbed children for 
whom they had not yet found assistance. 

The Unit consultants in turn experi- 
enced feelings of rejection of their pro- 
gram which could in some instances ex- 
tend to the point of personal rejection. 
Here, with administrators, as in every 
other consultative situation in schools, it 
was imperative that the consultant rec- 
ognize that both consultant and consul- 
tee function to some degree both on a 
level of awareness and on a level of un- 
awareness, that is, that they are moti- 
vated both consciously and uncon- 
sciously. It was important for the con- 
sultant to have sufficient background 
information on the school and its commu- 
nity to have easily available insights into 
motivating factors in the executive's be- 
havior. Similarly, the consultant in his 
immediate contact with the administrator 
needed thoroughgoing awareness of his 
own response to nonacceptance on the 
part of the school representative. In the 
early days of consultation to schools it 
appeared that the needs of the adminis- 
trator often required an initial period of 
contact with the consultant during which 
the Unit could be totally rejected. This 
seemed akin to a period of catharsis. The 
consultant often thought that he 
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needed to “sit it out” and that when this 
revoking period was over an obstruction 
to communication would suddenly dis- 
appear. The consultant could then, in 
the same interview, interpret the offered 
program. The progression was storm, 
calm, and easier sailing, For the most 
part the calm persisted. However, at 
times, subsequent to the initial interpre- 
tation, the catharsis on the part of the 
consultee was repeated. By then, for- 
tunately, communication would have in- 
creased to such a degree, because of re- 
peated contacts between consultant and 
administrator, that the causes of the new 
break in communication could quite fre- 
quently come to light and present them- 
selves for open discussion. 

Consultation with administrators 
holds in common with work with other 
school persons the need for constant 
awareness of and alertness to the consul- 
tee’s personal and professional strengths. 
Gerald Caplan (1), out of his six years’ 
experience supervising mental health 
consultants in schools, believes that “the 
consultant may become not only an ac- 
cessory ego figure, but also an accessory 
super-ego and ego-ideal figure.” This is 
certainly true in some instances. How- 
ever, it would appear that dramatic and 
more durable positive movement is to 
be expected when the consultant is able 
to bring to awareness and vigorously 
support the consultee’s own ego strengths 
which are certain to be there. This 
would almost seem to require some self- 
effacement on the part of the consult- 
ant, and does demand a ready sensitiv- 
ity to the point where the consultee 
should be permitted to “go it alone.” It 
is better, through one’s attitudes, not to 
ask him to recall that his successful 
maneuvers needed temporary support. 

One of the creators of the School 
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Mental Health Unit was a school psy- 
chologist. He had been on the forefront 
of the community mental health move- 
ment in Rockland County since its in- 
ception and had contributed to its ad- 
vance from the stage of community 
education through the organization of 
treatment facilities to the most current 
period of concern with prevention and 
better emotional health for all. On Sep- 
tember 1, 1957, when the School Mental 
Health Unit opened its doors, a meet- 
ing of all school psychologists was held. 
They expressed their enthusiastic antici- 
pation of a consultative service which 
would provide consultation by each Unit 
staff member concerning the psycholo- 
gists’ work in the schools. There were at 
that time nine school psychologists. Dr. 
R. Gaston Scott, who had worked so 
assiduously in community mental health, 
was also an informal supervisor of the 
school psychologists. All nine were hired 
by the County Vocational Education and 
Extension Board. The schools contracted 
with this Board for their services. Dr. 
Scott became an important liaison per- 
son between the group of school psy- 
chologists, who had not existed as a 
functioning group until that time, and 
the School Unit. It was also clear that 
the small Unit team of three had the 
possibility of extending its work and in- 
creasing its effectiveness many times 
through the nine school psychologists, 
each of whom had a specific assignment 
in one or more school districts, Thirty- 
nine meetings of school psychologists 
were held in the Unit’s first school year. 
There was an average attendance of 
twenty psychologists per month and five 
each meeting. 

The group character of these meet- 
ings is of interest and importance. The 
Unit staff knew the school psychologists 
well through previous cooperative en- 
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deavors in county mental health, through 
individual contacts, principally between 
Unit and school psychologist, and by a 
detailed study of the training and experi- 
ence of the school psychologists made by 
the Unit psychologist. The group meet- 
ing, held once a week, had two leaders, 
the director of the Unit and the super- 
visor of the school psychologists. The 
two met for collaborative conferences at 
frequent intervals. There was soon an 
amazing “openness” on the part of the 
participants of the group, and all com- 
munications there were considered con- 
fidential. The Unit office also became a 
place where individual conferences be- 
tween psychologists from different 
schools could be held. Communication 
within the entire group was enhanced, 
and group goals were developed by the 
school psychologists. Early meetings 
were concerned with interpretation of the 
Unit’s goals and methods as well as with 
the means by which the schools, rep- 
resented by the psychologists, could be- 
come acquainted with these. Members 
of this group also helped the Unit to 
achieve intimate knowledge of their 
schools and the strengths and problems 
of the latter. There were discussions of 
specific school situations, giving particu- 
lar attention to the feelings and attitudes 
of school persons and changes in their 
responses. General school matters were 
considered. A discussion of the function 
of the school psychologist as consultant 
in the teacher-psychologist relationship 
included consideration of the ways to 
Support the interest of teachers in emo- 
tional health as well as emotional illness, 
means of helping the teacher to achieve 
an awareness of his own strength and 
creativity, and the opportunities for 
proving themselves teacher allies rather 
than judges. Six case studies were made 
during 14 group meetings. They in- 
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cluded investigation of the problems of 
a slow learner, a bright underachiever, 
and an adolescent involved in the court. 

Important in the development of Unit 
staff and school psychologists was the 
“feeling” for the right time to move out 
and leave the consultee on his own. This 
insight became valuable to the psychol- 
ogist-consultant in the school, the Unit 
in its relations with the school psycholo- 
gist, and the Unit with the entire group 
of school psychologists. Their close con- 
tact with the Unit had been vital to the 
psychologists and life-giving to the Unit. 
Separation, with the benefit of con- 
tinued close cooperation and integrated 
activities, had in the second and third 
years of the Unit’s life, its own rewards. 
The number of school psychologists had 
increased, on the demand of the various 
school districts, from 9 in 1957 to 14 in 
1959, 

In the Annual School Mental Health 
Unit Report for January through De- 
cember 1958 to the Rockland County 
Community Mental Health Board, the 
following specific attempts were made 
to clarify the terminology used by the 
Unit staff to describe its activities in 
schools: 

The overall method used by the School Men- 
tal Health Unit is consultation. Unit staff 
Members communicate to educators their 
knowledge of individuals and their develop- 
ment, including individual functioning on in- 
tellectual, emotional and attitudinal levels. 
This knowledge is practically useful to school 
Persons in their relationships with children. 
Consultation is a two-way communication and 
Unit staff members learn from the educator of 
the behavior of children in school groups. 
This information increases the usefulness of 
the Unit staff in further consultations. Con- 
sultation has been used as a general term to 
include all forms of communication between 
Unit staff and school staff. It describes brief 
communications concerning general school 
problems as well as a child under study. It 
may refer to the work of a staff member with 


a group of teachers for an entire evening on 
a once-a-month basis, or the activity of a Unit 
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staff person in leading a Parent-Teacher As- 
sociation discussion. 

A limited consultation is a communication 
concerning a school child between school per- 
son and Unit over a period of a few minutes 
to several hours, which is less complete or 
thoroughgoing than a case study. 

Contact is the word used to describe any 
specific communication between Unit staff and 
individuals related to schools. It assumes that 
the communication has meaning for the work 
of the School Unit. It has been used synony- 
mously with consultation. 

A case conference, or teacher group con- 
ference, is a group meeting of school admin- 
istrators, teachers, other school staff and one 
or more School Unit staff members for the 
purpose of discussing the problems, the find- 
ings, and the recommendations of the group 
concerning a child under study. The meeting 
is chaired by the administrator and planned 
with the school psychologist and other staff 
persons. 


The process of consultation is in es- 
sence communication. One referral of a 
child with school phobia to the Unit was 
initiated by the psychologist after consul- 
tation with the elementary supervisor of 
the district. The referral was accepted by 
the Unit psychiatric social worker. The 
psychologist was free to communicate to 
the Unit, in his referral, the fact of in- 
volvement of the local village, grandpar- 
ents and parents, superintendent of 
schools, elementary supervisor, princi- 

al, school nurse-teacher, as well as the 
interacting attitudes of all. The next 
move on the part of the Unit was to 
“check in” with the elementary super- 
This move was based on the 
knowledge of the relationship between 
the supervisors, other school persons 
and the village, between the supervisor 
and the psychologist, and the role of the 
supervisor in the district's total Sius 
ture. This contact then proved an “open 
» to the child’s family, the prin- 
the teacher, the school nurse- 
teacher, and the child. There were 13 
contacts with 7 individual school staff 
persons prior to a teacher group COn- 


visor. 


sesame 


106 


ference of all school staff participating 
in the study. 

In this consultation with the school 
district and its parts, knowledge of the 
school’s structure, its relationship to the 
village, the freedom permitted each con- 
sultee in his specific role and, above all, 
each consultee’s strengths and needs in 
the particular situation were essential. 
There was, implicit in this consultation, 
respect for each consultee’s expertness 
and the fact that he functions on the 
same level in his field as the consultant 
does in his, his own insight into the im- 
mediate situation, and his desire to co- 
Operate in finding a solution to the prob- 
lem. In the contact of consultant with 
consultee were new demands for discov- 
ery of personal strength to support posi- 
tive movement in the situation and for 
attitudinal changes toward child, par- 
ents, and other staff members. The Unit 
operates on the premise that such atti- 
tudinal changes can occur and that such 
strength is resident in the individual, al- 
though the consultee may not immedi- 
ately become aware that this is true. 
Resistance and even hostility to the 
proffered demands are to be expected, 
The consultant gives little attention to 
expressions of anger and resistance, as 
compared with a therapeutic approach, 
except to permit catharsis of the same. 
In such an instance, the consultant may 
discontinue the consultation for the time 
being, only to provide other opportuni- 
ties for future contact with the same 
consultee after the need for the attitudi- 
nal change and the recognition of his 
strength have percolated through to con- 
sciousness. In other situations, it has 
been necessary for the Unit to ground 
itself at the point of resistance and make 
an opportunity of what might have been 
considered a failure to achieve effective 
communication. This was true when the 
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Unit was limited to contact with a sin- 
gle school in a large district. The Unit 
then put all of its efforts and time, which 
it expected to allocate to the district, into 
the work with the one small kindergar- 
ten-sixth grade school. This became a 
demonstration project in which the effi- 
cacy of consultation to schools could be 
fully tested. 

More specifically, contact between 
consultant and consultee provides an 
opportunity for the school person to 
bring into the open his ideas and his 
concerns. He hears these and often dis- 
covers that he has been accomplishing 


“more than he knew.” The consultant 


always emphasizes the positive aspect 
of the school person’s communication 
and points to elements which could well 
lead to a solution. The consultant raises 
questions which provoke further thought 
on the part of the consultee and pro- 
vides analogies from casework, testing 
situation, and playroom which match 
the problem situation and point to par- 
ticular needs for response. He remains 
aware of the validity of what is spoken 
and unspoken by the consultee and re- 
mains supportive, nonjudgmental, and 
accepting of rejection of his contribu- 
tions. The consultant increases his own 
knowledge within the contact. All com- 
munications remain confidential. 

Consultation, in Unit terms, is an ap- 
peal to strength. In one kindergarten- 
sixth grade school, principal, school 
nurse-teacher, school psychologist, the 
child’s teacher, former teacher, and spe- 
cial reading teacher were gathered with 
the Unit team for a teacher group con- 
ference. Twenty-three school contacts 
had been made with eight individual per- 
sons by four Unit staff members. (This 
includes the Unit's first interne psychol- 
ogist.) In what ways was strength elic- 
ited in this group? 


LAWRENCE, SPANIER, AND DUBOWY 


The child under study belongs to a relatively 
poor family which lives not far from the 
school. This family is a rare member of the 
low income group in a predominantly middle 
class community. The father, a steady worker, 
has lived a withdrawn life since his youth be- 
cause of a marked physical deformity. The 
school nurse-teacher was eager to function as 
a family caseworker in this situation and 
tended to follow her natural inclination to give 
fully, not only of herself, but of goods and 
services which the family appeared to need. 
She also found communication with her prin- 
cipal easy and was in a position to interpret to 
him the family’s needs. Eliciting the school 
nurse-teacher’s strengths consisted of encour- 
aging her demonstration of the principal’s con- 
cern for the family and its child to the family, 
and helping her to a greater awareness of how 
it feels to be a child from the lower economic 
group in a middle-class setting This insight 
demanded that she and her teachers refrain 
from a sentimental sympathy which would 
offer the child three ice cream cones. There 
appeared instead opportunities for the nurse 
to ask both parents, who are basically able 
and intelligent people though depressed, to 
share in the work of the Parent-Teacher As- 
sociation as well as in some emergency repair 
for the school. 

The nurse was guided in making a referral 
to a family agency outside of the school. She 
was able, then, to desist from using the school 
for extensive charitable enterprises for the 
family. Having become aware of the nuances 
of self, despite anger, fear and resistance on 
the part of the family members toward the 
community, the school and each other, the 
nurse has used herself effectively in this situa- 
tion, Her role in the school has through this 
study achieved a new perspective. 

_The principal, prior to the conference, had 
visited the child’s father in his home. The 
principal wisely opened the conversation with 
Some talk about their mutual hobby—fishing. 
The father, habitually withdrawn, began to 
talk eagerly of his fishing experience when 
suddenly he stopped, saying, “You don’t want 
to talk about that. Get to the point.” The 
Principal naturally experienced great feelings 
of rejection and wondered if further contacts 
Were possible with this parent. Within the case 
study conference he was able to relate the 
father’s attitude to his own fear of rejection 
and feelings of lack of worth. The principal 
could then make plans for further contacts 
With this father in which his knowledge of this 
Parent would sustain him in the demonstration 
Of the strengths of both father and son, and the 
Possibility of each finding value in the other. 

Each teacher present at the teacher group 
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or case study conference had had one or more 
interviews with a Unit team member. The 
strengths of the child under study and his fam- 
ily had been stressed. Their own knowledge of 
his strong points and how to assist him in 
making use of them had been underlined. In 
the group conference the child's last year's 
teacher, having indicated her awareness in 
retrospect of much that was good in the boy, 
finally commented on the importance of “the 
little things that count” in observing a child 
and determining needs that are not readily 
apparent. The boy's current teacher readily 
admitted her displeasure with his apparent 
laziness and unpleasant mien. With the help 
of the psychologist’s interpretation, she could 
understand his difficulty in starting a task and 
his need for assistance at that point. She had 
been hiding from her colleagues the fact that 
she had, a little while before, begun to keep 
him after school to “start” him on his home- 
work. It was clear, in the light of the Unit's 
detailed classroom observation of the child, 
that this was exactly what he needed. The 
school psychologist was newer to the school 
than the Unit's contact with this district and 
school. The case study team, which included 
the school psychologist, developed, within the 
conference, knowledge of many strengths in 
the school that were quiescent and even un- 
known. F 

To complete the picture of consultation to 
discover strength, the small 13-year-old boy 
himself responded to the spoken question 
“What do you like best about yourself?” in 
the psychiatric interview, as well as to the 
school’s unspoken new attitude to him which 
asked the same thing, with combed hair, neat 
clothes and increased endeavors in the class- 


room. 

It is our belief that this concern for 
strength and need should be exerted for 
our “normal children,” who comprise 
most of the school population. Studies of 
normal children prove profitable when 
administration, teachers, and other 
school staff are able to develop an eye 
for what each child has to use in his own 
fulfillment. These studies provide in- 
sights into the needs, both surface and 
hidden, which must be answered at each 
step in his developmental ladder if he is 
to profit fully by his educational experi- 
ence. The Unit, therefore, although rec- 
ognizing the need to initiate activity 1m 


108 


schools at a point where the schools find 
the work of the Unit acceptable, keeps 
clearly in view its goal to assist in raising 
the level of emotional health of all chil- 
dren. To that end, it begins with a con- 
sideration of the needs of emotional ill 
health only to educate school persons to 
a fuller understanding of what is to be 
gained by applying our concerns also to 
the healthier and vastly larger group. 
Here are all of our children in whom lie 
our hopes. 

We believe firmly that the object of a 
child’s training is “the full development 
of each of the principal elements of [his] 
nature: the mind, the body, and the 
heart.” It is surprising to note that this 
quotation is a statement of a principle 
held by one Vittorino da Feltre, the mas- 
ter of a school for sixty or seventy boys 
and girls in the dominion of Mantua, in 
1423. He himself stated, “Whatever our 
own predilections may be, we recognize 
that we must follow nature’s lead.” He 
declared that “everyone has some gift, if 
only one can discover it,” and in the 
words of Iris Origo, “he, therefore, be- 
stowed especial pains upon the dullest 
boys, trying to find some subject or skill 
to meet his needs.” Perhaps a final com- 
ment should be, “There is nothing new 
under the sun.” 
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is described. Its goal is to assist school 
staff in their work of emotional educa- 
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School Unit seeks to support and cata- 
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aid the school in raising the individual 
child’s level of emotional health. 
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tice communication with schools with a 
common approach because of the inte- 
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and insights of all three team mem- 
bers. 

The proper functioning of a mental 
health consultation service to schools re- 
quires continuous interpretation of its 
work to the schools’ administrators. 
School psychologists play an essential 
role in the total functioning of the School 
Unit. 

The process of consultation as ex- 
perienced by the School Unit is eluci- 
dated. The consultee’s awareness of his 
own strength is the chief response 
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This article describes a residential program of therapy for emotionally dis- 
turbed children operated by the Jewish Children’s Bureau of Chicago, in- 


cluding an educational program provided by the Chicago public schools. Out 


of three years of experience with the 
set of principles for the determinatio; 
school and the agency, for the selection of ch 
cational program within the institution as distingui 
attend a neighboring public school, and fo 


program in an institution setting. 


program the authors have developed a 
n of the relative responsibilities of the 


ildren who need a modified edu- 
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T" NEEDS of emotionally disturbed 
children are receiving increasing at- 
tention from health agencies and from 
child care agencies. Programs involving 
residential treatment are still far from 
adequate to the numerical needs of most 
communities, but are becoming more 
common. Since therapy for a child dis- 
turbed enough to need residential place- 
ment away from home is a long-term 
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affair, provision for the education of 
these children, no matter how disturbed, 
becomes a matter of much concern. 
The Chicago public schools have co- 
operated with several different agencies 
and have developed quite different pat- 
terns for the division of responsibilities, 
according to the needs of each setting. 
These will first be sketched to give some 
idea of the background out of which 
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have grown the ideas and theories we 
have attempted to systematize in this 
paper. 

We will first examine the hospital pro- 
grams. Precedent for the schools to pro- 
vide teachers for children in psychiatric 
wards could clearly have been derived 
from long-existing programs in the pedi- 
atric, orthopedic, cardiac and other 
wards, but the considerable delay in set- 
ting up such programs testifies to a deep 
feeling on the part of both hospital and 
school personnel that the psychiatric 
problem was different—perhaps that 
education and psychiatry did not mix. 

Hospital teachers have long met ex- 
tremely difficult problems with perse- 
verance, daring, and ingenuity. Teachers 
were assigned to the municipal tuber- 
culosis sanitarium a half century ago 
when TB was a sentence synonymous 
with death. Another hospital teacher has 
a room of young people, each in an 
iron lung. A bright lad paralyzed from 
the neck down was taught to carry on 
his high school work, operating an elec- 
tric typewriter with a pencil strapped to 
his forehead. When a youngster lost both 
hands as well as his sight in a home 
chemistry experiment, the regular hos- 
pital teacher was supplemented by a 
Braille teacher who tried teaching him 
to read Braille with his toes: when that 
was not very successful, she taught him 
to use his lips to read Braille and to op- 
erate his Braille writer with a prosthesis, 
beginning while the stench of rotting 
flesh from his chest burns was almost 
more than the teacher could stand. All 
these and a thousand other difficulties in 
the way of education are continually be- 
ing surmounted by the joint effort and 
ingenuity of the teacher, parent, doctor, 
nurse, occupational therapist—and most 
of all, by the young patients themselves. 
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It did not occur to either the medical or 
the school people to say no to even the 
most difficult or hopeless cases, as long 
as there was a physical illness or disabil- 
ity, even though the psychological prob- 
lems might also be very great. 

Yet in the same hospital where great 
ingenuity was displayed in finding ways 
to make education available to every 
crippled or ill or cerebral-palsied child, a 
psychiatric ward, staffed and operated at 
the highest level of medical and social 
work competence, carried on for three 
years before it occurred to anyone to 
ask for a teacher. A staff of nurses and 
occupational therapists supplemented the 
work of psychiatrists and psychiatric so- 
cial workers who carried on individual 
therapy sessions with every patient. 
Many children with homicidal and suici- 
dal tendencies were included; violent be- 
havior was common. Most of the ward 
personnel had discolored shins and teeth 
marks to show for their labors. 

Looking back, we ask ourselves why 
for the first three years of this program 
no request for teaching service was 
made, and why the teachers serving 
other wards in that hospital made no 
offer to serve. In part, of course, this 
situation might arise from a conviction 
that these children were too disturbed to 
profit from a teaching situation. Their 
attention span would be too short, their 
behavior too unpredictable, their con- 
centration nonexistent. Yet these are 
obstacles of a kind (if greater in degree) 
with which teachers are used to coping. 
Are they any less surmountable than the 
variety of physical impediments? Are 
they more formidable than the psycho- 
logical problems surrounding a child’s 
reaction to long invalidism and depend- 
ency, or to the shock of adaptation to 
a tragically altered world? We doubt 
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that it was a real feeling that education 
was inherently impossible; rather it 
seems that both hospital and school per- 
sonnel felt some incompatibility between 
the therapeutic approach and the edu- 
cational approach. The social worker 
and the psychiatrist, perhaps, held a 
naive stereotype of a mythical school- 
teacher as a frustrated old maid insensi- 
tive to children’s feelings, causing more 
emotional turmoil than psychiatric meth- 
ods could allay. The schoolteacher, 
adept at establishing rapport with fright- 
ened, hostile or overly exuberant chil- 
dren, perhaps held an equally naive awe 
of anything with the label of psychiatry; 
she perhaps thought that the children in 
such a ward were totally apart from any 
she had ever seen, and that the psychi- 
atric personnel held magic wands to cure 
their ills. 

_ After the psychiatric ward had been 
in operation for three years, the psy- 
chiatrist in charge asked for a confer- 
ence with the supervisor of the public 
school hospital instruction program, and 
hesitantly suggested a trial teaching pro- 
gram. He covered his hesitation by 
launching immediately into a descrip- 
tion of the qualifications the teacher 
must have—a teacher with intensive psy- 
chiatric orientation in order to be able 
to work with the ward personnel and 
not to upset the permissive conditions 
they were striving to attain. The super- 
visor pointed out that practically all 
teachers trained in the past 25 years had 
More than a nodding acquaintance with 
mental health concepts, whether through 
a course in mental health or an intensive 
exposure to mental health ideas in their 
courses in child development, adolescent 
Psychology, etc., but that few had had 
a personal or a didactic analysis, or in- 
tensive training in psychotherapeutic 
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techniques. No teachers with this kind of 
background were on the hospital trans- 
fer list. All teachers on that list were ex- 
perienced, successful teachers, highly 
recommended for their personal ability 
to get along with children and parents, 
their ingenuity in meeting a variety of 
problems, and all had had a prescribed 
course of training for teaching the phys- 
ically handicapped—a training which 
included courses in mental health, the 
psychology of exceptional children, eval- 
uation and diagnostic techniques, ete. 
In other words, the schools said, “We'll 
send you a good teacher, specially se- 
lected as to personal traits and as to in- 
terest, but she will be a teacher, not a 
therapist. We will send her provided you 
supply a classroom away from the ward 
distractions, equipped and furnished to 
give an air of a classroom, not a recrea- 
tion room; and if you leave the teacher 
free to be a teacher, to let the children 
know her expectations as to behavior in 
the group, to excuse for the day and re- 
turn to the ward those who cannot or 
will not conform.” 

Months of discussion, negotiation and 
planning followed. There was increasing 
awareness that the situation was becom- 
ing desperate. Some of the same children 
had been on the ward for the entire 
three years—from their fifth to their 
eighth, from their seventh to their tenth 
birthdays—without instruction in read- 
ing, writing, arithmetic. Reluctantly, per- 
haps against his better judgment, the 
psychiatrist in charge gave up on his re- 
quirements for teacher training and his 
specifications as to freedom and lack of 
frustration in the classroom. He agreed 
to let the teacher participate in the reg- 
ular meetings when progress of individual 
children was assessed, hoping that the 
teacher would learn a little, as indeed 
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she did mightily from this experience; 
not realizing, as he said later, how much 
the teacher would have to contribute to 
these staff discussions. 

The school program was an almost 
immediate success. Ward personnel stole 
downstairs to observe in wonder. The 
teacher had no bites and no bruises, but 
neither did the children appear to have 
external or internal bruises to show how 
the teacher attained these results. Cer- 
tain common four-letter words disap- 
peared from the schoolroom vocabulary. 
Initially, academic progress was little 
short of miraculous for some children; 
they had been literally starved for a 
chance to learn. Later, progress came 
more slowly, more erratically; ups and 
downs in attention and concentration 
and progress were necessarily common; 
but the school hours remained a relative 
haven of peace. It had been feared that 
progress in therapy might be slowed 
down by the necessity of the child to 
change over from the permissiveness of 
the play therapy and individual therapy 
sessions to the classroom routine, but 
this did not appear to happen. 

If we seem to be reciting a patent 
medicine type of success story, let us 
hasten to add that the operation was a 
success but the patient died. Within two 
years of the initiation of the teaching 
program, the ward was closed and the pa- 
tients were transferred from the hospital 
to other facilities—for reasons that we 
assume were unrelated to the teaching 
program. At least when an adolescent 
psychiatric program was later established 
in the same hospital, an immediate re- 
quest for a teacher was made. 

In another hospital, the psychiatrist 
in charge of a psychosomatic unit was 
eager to have a separate teaching pro- 
gram for her charges. A classroom in 


her wing was set up and furnished. How- 
ever, the number of children did not 
increase as had been anticipated, and 
it proved more economical of teacher 
time to have the children continue to 
come across a large hospital to one of 
the three classrooms that existed in 
another wing. The teacher and the 
school supervisor in charge were some- 
what relieved, feeling that although the 
children missed some days when they 
were too disturbed to make the trip, they 
were on the whole better for having 
mingled with the less disturbed children 
from the medical and orthopedic wards. 
It was, however, from this psychoso- 
matic unit that were initiated the first 
experiments in having children still resi- 
dent in the hospital attend a neighbor- 
hood school. A point in convalescence 
was recognized at which the child still 
needed protection from the home and 
community environment in which his 
psychosomatic symptoms had developed, 
when he needed to continue therapeutic 
sessions, but when he could try out his 
increasing independence and self-confi- 
dence by attending regular classes. 

This gave the schools some back- 
ground of experience to deal with the 
request of the state hospital that con- 
valescent high school students, still resi- 
dent and under treatment there, be al- 
lowed to attend a neighboring high 
school. The state hospital had its own 
teaching staff, under state civil service, 
as do all the Illinois state schools and 
hospitals for the mentally retarded, deaf, 
blind, crippled, and emotionally dis- 
turbed, so that there were no Chicago 
schoolteachers within the hospital. This 
program has been successfully worked 
out, after several unsuccessful attempts 
with individual children. One factor in 
the initial difficulties may have been the 
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afore-mentioned lack of Chicago school 
personnel within the hospital to give 
ward personnel realistic guidance in de- 
ciding when a child is ready for the tax- 
ing ordeal of public school attendance 
while residing in an institution. 

The Institute for Juvenile Research, 
the ancestor of the child guidance clinics 
of the nation, has long had close work- 
ing relationships with the Chicago pub- 
lic schools. When its long hoped for 
residential unit for disturbed children, 
the Healy School, was opened five years 
ago, some public school administrators 
felt a little cheated that legal and ad- 
ministrative regulations made it impossi- 
ble for them to provide the teachers that 
would have kept the school system in 
closer touch with the development of an 
institution. The Healy School, of course, 
recruited its own teachers and adminis- 
trative staff, under state civil service, 
and developed an educational program 
inherently knit into the therapeutic plan. 
The neighboring public school has co- 
Operated closely in providing for the 
children who were thought to be suffi- 
ciently convalescent to be able to utilize 
public school placement for a part or a 
full day. Only one out of seven trials has 
proven unsuccessful, and that involved 
a boy about whom the Institute had 
considerable question before his enroll- 
ment. 

Out of these experiences, school peo- 
ple, administrators and teachers, have 
come to accept the fact that emotionally 
disturbed children are not per se ex- 
cluded when we vaunt our philosophy 
that education must be available to all 
children, with appropriate adaptation to 
the individual needs of each. We have 
come to the following conclusions. 


1. Each emotionally disturbed child should 
attend his neighborhood school so long 
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as he is able to benefit from such at- 
tendance; and this is frequently the case 
even though he may be emotionally dis- 
turbed, may be under psychiatric ther- 
apy, or may be resident in an institution 
for the disturbed. 


. If the child is too disturbed to attend a 


regular classroom in a regular school, 
education in a special class in the hospi- 
tal or institution is still feasible. The pub- 
lic schools should provide the teachers 
when the institution does not have its 
own teaching staff. Since our first ex- 
periences with such a program were in 
hospital settings, it is natural, but perhaps 
not now seen as entirely logical, that this 
type of service has continued to be pro- 
vided under the “hospital program,” with 
teachers having affiliation with schools 
for the crippled—for payroll and super- 
visory purposes. 


. The teaching act must retain its educa- 


tional rather than “therapeutic” orienta- 
tion. The basic goals of the psychiatric 
therapist and the school are very similar 
when we look at any statement of phi- 
losophy of education, at the seven car- 
dinal aims of education so frequently 
quoted a generation ago, at the nine ma- 
jor functions of living that are the ac- 
cepted goals of the Chicago schools, But 
the day-by-day goals and the vehicles by 
which they are attained are very differ- 
ent. The values of the classroom may be 
stated in measurable achievement in 
reading, writing and arithmetic, in social 
studies, art or science, or may be esti- 
mated in progress toward the broader 
goals of mental and physical health, of 
independence and self-confidence, of 
learning the joy of service to others. 
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of children we are discussing it cannot 
possibly be maintained in groups of more 
than 5, or 10, or 15—depending on the 
nature of the group. 

5. The group itself is part of the educa- 
tional process and part of the classroom 
therapy. Home instruction loses the 
values of group discipline, the interac- 
tion of children that makes vivid the re- 
wards of group cooperation as well as 
the punishments natural to antisocial be- 
havior. Chicago public schools provide 
home instruction on the basis of psy- 
chiatric recommendations with the great- 
est of reluctance, and have avoided de- 
velopment of such a program. 


From this background of experience 
have developed two current programs 
of providing teachers for residential 
treatment units under the auspices of 
child care agencies—the Jewish Chil- 
dren’s Bureau and Randall House (of 
Episcopalian support). These came 
about in quite different fashion than 
the hospital programs where inpatient 
treatment was the rule and public school 
placement an innovation. At both of 
these children’s institutions, the original 
intent was to have all children attend the 
neighborhood public school, while 
therapy was planned through psychiatric 
treatment at the JCB and environmental 
therapy at Randall House. 

At both institutions, it soon developed 
that a number of the children were too 
disturbed to be accommodated in the 
regular program at the neighborhood 
public school. Each set up a classroom 
within the residential unit and asked the 
school system to provide a teacher. The 
first experiment was at the Freund Unit 
of the Jewish Children’s Bureau, 

Since the program was established by 
the public schools under its hospital in- 
struction program, in which a pupil- 
teacher ratio of 10 is maintained, the 
agency provided a second teacher to 
work with the one teacher assigned 


PRINCIPLES OF AGENCY-SCHOOL COOPERATION 


at Freund, reducing the ratio to 5. The 
institution also provided space, furni- 
ture, and a director. The public schools” 
provided, in addition to the teacher, in- 
structional materials, and supervision — 
from a school principal and from the 
central office staff of the Department of — 
Special Education. Since the hospital 
teachers are assigned as staff of one of — 
the four schools for the physically handi- 
capped, the children and the teacher were 
considered as being part of the Burb 
School, which is located at a considera- ` 
ble distance from the residential unit. — 
This administrative provision meant 
that the program was in some sense 
divorced from the local neighborhood 
public school, and that when pupils were — 
transferred back and forth between 
school in the institution and the neigh- 
borhood school, official transfers had to 
be processed. Later, therefore, when — 
Randall House asked for a similar pro- 
gram, it was set up as a “social adjust- 
ment room,” and the teacher was as- 
signed to the faculty of the neighborhood 
school, under the responsibility of the 
Principal of that school. This kept the 
school in touch with the progress of the 
youngster and maintained the feeling 
that he still belonged to the school, 
whether he was within its walls, or in the — 
special class set up in a remodeled class- 
room within the institution. 
The Department of Special Education 
Was involved in both plans as the cen- 
tral office agency of the school system 
responsible for consultation and advice. 
to the entire group of hospital teachers 
and the entire group of “social adjust- 
ment teachers” who are provided wher- 
ever small groups of youngsters with — 
Special behavioral problems are as- 
sembled. Line authority comes to the 
teachers in either case through a school 


MULLEN AND BLUMENTHAL 


principal, the local school principal in 
the case of the social adjustment room, 
or a distant special school principal in 
the case of the hospital teacher. These 
administrative details may appear to an 
orthopsychiatric audience to be merely 
matters of payroll routine, but in prac- 
tice they have very real psychological 
implications both for student and 
teacher 

The second part of this paper is de- 
rived from experience at the Eisenberg 
Unit of the Jewish Children’s Bureau, a 
residential home for disturbed adoles- 
cent boys (older than the boys at 
Freund), where the public schools most 
recently provided an additional teacher 
for five boys who were so seriously dis- 
turbed that they were unable to adjust 
in the neighborhood school. Another 
twenty boys under treatment in Eisen- 
berg are able to attend the neighborhood 
school. This brought the number of class- 
rooms under the JCB to three, in two lo- 
cations, with two teachers provided by 
the school system. The agency also ap- 
pointed a clinical psychologist to act as 
school principal, to support and strength- 
en the educational program. 


II. 

The purpose of the Special School of 
the Jewish Children’s Bureau is to pro- 
vide for the education of those children 
in the residential treatment center of this 
agency who are too disturbed emo- 
tionally to utilize a normal classroom 
Setting. These are fragile children, dif- 
ferent in their personality difficulties 
from the child who can properly be 
called delinquent or socially malad- 
Justed. 

Many of the children who reside in 
the residential treatment center do at- 
tend public school, for there are many 
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advantages for most children in attend- 
ing and learning to get along in the 
community school. A minority of chil- 
dren residing in the treatment center re- 
quire a special school. This conclusion 
is reached by observation of the reac- 
tions of these children when in public 
school and by a thorough psychiatric 
and psychological evaluation to deter- 
mine whether or not the special school 
will be therapeutic to the child. One of 
the important goals of therapy and the 
special school is to help the child to 
return to the community school. 

Class size in a school program such 
as this should not exceed five or six 
children to one teacher. To justify this 
statement, which needs justification in 
view of the acute shortage of teachers, 
let us present some picture of the op- 
eration of such a school. 

A class of emotionally disturbed chil- 
dren usually has a very wide age range; 
there is frequently up to four or five 
years’ difference between the youngest 
and the oldest child. The range in in- 
telligence may be from low average to 
superior. Each child is probably at a 
different achievement level, and any one 
child’s achievement may be several years 
higher in one subject than in another. 
In addition, the nonhomogeneity of this 
group is compounded by the emotional 
disturbance and concomitant insecurity 
of each of these children. Their jealousy 
and open rivalry with each other, their 
demands on the teachers time and 
energy are incessant. The teacher must 
prepare not one, but five programs each 
day. The teacher must plan around each 
child’s capacities and around his inter- 
ests. Our teachers must teach creatively 
in order to motivate the children. In 
addition, the needs and capacities of 
these children shift from time to time. 
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When the child begins to show a readi- 
ness to learn the teacher must be ready 
to utilize his increased capacity and 
motivation, for these children tend to 
learn sporadically rather than at an even 
pace. 

Our teachers suffer the subtle impact 
of living day by day with mental and 
emotional pathology. They must be psy- 
chologically sensitive in order to meet 
the child’s needs and yet withstand the 
impact of primitive emotions. Some 
children will attempt to express infan- 
tile or perverse sexual inclinations in 
the classroom at times. Others, when 
some complex is tapped, will have tem- 
per tantrums. Occasionally, a child will 
be so upset and enraged that he will 
throw a chair, carton of mil, or bottle 
of ink at some other child, and less fre- 
quently at the teacher. A few children 
if not carefully supervised during recess 
may start fires. In a few instances the 
child presents a suicidal risk. 

By now it may be more apparent why 
five children for one teacher is quite 
enough. One may indeed wonder how 
one teacher can handle five such diffi- 
cult children five hours a day in an en- 
closed room. A teacher can do it only if 
she is by virtue of her basic personality 
Suited to this type of work, if she is 
very much interested in this form of 
special education, and if there is a school 
director whom she can see individually 
and continuously in an in-service train- 
ing program. 

Needless to say, the school director 
must be a competent clinician who can 
be of real help. He must be teady to 
interpret each child’s behavior to the 
teacher, and help the teacher arrive at 
a conclusion as to how this behavior 
should be handled. The director must 
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also be alert to the teacher’s feelings in 
relation to the child’s often disturbing 
behavior. He must be always supportive 
to the teacher, and yet point out the fact, 
when it exists, of a teacher’s exagger- 
ated reactions. In this way a teacher can 
get to know her own feelings better, 
accept them, and finally get better con- 
trol over her feelings. 

In addition to having good teachers— 
the most important asset for a school for 
emotionally disturbed children—there 
must be an appropriate and adequate 
philosophy on management of such a 
school. There must also be a program 
of activities geared to the needs and ca- 
pacities of the children. 

Philosophically, one should decide 
whether school is primarily an adjunct 
to therapy or whether it is basically an 
institution of learning. 

From our agency experience with the 
Special School we feel that the school 
is primarily an educational institution. 
Within this framework, the school shares 
with the professional and child care 
staff in the therapeutic plan for the 
childs general development and 
progress. 

In order to maintain the school as a 
school the whole concept of discipline 
is important. What should the teacher 
do when Johnny, who is, to be sure, 
hyperactive, begins to walk around the 
class and annoy other children? What 
should the teacher do when Jane says 
she is not going to do any work today? 
What should the teacher do when ; 
Johnny uses vulgar and profane lan- 
guage? 

In some schools such as ours, there is 
an initial tendency to adopt an over- 
permissive philosophy. This philosophy 
leads to chaos and class disorganization. 
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It is entirely antithetical to learning, and 
from the personality viewpoint makes 
the child insecure. 

Equally fallacious is the rigid authori- 
tarian or punitive approach. This phi- 
losophy may temporarily maintain order, 
but it breeds resentment, sub rosa re- 
bellion, and fear. Some learning may 
take place, but not sufficient, and not 
the right kind. The cost, in terms of the 
child’s personality development, is pro- 
hibitive. 

A middle approach of flexibility in 
the framework of firmness, and freedom 
within reasonable limits is most satis- 
factory. If Johnny is hyperactive and 
needs to work off some anxiety he can 
be allowed to move around for a while, 
but he must not talk to or annoy other 
children when he has such a privilege. 
That Johnny is allowed this behavior is 
no reason to allow Jane the same 
privilege, because she is not hyperactive, 
and she will be given certain privileges 
that are more appropriate to her needs. 
If Jane says she will not do any work 
today, the teacher may try to find out 
why. If Jane still feels she cannot work, 
she need not do so. She may draw of 
read, or do something that does not 
disturb other children. If Robert uses 
bad language he is not told that he is 
an awful boy, but that such language is 
not acceptable in a classroom and is 
forbidden. Despite an expert teacher’s 
use of this middle approach to disci- 
pline, there will be times when a child 
will not accept a teacher’s decision. 
Robert may continue to use profane 
words, and another child will show his 
anger by hurling a carton of milk at his 
classmate. It is important to be able to 
contend with such disregard of the 
teacher’s attempts to preserve classroom 
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decorum. This is best done, by pre- 
arrangement with various members of 
the resident child care staff, by removing 
any child from the classroom who 
demonstrates his inability to accept the 
reasonable limits which the teacher im- 
poses. This is a sine qua non for pre- 
serving a classroom that is really meant 
to be an educational institution. 

Of equal importance is a structured 
program in the school. It must be recog- 
nized that these disturbed children are 
not able to apply themselves adequately 
to academic learning for more than 
about two hours a day. In the afternoon, 
most of the children have less capacity to 
study than in the morning. Therefore, in 
view of the limited time available for pro- 
ductive work each day, it is important 
that the teacher have a well-designed, in- 
dividually tailored work-plan prepared in 
advance of each day. Creative projects 
to promote interest in science, i 
studies, and other studies must be fully 
utilized to motivate these children, who 
so often have little interest in learning 
unless they are stimulated. 

Extracurricular activities must be 
available for the remainder of the day. 
These may include athletic activities, art, 
music, shop, recess and periods of or- 
ganized recreation. 

Why does an agency that has not 
stinted in the heavy expenditures in- 
volved in the management and staffing 
of a residential treatment center turn to 
the Board of Education for teachers 
rather than employing and selecting its 


own teachers? First of all, the Board of 
Education is a mass employer of teach- 
ers. It is necessary to have a large num- 
ber of teachers to select from in order to 
obtain the one teacher in a hundred who 


has the personality, the interest and the 
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capacity to function well in the special 
school. At this time of teacher shortage 
it is difficult for the Board of Education 
to allow one teacher for so few children. 
That the Board of Education has al- 
lowed this is in itself a symbol of under- 
standing cooperation. 

The agency school also needs the cur- 
riculum guidance that can be obtained 
from professional experts at the Board 
of Education. The agency needs the co- 
operation of neighborhood school teach- 
ers and administrators to make possible 
the transition back to the community 
school as soon as possible. Last, but not 
least, when the special school children 
are ready to go into high school, as 
several have done, they participate in the 
regular graduation ceremony at the par- 
ent public school. This enormously en- 
hances the child’s sense of real accom- 
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plishment, and his feeling that he is a 
part of the real community. 


In return, the agency provides an 


effective setting for a teaching program 
for children who could not be served in 
a regular classroom, at least not without 
much upset to the school. Teachers and 
supervisors have indicated that they 
have learned much from the opportunity 
the teacher has had to work in this set- 
ting, to participate in staff conferences 
where the child’s progress is evaluated, 
and from other contacts with all mem- 
bers of the professional and child care 
staff. 

Together agency and school are co- 
Operating to extend the frontiers of Spe- 
cial Education and in establishing a set- 
ting where these children with handicaps 
can learn and grow and develop their 
potential. 
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This 4 

vais Sate example attempts to describe the difficulties in organizing and de- 

ing a community mental health program for children, and the problems 
untered in working with school personnel and the community at large. 


It traces the philosophical and legal backgrounds, 
attitudes toward the center, mental health 
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n am and community relations. It is expected that a discussion of real, 
r than theoretical, problems will assist others in their planning of com- 


munity mental health services. 
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and promotional aspects of mental 
health, and focused their attention upon 
children and their families (3, 9, 15). 
Massachusetts has had a long history of 
traveling school clinics and child guid- 
ance clinics under the auspices of the 
Division of Mental Hygiene (17). How- 
ever, in 1952, it shifted its program to 
a more public-health-oriented basis, and 
began to develop a community mental 
health program for children in partner- 
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ship with local mental health associa- 
tions (3, 9, 15). Previous articles have 
described the method of community or- 
ganization (9), the techniques of the 
mental health consultant in his new role 
in prevention and case-finding (1, 7, 8), 
and some of the administrative problems 
in developing such a large scale program 
and relating it to other programs for the 
retarded and the psychotic (2, 3, 4, 5). 

At the same time, as changes have 
been taking place in programming for 
community mental health services, there 
have been many new developments in 
school mental health and school mental 
retardation programs (13, 14). Many 
school systems have added personnel 
such as child psychiatrists, school psy- 
chologists and school social workers to 
their staffs. In some states there has been 
legislation for special class education for 
the emotionally disturbed (6). In many 
States, there are laws regulating special 
class education for the mentally re- 
tarded, as well as the certification and 
standardization of school psychologists 
and school social workers. There have 
been a number of papers describing 
these new developments and the general 
problems which may ensue from the 
interaction of school-based programs 
and separate community-based pro- 
grams (3, 5, 16). 

This case example will attempt to de- 
scribe the difficulties in organizing and 
developing a community mental health 
program for children, and the problems 
that were encountered in working with 
individuals in schools and the com- 
munity at large. It is hoped that a dis- 
cussion of these specific problems will 
assist others in their planning of com- 
munity mental health services. For ob- 
vious purposes of confidentiality, there 
has been considerable disguising of 
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those aspects which would make people 
or places readily identifiable, but with- 
out violation of the essential processes 
and principles involved. 

In 1953, the Massachusetts Depart- 
ment of Mental Health, Division of 
Mental Hygiene, hired a clinical psy- 
chologist and a psychiatric social worker 
as the nucleus of a community mental 
health center for children. This center 
was to provide the usual clinical services 
as well as consultation services to com- 
munity agencies. In addition, it was 
hoped it would foster greater coordina- 
tion in the use of the services of a gen- 
eral hospital and a state hospital in the 
area. The mental health center, which 
served six communities, was first housed 
in a building of the general hospital and 
the two staff members were nominally 
responsible to the head of the pediatric 
section in this hospital. 

The program grew out of various de- 
sires: 1) The Commissioner of Mental 
Health wished to see such a program de- 
veloped in these communities since they 
were close to training facilities for pro- 
fessional personnel. He also felt that it 
would serve as a pilot project for other 
developments of the same type. 2) The 
Director of the Massachusetts Division 
of Mental Hygiene was committed to 
the development of many community 
mental health centers for children and 
this seemed to be a good setting, because 
he thought it could utilize the already 
developed state hospital services as well 
as what he thought were good com- 
munity resources to Support this center 
and its activities. 

On the other hand, two major issues 
made this center unique among those 
Sponsored by the Massachusetts Depart- 
ment of Mental Health. 1) No com- 
munity group or organization asked for 
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the establishment of such a center in 
any of the communities to be served. 
Other areas had more or less well or- 
ganized groups demanding a center and 
usually were willing to share with the 
Commonwealth the expense of such an 
enterprise. 2) This was the first such en- 
deavor to be housed at its inception in 
a hospital. 

The major problem appeared to be 
how to begin rendering worthwhile serv- 
ices to these six communities in such a 
way as to arouse in them an awareness 
of their mental health needs; show them 
how some of these needs could be met 
by a skilled professional team; and or- 
ganize these separate communities, 
which had rarely if ever joined together 
for anything, into a mental health asso- 
ciation which would share with the state 
mental health agency the direction and 
financing of these services. 


DEVELOPMENT OF THE CENTER 
History. The project began in two 
rooms in the general hospital, which was 
in the largest city of the six communi- 
ties. This building also housed some 
Seriously physically ill children, and at 
times the air was filled with cries and 
even screams from some of the patients. 
Periodically, a bleeding accident case 
was brought to the waiting room of 
the nearby accident ward. The first 
families to use the services of the center 
shuddered at these occurrences but con- 
tinued to come, to the surprise of the 
two staff members. Whether these fami- 
lies may have frightened others in the 
community by recounting these distress- 
ing details would be difficult to assess. 
It is probable that some of this occurred. 
It may be wondered why the first 
families to use the center continued to 
do so in spite of the often upsetting 
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milieu in which it was housed. The ex- 
planation would seem to be that the 
children’s symptoms were so severe and 
the parents were so upset by them that 
their motivation for help was sufficiently 
high for them to endure the incidental 
environmental unpleasantness. 

During its first five years, the center 
had a considerable turnover in personnel 
as well as a considerable change in its 
location. In 1954, it moved to the base- 
ment of the nurses’ residence in the 
hospital. The following year, it moved to 
a new building on the grounds of a men- 
tal hospital in an adjacent community, 
where it remained for three years. Be- 
cause of the continued lack of com- 
munity support and the hospital’s need 
for space, the mental health center was 
finally forced to move back to the gen- 
eral hospital, to a newly redecorated 
wing of the medical-surgical building. 
This appeared to be a regressive step 
and was a great blow to staff morale as 
well as to friends in the community who 
had hoped the center would be estab- 
lished in separate community quarters 
supplied by the area mental health as- 
sociation, which had started to grow. It 
was not until 1958 that new space for 
the center was obtained in a building 
rented by the association. This change, 
coupled with sudden and increased sup- 

rt from the residents of one of the 
wealthier communities, resulted in the 
mental health center’s finally “escaping” 
from hospital settings after five years of 
effort. j 

During the time of all these relocations, 
personnel continued to change and the 
center staff slowly continued to grow. 
In 1955, a complete team had been allo- 
cated by the state: a psychiatrist- 
director, a mental health consultant, a 
social worker and a psychologist. By 
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1958, the staff consisted of a psychia- 
trist-director, three part-time psychia- 
trists, a mental health consultant, two 
part-time psychologists, and two social 
workers. 


Community organization. The key 
problem of community organization in 
this case is related to one important fact; 
namely, the community did not ask for 
this center. This is in direct opposition 
to the philosophical framework de- 
scribed above in which the Massachu- 
setts Department of Mental Health said 
that it would work closely with com- 
munities in developing a mental health 
association to support a center if they 
wished to have one. In this case, the 
Department introduced the beginnings of 
a center into the community and then 
asked the community to provide the sup- 
port. The community organization sec- 
tion of the Massachusetts Division of 
Mental Hygiene had a most difficult task 
to carry out since it was asked to “work 
backwards.” It had to develop an as- 
sociation to support a center that was 
already functioning. It had been previ- 
ously noted that in those places where a 
program was supplied by the state, there 
was often a high degree of apathy on the 
part of community participants because 
they needed to expend little or no energy 
or interest to keep the program going. 
This seemed to be true in the present 
study, and the results of the attempted 
community organization are of interest 
in gaining a better understanding of how 
the mental health center was used by the 
community. 

Although a major philosophical tenet 
of the Department’s community pro- 
gram was that the mental health associa- 
tion should have broad representative 
membership, including members of vari- 
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ous professional, social, cultural, re- 
ligious, political and labor groups, 
nevertheless, the first attempt to get a 
community group organized was by ap- 
proaching an energetic, self-made busi- 
nessman in the largest city, who, in turn, 
was to form the nucleus for such an as- 
sociation. This man accepted a leader- 
ship role and got in touch with various 
community leaders in the other five 
towns as well as in his city. He seemed 
to be moving rapidly toward financial 
support for the center. However, even 
after he guaranteed to supply office 
space in one of his own buildings, free 
of charge, the other towns were slow in 
accepting his offer, and he soon lost his 
original interest and dropped to one 
side. 

This was followed by the “election” 
of a very self-interested man from one 
of the towns as temporary chairman of 
the community group. He was a highly 
controversial figure in his town, and it 
was soon noted that any support of 
projects in which he was interested was 
sure to create a large group in opposi- 
tion. He was greatly disliked by the 
school personnel because he had, as a 
member of the school committee, voted 
against pay raises. Things did not move 
very fast because of his presence as 
chairman, and in 1956, he was shunted 
to one side, Toward the end of the year, 
after contact had been made with more 
medical persons in the communities, as 
well as with more community leaders 
from the largest city, the group was in- 
corporated as a mental health associa- 
tion for the purpose of supporting the 
center. By that time three years had 
passed, but it still appeared that a great 
deal more work would be necessary be- 
fore this association would fully support 
the community mental health services. 


hat 


KLEBANOFF AND BINDMAN 


The president of the mental health 
association had no contact with the 
project before he was asked to be presi- 
dent. After his election, he took on 
many other community responsibilities, 
apparently mostly to further his political 
ambitions. He was an effective worker 
but only when someone prodded him. 
The board had 30 members, 5 from 
each town, but very few of them at- 
tended any meetings, let alone two con- 
secutive ones. In 1957, despite all these 
handicaps, the board was able to per- 
suade the city councils of two com- 
munities, and to obtain the unanimous 
consent of the town meetings of several 
of the others, to appropriate $2000 
each in order to participate in the men- 
tal health program. In one town there 
were false rumors and a great deal of 
local controversy about the possibility 
that seriously disturbed persons would 
be housed at the center. Finally, after 
much discussion and many meetings, 
support was forthcoming in 1958 and 
the center attained a more secure 
footing. 


Attitudes toward the center. One of 
the basic attitudes encountered in the 
development of this mental health center 
was attributable to its being housed first 
near the accident ward of a general hos- 
pital and later in a state hospital. Al- 
though the Division of Mental Hygiene 
stressed the fact that this was a program 
for normal children under temporary 
Stress, or emotionally disturbed chil- 
dren, and not seriously disturbed or 
crazy” children, the fact that it was 
associated with a mental hospital with 
adult patients often had more effect than 
explanations concerning the actual type 
of caseload. The state hospital had been 
part of the community for a long time 
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and was well known to the citizens of 
the other towns. This attitude seemed 
to be particularly strong in those who 
lived in the wealthiest town, even though 
these persons were probably the most 
sophisticated and best educated. Even 
after the association was officially 
formed, participants from this com- 
munity seemed to “drag their feet” the 
most, as if they feared to get involved 
with the state hospital. The basic atti- 
tude on the surface was that they were 
uncertain whether the community really 
needed such a service for their children, 
and they did not know whether they as 
citizens could speak for their com- 
munity. On the other hand, persons 
from the largest city, which had the state 
hospital within its borders, seemed to 
accept this setting somewhat better; but 
they also showed unconscious fears con- 
cerning a possible hidden relationship 
between the community mental health 

rogram and the hospital services for 
deeply disturbed people. 

Other attitudes and community values 
also seemed to play a part in the de- 
velopment of support for the program. 
For example, the individuals in the as- 
sociation from the wealthy town felt 
somewhat superior to the participants 
from the other areas. They even con- 
jectured that perhaps they ought to have 
their own mental health program as part 
of the town health services, since they 
had “different needs.” There were vari- 
ous degrees of feeling about the state’s 
role in the program. Some felt that the 
state would be “telling us what to do”; 
others wondered how much control they 
could have over the center’s personnel 
since they were paid by the state; still 
others felt that the state should continue 
giving this service, and that there was 


no need for their support. 
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These feelings seemed to be com- 
municated to the center’s staff and there 
was a high rate of turnover. Some of 
those who left remarked that they lacked 
a “feeling of belonging” in relation to 
the local community. They also were 
upset by the fact that the center might 
be closed if support was not forthcom- 
ing, and this reduced their feelings of 
long-term stability and security. Con- 
versely, this turnover was often viewed 
by some community spokesmen as indic- 
ative of poor services on the part of the 
state, and they felt that the program 
could not be very important and chal- 
lenging if professional personnel left so 
frequently. 

We have thus seen the development 
of a program philosophy, its historical 
roots, and an attempt to implement it in 
a particular geographical area. The fact 
that the mental health center was set up 
contrary to all the philosophical tenets 
of the program, and the detailed vicissi- 
tudes of its growth and development, 
have been discussed. Despite great diffi- 
culties, there was slow but steady prog- 
ress; and the center did continue to grow 
in size and service, and in acceptance by 
the communities, although there was a 
continuous need to interpret the pro- 
gram to the communities at every op- 
portunity. 


RELATIONSHIPS WITH SCHOOL 
PERSONNEL 


Parallel developments of several new 
mental health services took place within 
the school systems while the center was 
in its embryonic stages. As to actual 
professional practice, what did this cen- 
ter do that the usual child guidance 
clinic did and what did it do that was 
different, particularly in relation to the 
schools? Because of its organization as 
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a mental health center, was it more or 
less effective in various aspects of its 
functioning? Is a community mental 
health center less effective in its classical 
clinical role than it is in the new mental 
health consultation function? Would 
consultation service be more effective 
were it not linked with the clinic service? 
How did the various caretaking agencies 
of the communities view these “in- 
truders?” These are some of the ques- 
tions to which this paper can provide 
some tentative answers. 


The teachers and the center. Perhaps 
because they are the most visible and 
the most customary, it would be well to 
begin with a discussion of the clinical 
services. As might have been expected, 
initially, several of the most disturbed 
children in the community were referred 4 
to this new facility. Through some for- 
tuitous circumstance, the most difficult 
cases were not those chronic cases that Sad 
had been sent from agency to agency iñ 
and out of the community but were 
cases of children whose symptoms were 
becoming acute at the particular time 
and were drawing much attention in the f 
schools. The parents were, for the most ~ 
part, overwhelmed by their child’s dif- 
ficulties, but very eager for help. The 
fact that they were received with under- 
standing and patience, and had an op- 
portunity to talk, seemed to outweigh 
some of the frightening surroundings. 

Of the first cases referred to the cen- 
ter for clinical service, several were in 
treatment for three years or longer. Dur“ ; 
ing this time, and with the permission of 
the parents, the center was in close and 
continuing contact with the schools. This 
proved to be an excellent entree to the 
schools and also one of the first clues to 
the kind of relationship the schools 


KLEBANOFF AND BINDMAN 


valued. Over and over again, school per- 
sonnel recounted how they had detected 
other children in previous years and re- 
ferred them to well-known psychiatric 
centers. They had waited eagerly for re- 
ports and help in dealing with these 
children in the classroom. If ever they 
received a report, and this was rare, they 
felt that it was not helpful to them in 
. their everyday responsibilities with the 
child. They never received personal 
visits from agency staffs and generally 
felt excluded. Many school personnel 
harbored considerable resentment which 
they freely expressed to the workers of 
the center. They felt that they were ex- 
pected to be professional enough to spot 
these cases but that they were not con- 
sidered professional enough to be en- 
trusted with any information, although 
they were responsible for the child 30 
hours a week. 

This was excellent warning to the 
staff of the center concerning the po- 
„tential danger spot for poor public rela- 

tions, as well as a clue to the best way 
to establish good relations with teachers. 
Despite anxiety on the part of the cen- 
ter staff that teachers would not be able 
to handle the kinds of material that is 
often elicited in clinical work, it was 
found for the most part that this fear 
was groundless. What developed was 
that the teachers were not particularly 
Interested in case material and details, 
jalthough that is what they seemed to 
be asking for, but that they were much 
More concerned with an opportunity to 
talk about the child and to receive as- 
surance that they were not to blame for 
the child’s difficulties in school. They 
also needed encouragement that they 
Were doing a good job. Minimal case 
details were necessary to achieve this 
end, but the establishment of relation- 
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ships with the teachers was most im- 
portant. Very often these disturbed chil- 
dren trigger off old, partially resolved 
conflicts in the teacher, and often it was 
reassurance that she could handle her 
own conflicts that became the important 
issue. 

Another great value in seeing teachers 
of children who were in treatment or in 
diagnosis at the center was that it pro- 
vided entree to the schools and an op- 
portunity to explain some of the other 
services of the center. Entering into a 
new social system to meet a need that 
is felt and meeting this need in a way 
that raises the self-esteem of the con- 
sultee provides a wonderfully receptive 
audience for other ideas. 

Thus, contact with one major social 
system, the public schools of the large 
city, was established. As for the other 
towns, where less service was received 
from the center, the lack of initial re- 
ferrals might be postulated as an ex- 
planation. It is quite probable that the 
warm welcome that the center person- 
nel received from the city schools and 
the distant evasiveness of the other com- 
munities decided where the greatest 
efforts of the staff would be made. 
There were several other explanations, 
some of which were mentioned in the 
discussion of community organization. 
The major considerations will be briefly 
noted here again. 

The residents of the wealthy town 
considered themselves somewhat above 
the others and felt that they should avail 
themselves of only the highly reputed 
agencies and private services in Boston 
even though it required some traveling. 
This feeling might well be traced to a 
guidance counselor who held rather vio- 
Jent views on having an “upstart center’ 
come to his community. He even ad- 
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vised several families already in treat- 
ment at the center to discontinue. Efforts 
were made for a long time to win him 
over, but it finally became evident that 
the only way to establish service in this 
community was by making contact with 
other forces and other interests which 
might be able to gain acceptance and 
entree for the center, with or without 
his approval. It was only when the cen- 
ter had mustered more force than he 
possessed that he reluctantly went along 
with the project. Let it be noted that 
even at this point he was invited to par- 
ticipate in many aspects of the program 
and was rendered the respect due his 
position and seniority. Although there 
was a play of forces, it was not the in- 
tention or technique of the center to 
embarrass people who had opposed its 
program. 

In another town, the closest contact 
was made with a very astute director of 
guidance. He knew the community well, 
had been there for many years, and had 
valued the traveling school clinics, if 
only because they removed a large bur- 
den of responsibility from him and 
allowed him to exert most of his en- 
deavors in the secondary school field. 
He was friendly, willing, but cautious. 
He made overtures to the superintendent 
of schools to allow the center to expand 
more into their school system; but the 
superintendent was rather fearful of his 
school committee, and until the town 
meeting gave approval to this project, he 
kept the center staff at arm’s length. By 
accepting the slow pace which this school 
system chose to follow, and by keeping 
continuing contact with the guidance de- 
partment, the center was able to take 
advantage of the first opportunity that 
was given it. The town had to examine 
some children for possible special class 
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placement and had the evaluations done 
by psychometrists with Binet certificates, 
but with no training as psychologists. 
The center was requested to provide 
supervision for these people, and it 
quickly responded. The mental health 
consultant, who was a psychologist, met 
with the psychometrists and carefully re- 
viewed every case. The three psycho- 
metric examiners, who traveled through- 
out the school system, were pleased with 
this help. Word apparently traveled with 
them that the mental health center per- 
sonnel were not strange or frightening 
individuals, and were indeed able to be 
quite helpful in a nonthreatening way. 
Thus, principals and teachers and others 
began to make referrals and tentative 
overtures to the center. hi = 
The school psychologists and the cen- 
ter. In 1954, new laws and regulations 
were enacted at the state level for the 
certification of school psychologists and 
for reimbursement to school systems for 
school psychologists and special educa- 
tion services. These laws were enacted 
with minimal advice and counsel from 
the psychological community, and only 
minimal standards were promulgated. 
One town was loaned the half-time serv- 
ices of a psychologist who had for many 
years been employed by the Department 
of Mental Health. This individual had a 
good deal of experience, if not much 
contemporary formal training. A “pilot 
project” was set up to see how a school 
psychologist could develop his role in 
relation to the mental health center, with 
the usual violence that is done to such 
research terms when they are used for 
service programs. There was no struc- 
ture to this project and the individual 
who was to act as school psychologist 
was just turned loose in the schools. 
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Possibly because he did not feel that he 
really belonged anywhere he tended in 
some ways to upset the program of the 
mental health center. For example, he 
would tell parents to call the mental 
health center and insist that they had 
rights as taxpayers to have their child 
examined. This was contrary to the 
policy of the center, which hoped to help 
the teachers and other professionals in 
the community to handle as many of the 
problems in their professional work as 
they could. The school psychologist 
knew this, but persisted in this sort of 
referral. Needless to say, relations be- 
tween him and the center personnel were 
rather strained. 

The director of guidance in the 
wealthy town was also the certified 
school psychologist. Although he was 
strongly opposed to the mental health 
center, he was a rather astute person 
who was quite skilled in his own way. 
He was overly concerned with maintain- 
ing the alleged intellectual superiority of 
the children of his community vis-à-vis 
the other communities. The biggest prob- 
lem he seemed to have in professional 
Practice was not that he was unpercep- 
tive or unskilled, but that he tended to 
be quite outspoken and told parents €x- 
actly what he found and thought. Al- 
though on the surface relationships were 
More or less polite, the center was not 
able to establish any effective working 
relationship with him. 

When the time came for another town 
to choose a school psychologist, it chose 
a former special class teacher who had 
been taking additional course work over 
the years. The superintendent of schools 
later confided to the director of the cen- 
= and to the mental health consultant 
that this individual was as fit to be a 
School psychologist as he, the super- 
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intendent, was to go down to the local 
hospital and perform surgery. He made 
it quite clear that this individual’s great- 
est skill lay in having the right friends 
on the school committee, and the super- 
intendent was helpless to do anything 
but hire whomever he was given. Thus, 
in several of the communities, what 
might have been a splendid adjunct and 
enrichment of services became instead a 
problem in each of them. 


The school adjustment counselor and 
the center. The originally proposed 
standards for employment of school ad- 
justment counselors were for persons 
who would detect potential juvenile de- 
linquents. As finally approved by the 
state legislature, the job description cov- 
ered nearly every professional role and 
job imaginable although the essential 
orientation was supposed to be that of a 
school social worker or of a guidance 
type of position. These people were to 
be paid by the public schools, with 
$4500 of their salary reimbursed by the 
Commonwealth. Because of these funds 
from the Commonwealth many school 
systems added several thousand dollars 
to the total salary. Even at the $4500 
figure, this meant that the state legisla- 
ture was paying these sometimes poorly 
trained people more for working a school 
year and a shorter day than they were 
paying their own social workers 1n the 
state agencies, who had much higher 
qualifications and had to work the ful 
year. The morale implications of this 
kind of legislation are obvious. Thus, 
new jobs were created and new person- 
nel were thrust alone and unattached 


into school systems. : S 
Of the communities under discussion 
here, only two availed themselves of the 


privileges of this legislation at the time 
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it was passed. The city hired a social 
worker with minimal psychiatric experi- 
ence, and the town with the poorly 
trained school psychologist hired a for- 
mer teacher who had had a few courses 
in guidance but no experience. She did, 
however, have a powerful friend on the 
school committee. One of the first ob- 
servable results of these appointments 
was that in many ways the school doors 
were a little more tightly shut to the 
mental health center. In trying to un- 
derstand this it became apparent that 
these new personnel felt that all of the 
consulting functions that had been per- 
formed by the mental health center were 
now their responsibility, and that the 
mental health center people should only 
enter the schools with their permission. 
Despite many problems and difficulties a 
working arrangement was developed 
with the city school adjustment counse- 
lor. In the town, the school adjustment 
counselor and school psychologist felt 
very much threatened by the mental 
health center personnel. They were quite 
aware of the limitations of their training 
and they did not intend to have anyone 
come into the school system who could 
point this out to them or to others. They 
would at various lengthy periods agree 
to meet with the mental health center 
personnel, but never in the schools. They 
never allowed the mental health center 
staff members to come to see them, but 
always insisted on coming to the center. 

One of the problems was that these 
appointees frequently yielded to the 
teacher’s immediate demands that some- 
body see the child. Although ultimately 
this was proven to be not necessarily the 
best approach, it did meet the initial de- 
mands. From the mental health center’s 
point of view, this frequently interfered 
with effective problem solution, One in- 
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teresting sidelight of this development 


was that the new school psychologist and 
the school adjustment counselor, in ad- 
dition to shutting out the mental health 


center, went to the school committee and 
managed to get themselves detached 
from the director of guidance who, as 
previously described, was a person of 
considerable skill and experience. They 
were now completely without super- 
vision, and with no one knowing what 
they were doing. In this situation the di- 
rector of guidance became more friendly 
with the consultant from the mental 
health center, to whom he told his trav- 
ails; and this was in some little way 
contributory to the eventual support of 
the center by this community. It now be- 
came clear to the director of guidance, 
and through him to the superintendent, 
that if they wanted professional services 
of high quality for the children in their 
care, they were much more likely to get 
them from the personnel of the mental 
health center than from people who, as 
they rather bitterly observed, were 
“merely friends of school committee 
members.” 


The center and the school system. 
While all these developments in special 
school services were in progress, another 
interesting development was taking place 
in the large city schools. This was the 
gradual replacement of women princi- 
pals by young men. Not only were 
women not appointed to new openings 
that became available, but the men 
chosen frequently had absolutely no ele- 
mentary school experience. Young sec- 
ondary school male teachers were being 
Selected as principals of elementary 
schools. This greatly disturbed the mo- 
rale of many of the women teachers; and 
some of the better ones, seeing all hope 
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of promotion disappearing, resigned 
from the system. 

The director of elementary education, 
who was an excellent person with quite 
a high level of professional training, 
served also as an officer of the board of 
the mental health center. The pressures 
put upon him were considerable and he 
confided some of his difficulties to the 
mental health consultant, with whom he 
had a very good working relationship. 
One incident that he related had to do 
with the power of the school com- 
mittee in making personnel selections. 
A young man, a senior at a school 
of education, who came in for an in- 
terview with the director of elemen- 


_ tary education, sneered at him, according 


to his report, and said that it really made 


© no difference what happened in this in- 
| terview since it was merely a formality. 
~ He said, “I am going to be appointed to 


work in any school that I choose and 
there is not a thing you can do about it.” 
This kind of situation can lead to rapid 


| deterioration of professional quality in a 


System. 

While much more detailed documen- 
tation of the stresses and difficulties of 
the social system could be made they are 
really not necessary for the purposes of 
this paper. The important thing is that 
here was a ready-made trap for the men- 


tal health center personnel. It was so 


easy to identify with the “good” profes- 
sional people and with high professional 
goals and aspirations. Many of the men- 
tal health center staff did in fact identify 
With these people and with these goals. 
Temptation was also strong to mention 
the “terrible things that seemed to be 
happening in the school” to other people 
in the community who might be in a 
Position to influence the direction of 

ese changes. It was necessary for the 


mental health center staff to examine 
their feelings and ideas about this and to 
realize that although they might be wit- 
nessing the deterioration of what was on 
the way to being a first-class school sys- 


render any kind of useful service in this 


community. It was necessary to main- 
tain a position outside of the social 


One of the great strengths of the cen- 
ter was that its personnel were not part 
of the school social system and were not 
caught up in its conflicts, rivalries, jeal- 
ousies and tugs of war. School psycholo- 
gists, school adjustment counselors, 
teachers, principals and administrators 
were all part of the social system, and 
were all involved with its jealousies, Ti- 
valries and concerns about pay, working 
conditions, etc. Insofar as the 
personnel were caught up in these prob- 
lems, they were less effective in their par- 
ticular professional roles. Because of the 
stress of these problems within the so- 
cial system, it was often quite evident 
that many of the people who wanted to 
talk and discuss things with the mental 
health center people felt that they could 
not be sure whom they could trust. The 
mental health center operated on the 
principle that by virtue of its berg ai 
outside agency that maintained its dis- 


tance and minded its own business On 
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administrative problems of the school 
system, it would, in the long run, be- 
come clear to everyone in that system 
that the mental health center people 
could keep a confidence and had no ax 
to grind. Often that did happen, and it 
was rather striking that many school 
personnel would confide to outsiders 
things that they would not tell their col- 
leagues within the school system for fear 
that it would be used against them. Sim- 
ilar mechanisms and experiences oc- 
curred in the school systems of all the 
communities. 

An interesting reflection of this point 
of view is the fact that the juvenile court 
that served this area would not make 
any of their records available to school 
personnel. They would not tell school 
personnel when a child was before the 
juvenile court; and with the rare excep- 
tions of the attendance officers who were 
present at the time of bringing charges, 
they would not allow school personnel 
into the juvenile sessions, although they 
welcomed the mental health center per- 
sonnel. It was a strong feeling of the 
court officials that school people might 
use the court facts against the children 
in question, but that mental health cen- 


ter personnel were neutral and unbi- 
ased. 


Mental health consultation. The con- 
sultation functions of the mental health 
center were of two main varieties. One 
was the direct consultation about a case 
referred to the center for diagnosis and 
treatment. These cases were handled in 
the standard fashion with the exception 
that, with parental permission, there was 
more fact-gathering and more feedback 
in working with the schools than is usu- 
ally the case. 

Another type of consultation was used 
quite regularly in every case referred. An 
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attempt was made to see the teacher be- 
fore the child was referred to the center. 
The goal here was, if possible, to help 
the teacher deal with the problem in the 
classroom, and not refer it to the men- 
tal health center. In the beginning this 
kind of consultation was very difficult, 
because it was the hard-core cases of the 
community that drew the initial atten- 
tion. This type of consultation was flexi- 
ble. It was not limited merely to helping 
the teacher deal more effectively with 
problems but often entailed suggesting 
other community resources, including, at 
times, the mental health center. 

An offshoot of this kind of consulta- 
tion was a special technique called “crisis 
consultation” (7, 8). This technique is 
used when the consultant feels that what 
the teacher is recounting is not so much 
the difficulty of a child but the teacher’s 
unconscious reaction to something in the 
child. In these instances, the child’s be- 
havior triggers off unconscious reactions 
in the teacher, and she tends to stereo- 
type the child as some figure or blend of 
figures from her past. The goal of the 
consultant is to “dispel the stereotype” by 
tangential means in a rather elaborate 
technique which is discussed in detail by 
Bindman (1) and Caplan (7, 8). It is 
important to note, however, that at no 
time does the consultant directly con- 
front the teacher with the fact that it is 
her feelings that are the main problem, 
and not so much the child’s behavior. 


COMMUNITY RELATIONS 


The center staff participated in the 
well child conferences of the Visiting 
Nurses’ Association and in juvenile court 
conferences. They met with clergymen, 
physicians, and social agencies, as well 
as with school personnel. Consultation 
of various kinds, educational programs 
and talks, as well as regular group ses- 
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sions for teachers were offered. Al- 
though first located in one of the com- 
munity outposts, the center generally 
tried to make itself a part of the com- 
munity. Its task was made easier when 
it moved to private quarters. Personnel 
have tried to participate in community 
activities and to become known in the 
community as ordinary people who 
have special training and skills. Two of 
the greatest assets in such a program are 
time and community support. Time is 
necessary in order to settle down to 
learn the techniques, to become known 
in the community, to become accepted, 
and to become recognized as helpful. 
Community support means not only the 
provision of additional funds to help 
defray the expenses of the center, but 
also the interest of the community citi- 
zens in looking at their own mental 
health problems and in organizing ef- 
fectively for a solution of these prob- 
lems. Community support opens doors 
to these newcomers moving into its s0- 
cial systems. It gives the community peo- 
ple a feeling that they have a stake in 
this project and that the state govern- 
ment has not simply imposed something 
on them. When work and participation 
are required on the part of the com- 
munity, people tend to place a higher 
value on what they receive, on much the 
same basis that the imposition of fees in 
a clinic implies that people value what 
they pay for. 

During the years that the center was 
growing and new personnel were being 
added to the school systems, some of the 
school personnel began to attend center 
staff conferences and attach themselves 
More closely to the center. They were 
Obviously trying to meet what was a 
serious flaw in the legislation; namely, 
People were turned loose, with no pro- 
fessional colleagues or supervision avail- 
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able, to do very complex professional 
jobs. The laws could have been much 
improved had they assigned these peo- 
ple to particular mental health centers, 
and then had them work specifically in 
one public school system. In this way 
there would be supervision; there would 
be stimulating exchange of ideas; there 
would be a home professional base for 
the school psychologist and adjustment 
counselors; and there would be better 
service to school children. 

This generally brings matters up to 
date. The center staff has increased con- 
siderably, with many part-time people 
as well as more full-time staff. More 
members of the staff are working with 
the various schools and community agen- 
cies. Community support has grown and 
is continuing to grow, and the scope and 
the number of services are also expand- 
ing. 

‘With respect to the nature of the state- 
local partnership, it is felt that neither 
complete state operation of the centers 
nor complete local autonomy will pro- 
vide the most effective program. Rather, 
the state agency should provide from its 
central office a skilled staff who can 
make regular visits to the centers, facili- 
tate communication, bring fresh view- 

ints as to how other centers are deal- 
ing with various situations, clarify de- 
partmental policies and regulations, stim- 
ulate new programs and research, and 
help the center director and his staff to 
evaluate the quantity and quality of 
their work. 

It would seem that this approach of 
state and local partnership with a num- 
ber of improvements based, in part, on 
the knowledge learned in developing this 
particular center has applications for 
any community striving to develop a 
community mental health program for 


children. 
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FAMILY TREATMENT APPROACHES” 


I. An Approach to Family-Centered Treatment 
in a State Institution 


JOSEPH J. REIDY, M.D. 
Esther Loring Richards Childrens Center, Owing Mills, Maryland 


; amil cena treatment is based on the premise that the child’s illness is, 
4 ae a result of impaired family relationships. Treatment of the child is 
ade more effective if the family is given help. This paper describes family- 


centered treatment as part of an in 


child’s referral to the institution, continuing 


and after his discharge. 


stitutional program, beginning with the 


through his stay at the institution 


if IS ACKNOWLEDGED that emotional 
illness in children is related to dis- 
turbances in family relationships and it 
is known that treatment of the child of- 
ten is unsuccessful unless changes occur 
in other members of his family. Treat- 
ment of several members of a family 
has long been practiced by child guid- 
ance Clinics, and there are psychia- 
sade private practice who treat others 
ition to the referred patient (1, 
0). But when a child is placed in an in- 
aga especially in a public institu- 
ey base may be given only to the 
Toal Ithough social workers in the 
Ban any or on the staff of the insti- 
may give casework help to the 


* Sessi 
Session from the 1960 Annual Meeting. 


parents, this service, adequate enough 
for the child who is living in the com- 
munity, may not suffice when the child 
has been placed away from his family. 
Bowen (4) in the United States and Main 
(9) in England have admitted all or part 
of a family into the hospital. These are 
pioneering and research efforts, and 
whether they can be useful on a large 
scale remains to be seen. 

There have been many studies show- 
ing the harmful effects of institutional 
care; these studies have given impetus to 
the abandonment of orphanages and to 
placement of children with foster fami- 
lies. Yet there remain children who can- 
not be cared for in foster homes, even 
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by those agencies which have developed 
specialized foster home care for seri- 
ously disturbed children (8, 12). Other 
studies, concerned mainly with adult 
mental hospitals, have led to the “open” 
hospital and to the “therapeutic com- 
munity” (2, 5, 6, 7). By combining the 
concept of family-centered treatment 
with the more patient-centered and ther- 
apeutic methods of hospital administra- 
tion it was hoped that better care could 
be offered to those seriously ill children 
who needed hospital care. The Depart- 
ment of Mental Hygiene of the State of 
Maryland opened its first children’s psy- 
chiatric hospital, the Esther Loring Rich- 
ards Childrens Center, in September 
1958. This paper describes the family- 
centered aspect of the program of this 
Center, as it begins in the referral of the 
child for treatment and concludes in his 
discharge from the hospital. 


THE REFERRAL EVALUATION 


Each child referred for admission and 
the parents of each child are examined 
at the Center before a decision is made 
to accept the child. This is done, not 
only to ensure that only those children 
will be admitted who can be helped by 
the treatment program of the Center, but 
also to ensure that children will not be 
abandoned at the Center by their par- 
ents or the community. The referral ma- 
terial routinely contains a family and 
personal history, and reports from the 
school, the psychologist and the psychi- 
atrist in the community. The staff of the 
Center supplements this information by 
psychological and psychiatric examina- 
tion of the child, by social service inter- 
views with the parents, and often by 
psychological examination of the par- 
ents. The staff seeks knowledge, not only 
of the behavior and personality of the 
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child, but of the personalities of the par- 
ents and siblings and of the patterns of 
family interaction. When the evaluation 
has been completed the staff discusses 
its findings with the referring agency, 
and during a subsequent visit, with the 
parents. The staff presents to the par- 
ents, in as much detail as it feels the par- 
ents are able to handle, the knowledge 
which it has gained about the entire 
family so as to emphasize the need for 
change not exclusively in the child, but 
in other members of the family as well. 
Even when the decision is not to admit 
the child to the Center, we have with the 
permission and encouragement of the 
referring agency presented our findings 
directly to the parents. In all instances 
the treatment plan is based on the needs 
and capabilities of the family as a whole. 
When the decision is to admit the child 
to the Center, then two features of the 
treatment plan are that the family re- 
ceive help from a community agency 
during the child’s residence and that the 
family remain together on a part-time 
basis. 

The following report is typical of many 
of the referral evaluations: 


Frank R is a six-year-old who had been ex- 
amined by several clinics and private psychia- 
trists because of his extremely hyperactive, 
hegativistic, aggressive, and destructive be- 
havior. He had been treated, without improve- 
ment, with phenobarbital, Dexedrine, Bena- 
dryl, Trilafon and Thorazine. He had been 
diagnosed as a “brain-injured” child. The 
examinations at the Center found no evidence 
of disorder of the nervous system and the 
Opinion was expressed that the child's be- 
havior was mainly due to a tense parent-child 
relationship, The parents had denied any diffi- 
culties in their own relationships and the s0- 
cial worker “found it quite difficult to de- 
termine if there are any special areas in their 
family life or in their own personalities, as 
well as in the handling of the child, that may 
reveal possible sources of conflict.” At the 
staff conference following the initial examina- 
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tions it was felt that the parents were con- 
cealing important data, and they were asked 
to return for psychological testing and for 
further interviews. 

The summary of the psychological tests of 
the father was, in part: “Mr. R is a passive- 
dependent individual who sees himself as in- 
ferior and inadequate. He is caught by his 
needs to be domineered by his wife and to be- 
have like a manly person.” The summary of 
the tests of the mother was, in part: “Mrs. R 
appears to be rigid, ambivalent, and afraid 
of giving up her defenses. She sees herself as 
a martyred, self-sacrificing person who is tied 
down by being a mother. She is a domineering 
woman who is cold, nonaffectionate, and who 
may be sexually frigid. She sees men as in- 
adequate and immature people who demand 
a great deal from her and she cannot supply 
their dependency needs.” 

In the next interview with the social worker 
Mrs R revealed many details of her unhappy 
childhood, her dissatisfaction with marriage, 
sex and motherhood, her anger at her hus- 
band for spending his evenings and weekends 
in the company of his men friends, the con- 
stant criticism and interference by an aged 
relative who lived with them and who had 
helped them financially. There had been one 
lengthy separation, and the wife was now 
urging her husband to have his seminal 
vesicles ligated so that she would have no 
more children. The social worker wrote: “It 
is obvious that the perfect family situation de- 
scribed by Mr. and Mrs. R in their first inter- 
view is revealed in a different way today.” 

At the next appointment the parents were 
seen together by the social worker and the 
psychiatrist. The family pathology was dis- 
cussed with them. They said that they had 
never believed that their child was “brain- 
injured,” and could understand how the many 
tensions and conflicts between themselves and 
their relative had affected this boy. Before the 
child was admitted to the Center they had 
begun casework services with a community 
agency. This agency reported to the Center 
that they came to it for help “with very good 
Motivation for change.” 


THE COMMUNITY AGENCY 


A major difficulty in the treatment of 
the seriously emotionally ill child is the 
disruption of service to the child and 
family that occurs when a child is placed 
in an institution. The agency may “close 
its case” when the child is admitted to 
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an institution, especially a public insti- 
tution. When the child appears ready to 
re-enter the community it is difficult for 
the staff of the institution to find agen- 
cies in the community to be responsible 
for his care. In an effort to make inpa- 
tient treatment as effective as possible 
and to preserve the gains of treatment, 
many institutions have found it neces- 
sary to provide family casework, foster 
home care, postdischarge treatment—to 
become in fact a community agency 
spreading its services thinly and ineffec- 
tively over a large geographical area 
(11). Often because the community is 
not prepared to accept a child he must 
remain in the institution, with the pros- 
pect of becoming less capable of adjust- 
ing to life outside the longer he remains 
in the institution. 

In defining the services the Center 
was equipped to give, the staff reasoned 
that since the child was accepted not be- 
cause he was emotionally ill, but be- 
cause he was emotionally ill to the de- 
gree that he could no longer remain in 
the community, the Center should help 
the child become well enough to return 
to the community. This would mean that 
the child would need further help, but 
help which the community should pro- 
vide—family casework, outpatient psy- 
chotherapy, foster home care, special- 
ized school programs. If the community 
was required to maintain an active role 
in the total treatment program beginning 
with the referral of the child, then there 
would be a continuity of responsibility 
and of service to the child. For many 
children who have been admitted to the 
Center the referring agency which had 
worked with the child and his family 

rior to referral saw inpatient care for 
the child as a part of a program wider in 
scope than inpatient treatment of the 
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child, and longer in time than the period 
of the child’s residence in the institution. 
These agencies have continued their 
services to the family, have collaborated 
with the Center in treatment and dis- 
charge planning and have provided the 
necessary postdischarge services. Unfor- 
tunately, the policies of other agencies, 
in particular some psychiatric clinics and 
some schools, made it necessary for 
them to discontinue all services to a 
particular child and his family when he 
was admitted to the Center. The same 
break in community contact and respon- 
sibility often occurs when a child is re- 
ferred by a psychiatrist in private prac- 
tice. We have worked out a procedure 
with most of these referral sources in 
which they maintain their activity and 
responsibility through the referral evalu- 
ation, and if the child is accepted for 
admission they have sought the services 
of another community agency to work 
with the Center and provide the neces- 
sary help to child and family. 

At the time I was writing this paper, 
52 children had been admitted to the 
Center in its first 15 months, Bloch and 
Behrens found that more than half of 
the children referred for residential treat- 
ment in New York State came from fam- 
ilies which scored high in their “multi- 
problem family index.” The problems 
identified by these authors were in the 
areas of marriage, parent-child relation- 
ships, social pathology, physical health, 
mental health, financial stability. Using 
this index we have found that of the 
families of children admitted to the Cen- 
ter the percentage scoring high on the 
“multiproblem family index” was at least 
equal to the percentage in the New York 
State study. Another measure of famil 
disintegration was the fact that 22 of the 
children had been in mental hospitals, 
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training schools or child-caring institu- 
tions immediately prior to admission to 
the Esther Loring Richards Childrens 
Center. In many cases there was a long 
history of community involvement with 
these families, consisting, in the words of 
Bloch and Behrens, “of multiple place- 
ments, multiple diagnoses, and multiple 
referrals to other agencies” (3, p. 43). 
Considering the extreme degree of pa- 
thology in these families it is evident that 
the gains so far attained would not have 
been possible without the skillful help of 
the community agencies which have 
worked so closely with the Center. 


Dwight E is a 12-year-old who was referred 
to a family agency three years ago because 
of his severe difficulties with other children. 
Six months later Dwight’s father, who had 
been the strong, mature person in the family, 
died suddenly and the agency soon found 
itself treating a disturbed mother who was 
acting out her immature dependency needs 
to the detriment of the adjustment of her son. 
The agency realized that abrupt separation of 
the boy from his mother would be harmful to 
her, and it worked patiently over a long 
period of time with both mother and child to 
effect a temporary Separation, The mother 
and the child were carefully prepared for the 
referral and the evaluation at the Center, and 
were accompanied to the Center by their own 
caseworker. The child has been admitted to 
the Center without serious damage to his 
mother and the agency is continuing to work 
with her. Moreover, the agency has enlisted 
the help of a community recreation center, 
Supervised by a social group worker, to help 
this boy adjust better on his weekends home. 


THE WEEKENDS AT HOME 


Although placement of a child in a 
hospital may be the treatment of choice, 
this placement brings added problems. 
The clinician may point to the pathologi- 
cal parent-child relationships and recom- 
mend separation of the child from his 
parents, but the child may not improve 
even in the best foster home or institu- 
tion, Many studies have shown the in- 
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stitutions and mental hospitals, as well 
as correctional institutions, as places 
which foster chronicity of illness rather 
than return to health. Because the Esther 
Loring Richards Childrens Center is an 
open type of institution providing treat- 
ment, not a closed facility for custody, 
there seemed to be no reason why the 
child should be isolated from the com- 
munity. If one of the treatment goals 
was to build a healthier parent-child re- 
lationship, this goal could not be real- 
ized if parents and child were completely 
separated. There was needed an oppor- 
tunity for the parents and child to relate 
to each other, for the parents to have 
help in their role as parents while they 
were given the opportunity to exercise 
parental responsibility, and for the child 
to receive help in relating to adults, not 
only the adults at the Center, but the 
adults to whom he must form the most 
meaningful relationships. It is our belief 
that most children who need to be re- 
moved from their homes do not need an 
unbroken period of institutional care. 
Indeed, such an unbroken period is 
harmful. 

As part of the treatment plan pre- 
sented to the parents before the child is 
admitted to the Center, they are ex- 
pected to care for their child at home 
each weekend. As many specific child- 
caring functions as possible were to be 
carried out while the child was at home 
—religious observances, provision of 
clothing and allowances for the coming 
week, haircuts, etc. Although the week- 
ends at home were the focal points in 
maintaining the family relationships, 
other traditional institutional procedures 
which have tended to isolate the child 
Were eliminated. For example, the letters 
to and from a child are not opened by 
the staff; there is a very lenient policy 
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regarding telephone calls to the children; 
there are no set visiting hours; the fam- 
ily is shown the entire hospital so all 
will know where the child sleeps, eats, 
plays, goes to school. 

There are many advantages to this 
procedure. The child does not suffer the 
rejection (actual or fantasied) of com- 
plete separation; he knows that his par- 
ents cannot abandon him. The child does 
not lose his physical and psychological 
place in the home and in the neighbor- 
hood. When he is discharged he is not 
easily identified by neighbors as the “kid 
who has been in a mental hospital.” The 
parents are less guilty about their failure 
as parents which has resulted in the 
child’s hospitalization, and they tend to 
feel more confident about their ability to 
act as parents because they are given 
encouragement and responsibility in this 
important role. Many parents were able 
to accept the placement of their child 
when they learned of the weekend visits; 
some asked for placement because they 
had learned of this part of the program. 
With this arrangement the parents can 
gradually adjust to the gradual changes 
in their child; and early improvement in 
the child and in the parents is quickly 
perceived by all and this appears to ac- 
celerate improvement in family relation- 
ships. It remains true that for all of the 
children some separation from their par- 
ents is therapeutic. The neurotic inter- 
actions in these families are many. There 
are parents who persist in infantilizing 
their children, parents who tease and 
tempt their children into delinquent ac- 
tions. Some parents endanger the ade- 
quate psychosexual adjustment of their 
children; others release onto the child 
hostility they have toward their parent 
or spouse. There are many varieties of 
these pathological family patterns, and 
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many ways in which a hostile child can 
tantalize and frustrate immature, poorly 
controlled parents. It has appeared that 
in most instances a partial separation in- 
terrupts these faulty patterns, but main- 
tains enough of the healthy parts of the 
relationship, of the need for these peo- 
ple for one another, to permit change to 
occur. 

The change is not left to chance or to 
the unguided efforts of parent and child. 
I have described how the referral evalu- 
ation emphasizes the need for change. In 
the process of admission the parents and 
child are supported and helped to under- 
stand the necessity for separation, but 
the positive aspects of the family life are 
also supported. Each Sunday one of the 
professional staff is on duty at the Cen- 
ter and it is routine for the parents to 
give to this staff member an account of 
the events of the weekend. The inter- 
view, lasting from 10 to 30 minutes, is 
structured around 8 questions designed 
to reveal attitude and relationships as 
well as particular behavioral incidents. 
No attempt is made to give detailed di- 
rection to the parents but after several 
weekends, the parents begin to ask the 
staff member for guidance regarding par- 
ticular actions and events. Usually the 
staff worker redirects the parents to the 
community agency with which they are 
working, always emphasizing the impor- 
tance of their learning how to make 
these decisions themselves. We endeavor 
to be tolerant, not blaming toward the 
parents, even though we expect change 
and they may continue for some time to 
repeat past mistakes, They are often 
struck by the contrast between our 
method of handling their child and their 
own ways (or their child will point this 
out to them), and we encourage their 
questions. One purpose is to help them 
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to learn that they have a role equally as 
important as ours in the treatment of the 
child; moreover, their criticism shows us 
our own mistakes. 


This case abstract, taken from the weekend 
interviews with the mother of a 12-year-old 
boy, shows the treatment roles of the Cen- 
ter’s staff, the worker in the community, and 
the parent. Harry T’s behavior was charac- 
terized by firesetting, bedwetting, crying, 
wandering from home, attacks on his 6-year- 
old brother and difficulty with peers. Shortly 
before referral he had defecated in the bath- 
tub. In school he defied all authority, day- 
dreamed or played, and was falling behind in 
his work. He often shared his mother’s bed 
and had begun to develop a passive, feminine 
type of sexual identification. His father had de- 
serted when Harry was 6, and his mother for 
religious reasons felt she was not free to re- 
marry. She was depressed and lonely and ex- 
pected Harry to act as an adult in supplying 
her with companionship and comfort. She was 
being seen regularly by a caseworker of the 
referring agency and this treatment continued 
during and after the boy’s residence in the 
Center. 

After the first weekend Mrs. T reported: 
“No unpleasant behavior; he played well with 
the boy next door.” He was lonesome and 
had asked to sleep with her. She allowed him 
to do so, but asked the staff worker for advice 
about this, 

Second weekend: “He was wonderful; it 
was a pleasure to have him home.” 

Third weekend: “He was wonderful; tre- 
mendous improvement. But once in a while he 
would resent my telling him not to do some- 
thing. He played rough with his little brother 
and this made me nervous and upset.” 

Fourth weekend: “It was a very good 
weekend.” She felt that she had changed so 
much, understood the child so much better, 
had gained so much strength in handling of 
the child that she is prepared to handle him 
in an understanding manner if he misbehaves. 

Fifth weekend: “Very good.” But he wet 
the bed and she was surprised because he had 
completely Stopped wetting. 

Sixth weekend: “It was a nice weekend, but 
he got angry and didn’t pay attention or seem 
to hear when spoken to.” 

Eighth weekend: “He is less jealous of his 
brother. He is getting along better with the 
boy next door with whom he used to fight 
constantly.” 

Ninth weekend: “He was completely dif- 
ferent. He did everything he could to worry 
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me. He wouldn’t help around the house, 
talked back, would not listen. I screamed at 
him and then I explained to him that I was 
nervous.” She told the staff worker that her 
husband had recently divorced her and had 
just remarried, so she knew there was little 
prospect for her to have a husband, She knew 
this was upsetting her. 

Tenth weekend: “He was happy.” On the 
recommendation of the agency caseworker 
she had discussed with Harry his father’s re- 
marriage. Harry for the first time in his life 
took his brother outside to play. Mrs. T again 
talked at length to the staff worker about her 
former husband and asked for advice in 
handling her problems. The staff worker en- 
couraged her to continue discussing these with 
the agency caseworker. 

Eleventh weekend: Harry told his grand- 
mother to shut up. Mrs. T was surprised (and 
pleased) because she said her mother was 
domineering and interfering. She feels this is 
a sign of improvement in Harry. The little 
brother is jealous of Harry's placement and 
the attention Harry gets on weekends. Mother 
now gets along better with her neighbors and 
feels less bitter toward her former husband. 

Twelfth weekend: “Very nice weekend.” 
Harry cried because a boy at the Center had 
broken his watch. He had been afraid to tell 
his mother because he knew how hard she had 
to work to support the family. But he had 
talked this over with his therapist at the Cen- 
ter and finally told his mother. Mrs. T now 
understands why her mother has been so re- 
jecting of Harry. It is because she is taking 
out on Harry her hostility towards Mr. T. 
The firesetting has not recurred. She can now 
trust Harry to be alone with his brother; pre- 
viously she had been afraid that Harry might 
kill him. 

For the sixteenth and seventeenth weeks 
Harry went to Boy Scout camp. The scout- 
master told Mrs. T that Harry did very well 
in contrast to past years, when he had re- 
quired special attention from the scoutmaster 
in order to perform adequately. After 23 
Weeks in residence at the Center Harry was 
discharged, was enrolled in junior high s¢ ool, 
and his mother continued her contacts with 
the referring agency. 


In a typical case the child comes to us 
relieved that he is not completely “sent 
away” from his parents. Each child is 
admitted on a Monday, and by the end 
of his first week he is somewhat anxious 
to return home. Usually he will be well 
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behaved for the first weekend, often for 
several weekends in a row. The parents, 
anxious to please the staff and knowing 
that they will be interviewed on Sunday, 
plan the weekends carefully. They have 
had relief for five days and can usually 
face the weekends without too much anx- 
iety. We always tell the parents that 
they may return the child at any time 
during the weekend if he becomes too 
difficult to manage, but no parent has 
done so. Much of the planning for the 
weekend involves the entire family, and 
we have seen instances where family 
members who have been isolated from 
each other begin to live together, with 
the weekend visits as the unifying force. 
The good behavior of the child and the 
increased efforts of the parents have a 
beneficial effect, and a healthy upward 
spiral replaces the previous downward 
spiral of maladjustment. The child will 
sooner or later revert to some oF all of 
his former misbehavior as a way of test- 
ing the parents or in response to a re- 
gression on their part. But the parents 
have seen that the child is not “all bad”; 
they have gained confidence in their 
ability to act as parents; and they, as 
well as the child, are receiving help. So 
these relapses are usually not seriously 
damaging. 

It is difficult to predict which parents 
will not improve and will not accept im- 
provement in their child. Since all of the 
families show serious disturbances and 
many unsuccessful attempts have been 
made to help them, it is difficult to know 
which parents are indeed “uncoopera- 
tive,” “resistant,” etc. We decided that 
even though past efforts had failed a fur- 
ther effort must be made to reach these 

arents, not only because it would be 
difficult to find foster homes for many of 


these children, 7 because these past 
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efforts had often been partial, haphazard, 
short-lived. The responsibilities and in- 
conveniences connected with weekend 
visits often demonstrate early those par- 
ents who wish their child to get well. 
Some families make a 150-mile round 
trip each weekend; some who live in the 
nearby city of Baltimore must depend 
upon inadequate public transportation 
facilities. 

For the child who has no family, or 
whose parents are grossly destructive to 
his well-being and refuse to change, a 
foster home is secured before admission 
or as soon after admission as the child 
is ready to accept foster parents. A new 
family unit is gradually built for those 
children during residential treatment in 
the same way as for the children living in 
their own families, with weekends in the 
foster home and service to the foster 
parents by the community agency. 


THE DISCHARGE 

The patient’s adjustment to living in a 
hospital is an adjustment to an artificial 
way of life. Often we cannot predict that 
he will adjust to the stresses of life out- 
side of the hospital. Moreover, there is 
often little readjustment of those impor- 
tant persons outside of the hospital in 
order to meet the returning patient’s 
needs and prevent recurrence of his 
problems. In the program of the Esther 
Loring Richards Childrens Center the fo- 
cus is the adjustment of the child in his 
family, on the changes taking place in 
the child and in his parents in relation to 
one another. We do not underestimate 
the importance of those changes, 
summed up in the phrase “insight,” 
which take place in the child as a result 
of psychotherapy while he is in the Cen- 
ter, but hold that it is necessary that 
these changes be gradually tested out in 
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the real life situation to which the child 
must return. Even in this testing out 
there can be a facilitation of working 
through problems and a deepening of in- 
sight. The Center attempts to present to 
the child and to his parents a model for 
a new relationship, but one which can 
be worked out without the child or his 
parents losing their own identities. One 
of the great disadvantages to total insti- 
tutionalization is that there is a tendency 
to stamp on the patients the subculture 
favored by the hospital, and treatment 
fails because the patients return to dif- 
ferent subcultures. This we feel is avoided 
in a large measure by the program at 
the Center. 

It is very necessary that the hospital 
know the optimum time for discharge, 
because release before or after this time 
can be harmful. The week-by-week ad- 
justment of the child to his family is 
added to the evidence of improvement in 
behavior at the Center, of progress in 
psychotherapy, and of gains made by the 
family in their work with the community 
agency. We have reliable data for deter- 
mining the discharge time and for pro- 
ceeding with discharge plans. The agency 
has been in close touch with the Center 
from the time of the referral of the child. 
Its representative attends the evaluation 
Conference before admission, and the 
progress conference after the child has 
been at the Center for six to eight weeks. 
Every week the agency worker receives 
the weekend report and a weekly report 
of the child’s behavior in the Center, and 
each month a report from our school. 
Additional conferences by telephone Or 
in person take place as needed. When 
the staff at the Center feels that dis- 
charge is imminent, the community 
agency becomes even more active in 
planning with our staff, with the parents 
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and with other community facilities such 
as the school system. At the time of dis- 
charge the community assumes full re- 
sponsibility for the child and his family. 
Because the community has never re- 
linquished all of its responsibility during 
the time the child was in the hospital 
and has a full knowledge of the treat- 
ment, it can help this child and family 
make the transition to a full-time rela- 
tionship. The Center remains to offer 
consultation if needed, but gives no di- 
rect service to the child or family. 
Although the treatment policy was 
formulated with the assistance of many 
professionals in the community and was 
approved by the Commissioner of the 
State Department of Mental Hygiene 
and the Mental Hygiene Advisory 
Board, questions were raised about 
many of the details of this treatment pro- 
cedure. There were those who thought 
that all the problem children of the com- 
munity could be sent to this Center. 
Through some marvelous means, labeled 
“residential treatment” by some or “in- 
tensive psychotherapy” by others, chil- 
dren would be cured and returned to the 
community (those not cured would re- 
main indefinitely at the Center). In either 
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case they would no longer trouble the 
community. Others, of course, realized 
the limitations of institutional treatment, 
but were fearful of allowing these dis- 
turbed children to be in the community 
on each weekend. There was a convic- 
tion, born of the decades of institutional 
practices, that the state hospital person- 
nel should provide all treatment services 
—family casework, foster-home finding 
and supervision, postdischarge care—for 
all children entrusted to its care. There 
were many other questions, but the very 
policies themselves provided yérs. 
When an agency was required wp 
pate with the Center in the treatment of 
the child and his family, the agency staff 
was able to see how well it worked. 
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2. A Brief Psychotherapy Program for Disturbed Adolescents* 


HAROLD A. GOOLISHIAN, Ph.D. 


University of Texas Medical Branch, Galveston, Texas 


Prefaced on the assumption that families are capable of carrying on self- 
rehabilitation, brief psychotherapy has been attempted in which an ortho- 
psychiatric team works with a single family group for a period of two or three 
days. Through a series of group, individual, and multiple therapist sessions 
major family dynamics are highlighted and family self-rehabilitation acceler- 
ated. Details of procedure and clinical examples are presented. 


Te TON Development Project of the basic principles common to the ortho- 
E f University of Texas Medical psychiatric approach. Staffed by an in- 
ee ways organized around terdisciplinary team, the treatment ef- 
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fort is ordinarily directed toward total 
family rehabilitation and the child may 
be more the nominal than the real pa- 
tient. However, age limitations are such 
that the clinic population falls within the 
general teen ages; and since the agency 
is state supported, there is the responsi- 
bility to accept referrals from all over 
Texas. As with other clinics in a similar 
situation, the staff of the Youth Develop- 
ment Project has frequently found itself 
in the position of offering complete psy- 
chodiagnostic services with little in the 
way of follow-through to treatment be- 
cause of the unavailability of facilities to 
the family under study. Such unavail- 
ability may be the case for a variety of 
reasons, including geographic location, 
economic handicap, or resistance on the 
part of the parent or child to follow 
through with treatment recommenda- 
tions. 

Frustrations of this sort are not new 
to workers in child guidance clinics and 
these facts played a major role in the de- 
velopment of the Multiple Impact Brief 
Psychotherapy to be described in this pa- 
per. Of equal importance in this develop- 
ment, however, was the conviction of the 
staff that ordinarily in attempting psycho- 
therapy with adolescents we were dealing 
with chronic pathologic family interaction 
and that the direct manipulation of this 
interaction could be a potent therapeutic 
tool. An additional observation that con- 
tributed to the development of these 
methods was that frequently, in our clin- 
ical caseload, behavioral changes in ado- 
lescents were noted to take place rapidly. 
It seemed that youngsters in a period of 
over-all rapid personality growth did not 
always need the long insightful working- 
through so usual to intensive individual 
therapy with adults. 

Taking note of all of this, the staff of 


the Youth Development Project initiated 
a pilot study to test the feasibility of an 
intensive, family-oriented brief psycho- 
therapy method. The results of the pilot 
study warranted a full-scale investiga- 
tion, now in operation. 

In contrast to the usual child guidance 
clinic scheduling, in Multiple Impact 
Psychotherapy the treatment team of 
psychiatrist, psychologist, and social 
worker undertakes to work with one fam- 
ily group over a full two- to three-day 
period. During this time the team works 
with the family for six to eight hours each 
day. At the conclusion, the family is dis- 
charged after arrangements are made for 
appropriate follow-up study six months 
and a year later. 

The interviewing procedures used are 
quite flexible and consist essentially of 
an initial team-family conference fol- 
lowed by a series of individual inter- 
views, joint interviews (two patients with 
one or more therapists, or one therapist 
with two or more patients), and overlap- 
ping interviews (where the therapist on 
terminating one interview overlaps with 
another therapist). These procedures are 
interrupted by frequent formal and in- 
formal team conferences. The family is 
also advised to talk together during the 
two days, or to have its own staff con- 
ferences. Standard psychological tests 
are given to the adolescent during the 
first afternoon, and the results are shared 
in a general way with the parents and 
the adolescent, usually early on the sec- 
ond day. 

The therapeutic contact with the fam- 
ily ends on the second or third day with 
a final team-family conference. During 
the final conference the home problem is 
discussed in terms of specific recommen- 
dations, and insights gained during the 
preceding day and a half or two days are 
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applied to behavior and situations that 
can be anticipated. 

Before Multiple Impact Psychother- 
apy is initiated with any family, the 
clinic team meets together and reviews 
all available information. This material 
may have been forwarded by the refer- 
ring agency, or the family may have been 
seen briefly in screening interviews by 
the Youth Development Project staff 
prior to the scheduling of Multiple Im- 
pact Psychotherapy. At this preliminary 
conference, exploration into possible dy- 
namics of the family crisis and potential 
family strengths is carried out and lim- 
ited only by the depth of the material 
available to the treatment team. 

The family, meanwhile, has been ad- 
vised to arrive at the clinic around 9 
A.M., and is then invited to meet with the 
team for an initial conference. Generally, 
the “family” includes all significant 
members of the family group insofar as 
this can be determined on the basis of 
preliminary data. This is minimally the 
mother, father and adolescent, but it can, 
and frequently does, include siblings, 
grandparents, in-laws, and, where neces- 
sary, community representatives such as 
probation officers or family service work- 
ers. 

The initial conference is planned to 
last approximately one hour, and after 
general introductions, family members 
are invited to outline in their own words 
the nature of the immediate crisis and 
the problem they have defined to be the 
core of their difficulties. Almost invari- 
ably one person will act as spokesman 
for the family group, and the participa- 
tion of others is encouraged and sup- 
ported. 

In these initial conferences gross pat- 
terns of family interaction and estab- 
lished patterns of communicating be- 
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come evident very rapidly. Silent areas 
of considerable emotional significance, 
not easily available to introspective de- 
scription, can be directly observed by 
the clinic team as the family members 
attempt to establish and explore the 
problem with which they are coping. 
There is often more meaningful emo- 
tional communication between family 
members during this conference than 
has occurred for some time. Most fami- 
lies, unaccustomed to this novel inter- 
change, experience a rapid build-up of 
tension and discomfort which is relieved 
by the suggestion of individual inter- 
views. The details of scheduling these 
interviews are discussed openly with 
the family, and at all times each partici- 
pant in Multiple Impact Psychotherapy 
is given as much information as the staff 
feels he can tolerate and use construc- 
tively. 

The initial individual interviews are 
often used by members of the family to 
ventilate grievances, present defenses, 
and to rationalize the behavior and atti- 
tudes they have toward each other. In 
the process a fairly complete develop- 
mental family history is obtained and 
working diagnostic formulations are laid. 

At the end of the individual inter- 
views it is time for lunch, and the family 
is told that the team will confer during 
the luncheon period and review the 
morning’s work. The family members 
are advised to share as freely as they 
can ideas or reactions that they have 
had during the morning, and they are 
told that the clinic team would like to 
hear about such discussions after lunch. 
During the luncheon staff mecting, the 
clinic team meets with consultants, and 
all previously gained material and staff 
reactions to the total family and particu- 
lar individuals are reviewed and dis- 


BRIEF PSYCHOTHERAPY: H. A. GOOLISHIAN 


cussed. Working formulations concern- 
ing the various roles within the family 
and the potential meaning of the current 
crisis in terms of these roles are spelled 
out. A tentative treatment plan based 
on potential, though yet unrealized, 
strengths within the family is also formu- 
lated. 

During the afternoon of the first day 
the adolescent patient is usually given a 
battery of standard psychological tests. 
The parents are seen individually in cross- 
ventilation interviews; that is, the team 
member who has seen the father in the 
morning now sees the mother and vice 
versa, By this time each team member 
has developed clear-cut impressions of 
the strengths and weaknesses of each 
participant and the dominant mode of 
relatedness characteristic for that family. 
Discrepancies and distortions not un- 
covered in the individual sessions dur- 
ing the morning come to light as the 
team confers during and after lunch and 
throughout the subsequent cross-ventila- 
tion sessions. 

Overlapping interviews now become 
an important therapeutic technique. 
Part way through any individual inter- 
view one team member may telephone 
another and ask for permission to join 
the session, The first therapist sum- 
marizes for the newcomer both the fac- 
tual and affectual content of the inter- 
view. He makes interpretations, clarifies 
and restates issues, and draws conclu- 
sions during this review. The patient is 
Invited to participate in this recapitula- 
tion and to make needed corrections. 
The second therapist responds during 
this summary and adds information he 
has gleaned from his own work with 
other family members. Longstanding 
barriers to communication and resis- 
tances to insight often disappear with 
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remarkable rapidity during these over- y 
lapping interviews. 

From the afternoon of the first day 
on, overlapping and multiple interviews 
become quite frequent. Within this over- 
all procedure there is considerable room 
for variation appropriate to the dy- 
namics of the family being studied and 
the severity of the pathology of any 
one person. 

By the afternoon of the first day the 
family has developed beginning insight 
as to what the current crisis is about, 
problem areas have been identified, and 
areas of unrealized potential for emo- 
tional growth have been outlined. Inso- 
far as it is practicable and therapeuti- 
cally reasonable, discussion and insight 
are continually related to pertinent 
family dynamics. 

The second day (and, if necessary, the 
third day) is an accelerated version of 
the previous work. Usually the second 
day begins with a brief team-family con- 
ference followed by individual and joint 
sessions. During the previous evening 
the family group had stayed at quarters 
they had arranged for themselves and 
most often there had been considerable 
family discussion. ; 

The results of these discussions, or in 
rare cases the lack of them, is typically 
the immediate content of the first team- 
family conference of the second day. 
Suggestions as to future plans and for- 

tten historical material are supplied 
by the family. This new information is 
enlarged upon and its significance ex- 
plored in individual and multiple therapy 
sessions. On the afternoon of the final 
day, the content of the various inter- 
views, though still centered around and 
in the family structure, now begins to 
be directed toward plans and family 
capabilities for the solution of immedi- 
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ate and anticipated problems. Each of 
the family members is encouraged to 
criticize and reformulate these emerging 
plans from his own point of view. Possi- 
ble difficulties are discovered and al- 
ternatives considered. 

Overlapping interviews with a con- 
tinuing recombination of family and 
team members are most important dur- 
ing the last afternoon in order to facili- 
tate psychotherapeutic convergence. 
This movement does not stop until a 
high degree of understanding and resolu- 
tion is reached. 

The final afternoon sessions end with 
a team-family conference summarizing 
all preceding therapeutic work and un- 
resolved issues. The family is assured 
of the team’s continuing interest and 
support, and plans are made for follow- 
up studies six months and a year later. 
With the close of this final team-family 
conference, the immediate therapeutic 
task of the clinic is completed. The 
family, with new insights, hopes, and a 
freedom of communication, is now in a 
better position to begin the task of self- 
rehabilitation. It is not thought, of 
course, that neurotic and distorted inter- 
personal orientations will disappear 
overnight, but rather that the family, 
through the family members’ own sig- 
nificance to each other, will have 
changed in its dynamic balance. With 
changing perception of each other’s 
roles, their typical methods of respond- 
ing will slowly begin to reflect a new 
family balance. 

These procedures are at this stage 
very experimental and developmental. 
At no time is the psychological safety 
of the participants unnecessarily en- 
dangered, since at any point the experi- 
mental treatment procedures may be 
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canceled and more orthodox standard 
treatment initiated. 

During the two years of the current 
large-scale investigation, approximately 
sixty families have been studied and 
treated by these techniques. The sample 
has included a wide variety of psychi- 
atric and adjustment problems in order 
that a definitive description of those 
types of problems most suited to these 
methods might be evolved. Preliminary 
results and clinical impressions, though 
still in need of reinforcement by more 
intensive follow-up and statistical analy- 
sis, do indicate improvement for indi- 
viduals and families that compares 
favorably to results of more standard 
psychotherapy. Details of the follow-up 
studies and clinical case materials are 
now in the process of being prepared. 

Ideally, Multiple Impact Psychothera- 
peutic procedures would be a definitive 
and limited treatment. However, clinic 
experience has indicated a flexibility and 
applicability of these methods to a wide 
variety of clinical problems. There are 
indications of the usefulness of these 
techniques in collaboration with, or dur- 
ing, other treatment procedures. Several 
adolescents, for example, who had ex- 
perienced an acute psychotic break and 
were hospitalized for physical treatment, 
were seen with their families just prior 
to discharge. In these instances, Multiple 
Impact Psychotherapy was used as @ 
psychotherapeutic hospital discharge 
technique. 

Another type of problem has been 
partially explored in instances where the 
youngster was about to be released from 
a state training school. Here, too, the 
total family therapy had as its initial 
crisis not only the problems associated 
with the reintegration of the adolescent 
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into the family, but the problem of 
understanding the dynamic family situa- 
tions necessary to avert the need for 
further institutionalization. On these oc- 
casions, community representatives such 
as the probation officer were integrated 
into the treatment program in a way 
that made their relationship with the 
adolescent and the family during the 
probationary period more constructive 
than custodial. 

In at least two instances, extremely 
disturbed and chronically schizophrenic 
adolescents have been seen and the 
Multiple Impact Psychotherapy pro- 
cedures modified so as to include regu- 
lar one-day contacts with the family on 
a monthly or two-monthly basis. In both 
of these cases the behavioral improve- 
ment in the adolescent appears to be 
constant and steady, despite the lack 
of regular intensive psychotherapeutic 
interviews. These families, because of 
geographic and financial limitations, 
could not have availed themselves of al- 
ternative treatment short of committing 
the adolescent to a state hospital. These 
experiences, though still quite limited, 
indicate the possibility of making psy- 
chotherapy available, even in instances 
of severe pathology, to persons now out- 
Side of the area served by urban clinics. 

In conjunction with the University of 
Texas Medical Branch Department of 
Pediatrics Child Guidance Clinic, fami- 
lies with younger children have also 
been included in our sample. Multiple 
Impact Psychotherapy procedures have 
been modified to take into account the 
age of the child. Principally these 
changes have involved an increased 
treatment emphasis on parental interac- 
tion and some modification of play tech- 
niques, 
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Currently arrangements are being 
made to undertake similar activities in 
other community child guidance clinics 
so as to explore further the problems 
relevant to families with younger chil- 
dren who are seen in Multiple Impact 
Psychotherapy. 

Since the University of Texas has a 
primary teaching responsibility, the use 
of Multiple Impact Psychotherapy as an 
instrument for teaching has been a con- 
tinual goal. In conjunction with experi- 
enced team members, trainees in the 
disciplines of psychiatry, psychology, so- 
cial work, and pediatrics have been 
integrated into the treatment team, 
either as additional team members or, 
dependent on level of training, as mem- 
bers of the basic treatment team itself. 
As a training device, this resulted in 
several immediate advantages to the 
trainee and the supervisor. The training 
therapist was able to participate in and 
observe in situ the varying descriptions, 
distortions, and feelings of the family 
members with reference to specific 
events. The impact and meaningfulness 
of one family member to another were 
immediately available to the training 
therapist through his participation in the 
family interaction, without the necessity 
of the slow, deductive effort required in 
individual psychotherapy sessions. Fur- 
ther, the training therapist in such a 
situation had the opportunity to be a 
participant observer of the activities of 
more experienced therapists, free from 
the obstacles of verbal reports and the 
interpersonal isolation of one-way vision 
screens. There was available to the 
trainee as a functioning member of the 
clinic team, as to all members of the 
team, a continuous self-corrective proc- 
ess in the form of shared observations 
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that made supervision immediate, and 
made later discussion and analysis of the 
therapeutic movement a more meaning- 
ful process. 

Flexibility in treatment goals is an 
extremely important aspect of Multiple 
Impact Psychotherapy. Not only are 
treatment goals subjected to constant re- 
vision as a result of new information 
during the treatment period, but the 
goals can be very carefully related to the 
potentials and weaknesses of the family 
under treatment. In some instances, as 
in other forms of psychotherapy, very 
limited goals are all that can be estab- 
lished. 


In one family seen, the father, a professional 
person, was extremely irritable and difficult 
to live with, and was diagnosed as a chronic 
paranoid character. The mother, a very 
scattered, flighty, emotionally draining woman, 
was an ambulatory schizophrenic given to 
short but definite periods of overt psychotic 
ideation. The adolescent boy of 15 was an 
almost immobilized, overideational pre- 
schizophrenic. For over ten years one or 
another of this family had attempted through 
their community child guidance clinic, family 
physician, school counselor, and others to do 
something about their most difficult problems. 
In each instance these treatment attempts 
were short-lived and bitterly opposed by one 
or the other spouse. The goal of Multiple 
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the view of the individual as a discrete 
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Impact Psychotherapy in this instance was 
limited to achieving the necessary family 
strength to carry through with a definitive 
and constant treatment program. The referral 
to the Youth Project was initiated by the 
father, and as had happened previously, op- 
posed by the mother. The family was seen in 
Multiple Impact Psychotherapy and shortly 
after discharge had carried through with ar- 
rangements for the necessary treatment of 
each of the family members. Follow-up study 
one year later indicated that this family had 
remained in treatment through the one-year 
period with good results. 


In most families, however, the brief 
Multiple Impact Psychotherapy method 
is the only treatment utilized, but what- 
ever the goal, there is possible a con- 
stant revision which can take into ac- 
count the immediate emotional strengths 
and potentialities of the family. 

Prefaced on the strong presumption 
that families are capable of carrying on 
self-rehabilitation, this brief psycho- 
therapy has been attempted. Experience 
to date has indicated that it is a highly 
flexible procedure, applicable to a va- 
riety of clinical and teaching situations. 
Considerable work is still necessary to 
explore fully the limitations and ad- 
vantages of the technique and this work 
is now in progress. 


and closed system. They are exploring 
concepts in diagnosis and treatment 
which place the individual in a con- 
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tinuum of interactional relationships 
within the family and the larger outside 
world. John Spiegel (1) notes that while 
there is habitual lip service paid to the 
family-as-a-whole, relatively few isolated 
groups or individuals have attempted to 
maintain a focus on the family unit, and 
their attempts must still be viewed as 
incipient and unfulfilled. We are still in 
the early stages of a movement that 
many of us—particularly we in family 
agencies over the country, but also other 
groups and individuals—feel to be of 
vast importance. 

It is in this context that we must view 
the contributions of Goolishian and 
Reidy today. Those who consider with 
fixity that the individual therapy rela- 
tionship is sacrosanct and not to be 
“corrupted,” can find many problems of 
transference and countertransference in 
these papers. At the other end, sophisti- 
cates in family theory can find fault with 
the incompleteness of the conceptual 
base and therefore the procedures of 
family treatment reported. But a sounder 
beginning point is to accept both proj- 
ects as responsible ventures toward deal- 
ing with urgent problems with which we 
are all faced in mental health work. 

d Goolishian reports a procedure that 
is focused on the family interactional 
field where adolescent disturbance is the 
presenting problem. Implicit in this re- 
ported approach is that treatment is 
based primarily on a brief but massive 
intervention in the role-adaptational 
pattern of the family with the hope that 
thereby a continuing process of readap- 
tation will have been triggered. Note- 
worthy here is the implicit premise that 
under certain conditions the focus on 
change in the family group is the treat- 
ment preferred to the more traditional 
isolation of the adolescent therapy proc- 
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ess from a type of supportive work with 
the parents. Noteworthy here too is the 
willingness to involve siblings and others 
who are intrinsically part of the family 
orbit. 

Several aspects of this reported ex- 
perience interest me. Though based on 
a concept of intervention in the family, 
much of the work devolves into the 
modality of individual interviewing— 
there is a gap, so to speak, between the 
theory of the family as a unitary organ- 
ism and the practical procedures which 
are so largely inherently individual, and 
in some respects, fragmenting. Even 
semantically, the session with the family 
is called a “conference” as though to 
distinguish it from therapy. The family 
session is seen as dissembling of de- 
fenses and an incitement to anxiety in 
individual family members requiring 
individual interviews to mediate. In the 
recent experience of my own agency and 
its clinic with family therapy conducted 
by any one, Or paired, representatives 
of interdisciplinary teams, the full course 
of treatment or a significant series of 
consecutive sessions can often profitably 
be held with the whole family. If we are 
to focus not only on the family’s plural- 
ism but on its unitary identity, then it 
is useful to make an analogy between 
the family group’s and an individual's 
entrance into treatment. At such an 
early point the family’s shakiness of de- 
fenses and control mechanisms is remi- 
niscent of similar phenomena in the indi- 
vidual therapy situation. Goolishian’s 
reference to the “novel interchange” in 
the family session is something univer- 
sally experienced in early sessions with 
family groups. Prior to treatment the 
family members have really known and 
h others feelings, atti- 


experienced eac! 
tudes, but have tried to act as though 
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some of them do not exist; and in a 
therapy situation with stimulation from 
the therapist, here and there the “cat is 
let out of the bag.” The resultant ten- 
sion some of the family may feel need 
not be immediately mediated or covered 
over, but can be used in succeeding 
family sessions toward further uncover- 
ing of mutual feelings and further biting 
into the pathologic role adaptation in 
the family. The therapist in his manage- 
ment of the treatment situation can ex- 
ercise the necessary control or substitute 
his control for momentary losses in the 
family’s control system. Needless to say, 
we are not here discussing seeing the 
family in groups as an exclusive and sole 
treatment procedure, but, based on dif- 
ferential criteria for its employment, as 
a procedure that has great dynamic 
possibilities. It parallels in treatment 
procedure the diagnostic orientation to 
the family as a whole. 

This is all by way of saying that there 
is a fruitful field not only for further 
development of family theory in diag- 
nosis but for parallel development of 
family-focused treatment procedures. 

Dr. Reidy’s report, stemming from a 
different setting, is a contribution to- 
ward this development. His project must 
be viewed on a continuum of develop- 
ment of responsibility and procedures in 
State institutions. Family caseworkers 
especially, like myself, have had experi- 
ence, often lamentable, with the cus- 
tomary individual-centered state institu- 
tion which restricts its treatment focus 
substantially to the individual patient— 
and in the time dimension, restricts its 
treatment substantially to the time when 
the patient is hospitalized. If we view an 
individuals mental illness as being 
symptomatic of the family’s disturbance 
and see hospitalization as only one phase 
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of a total treatment approach to the 
family; if we are cognizant of the etio- 
logical, perpetuative, and, yes, epi- 
demiological connections of individual 
disturbance to the family, then we must 
welcome Dr. Reidy’s project as a signifi- 
cant step. Of real additional interest to 
me was the carefully thought out pro- 
gram, which—accepting the essentiality 
of some physical separation of the child 
from family and neighborhood—never- 
theless attempts to maintain and 
strengthen a whole family identity so- 
cially and psychologically. I for one 
would like to see an additional step 
tried: the scheduling of some therapy 
sessions with the whole family perhaps 
at the home, during weekends the child 
has rejoined his family. The changed in- 
teraction in the family group, the new 
joinings and changed roles would be 
further stimulated and enhanced. 

We would probably all agree with the 
general theorem that the relations be- 
tween the disturbed individual and his 
family are a critically important field 
for further investigation on the levels of 
practice and research alike. Contribu- 
tions to theory on the whole family have 
been appearing with increasing fre- 
quency. One need mention only a few, 
such as Bales’ concept of the family as 
a social system (2); Jackson’s theories 
on family homeostasis (3); Bateson’s on 
the “double bind” in certain pathologie 
communication patterns (4); Spiegel’s 
and Kluckhohn’s transactional ap- 
proach (5); and Ackerman’s concepts of 
family identity, adaptational and control 
processes (6), and others. Many of these 
contributions are on the level of high 
theory. What is needed beyond further 
filling-in of theory at this level is what 
our social science friends call the 
“middle” or smaller concepts which 
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forge the links between theory and prac- change in the family under treatment, 
tice, which break up theory into opera- levels and kinds of therapeutic interven- 
tional concepts that guide practical tion and so on need much more concep- 
diagnostic and treatment procedures. tualization. In these and other areas of 
Though we at Jewish Family Service are “middle concepts,” clinical investgators 
vastly stimulated by the experience of and researchers and practical venture- 
working with the family in group ses- someness as described today will play 
sions, we know that the processes of the determinative role. 
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DIFFERENT APPROACHES TO TREATMENT 
OF THE CHILD AND THE PARENTS* 
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The traditional approach of separate and individualized treatment of the 
child and parents is still practically the only approach used in many psychi- 
atric clinics for children, in many other related agencies and in private prac- 
tice. The authors challenge the validity of this state of affairs. Seven major 
treatment approaches and the criteria for their selective application—includ- 
ing the traditional ones—are described. The paper traces the historical de- 


velopment of the traditional approach and the current trends toward diversifi- 


cation. The authors’ 
outlined. 


philosophy underlying the different approaches is 


Te FAMILY-ORIENTED treatment ap- 
proaches to be presented are based 
upon the psychodynamic understanding 
of the child and his parents as individ- 
uals, and in relationship with each other. 
The extrafamilial social forces which 
impinge upon the family and its mem- 
bers are omitted, for the most part, from 
consideration. We recognize their im- 
portance but see reactions to them as 
measures of the strength of the family 
or the individual. 

The more traditional philosophy of 
child guidance clinics was one that saw 
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the child as the patient and the parents 
as collaborators. The treatment of the 
child has been the responsibility of the 
child psychiatrist while the collaborative 
effort has been that of the social worker. 
And, for the most part, the mother-child 
relationship has been viewed as the 
source of the problem in the child, and 
this alone dealt with. 

Paradoxically, clinical treatment prac- 
tice has been at variance with well- 
established and diagnostically applied 
theory about the child’s disturbance 
springing from pathology in the par- 
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ent(s) and breakdown in the intra- and 
extrafamilial relationships. It is only in 
the past several years that treatment phi- 
losophy and practice have begun to 
catch up with theory. Witness the trend 
of not only recognition of the father as 
an important psychological force in in- 
trafamilial relationship problems, but 
also his inclusion through varied ap- 
proaches as a part of the effort to help 
the child. Today an additional and new 
trend is in force—the recognition of the 
importance of familial relationships and 
their impact on the developing child. 
The present writing serves to set forth 
the operational philosophy and different 
treatment approaches of The Psychiatric 
Clinic (formerly the Guidance Center 
of Buffalo). It is not to be construed 
that the authors hold that they have the 
tight philosophy and that all others are 
wrong. Rather, we present our efforts 
which over a period of nine years have 
proven tenable and successful in our 
hands (1-6). We hope that this sharing 
will be helpful to those practicing in the 
rapidly changing field of child guidance 
psychiatry. 
__ The philosophy is briefly as follows: 
The emotional health of the individual 
approaching marriage may be normal. 
On the other hand, it may be held in 
balance by neurotic, schizophrenic, or 
deviant characterological defenses. The 
balance achieved may be a superficial 
concealment of still smoldering internal- 
ized pathology. The marriage creates for 
cach partner a new relationship situa- 
tion, in which are tested their strengths 
and weaknesses. Hopefully, there will 
be a complementary balancing out of the 
weaknesses of one by the strengths of 
the other. Until this occurs, or if it does 
not occur, the partners may evidence 
decompensation. To defend against the 
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anxiety and threat of further regression, 
unconsciously determined alloplastic or 
autoplastic defensive maneuvers come 
into force. A new balance may be estab- 
lished and again conceal smoldering 
pathology. 

The child is born into the parental 
milieu with genetic determinants of, and 
potentials for, physical, intellectual and 
emotional development. The birth of the 
child again creates a new relationship 
situation for the parents, tests their- 
strength as individuals, their relationship 
with each other, and now, in addition, 
tests each in relation to the child. The 
birth of the child, illness, physical differ- 
ence, growing independence of the child, 
starting school, onset of adolescence, 
and many other factors may throw a 
parent or the parents out of emotional 
balance. Also of importance will be eco- 
nomic stresses, work, death or illness of 
a parent, forced separation of parents, 
etc. Again, hopefully, a previously ex- 
isting balance can be achieved. 

The parental milieu begins to de- 
termine the pattern of development of 
the child’s potentials at birth. His nor- 
mal psychosexual development or psy- 
chopathology will depend upon the 
genetic determinants; upon identifica- 
tion, incorporation and interaction with 
the observable and nonobservable un- 
consciously determined strengths, weak- 
nesses and pathology in the parents; and 
upon the quality of the relationship be- 
tween family members. The child’s mode 
of adjustment to home and to society, 
whether this is normal, psychopathologi- 
cal or sociopathological, is seen as a 
mirroring or reflection of the emotional 
strength of the milieu in which his ego 
development has occurred. 

The foregoing philosophy makes un- 
tenable seeing the child as the patient 


154 


—as the person in the family to be 
treated. The diagnosis and treatment of 
the parents are seen to be as important 
as the diagnosis and treatment of the 
child. 

The intake-diagnostic process, which 
fully involves the parents and child, and 
utilizes any needed diagnostic tech- 
niques, allows for the assessment of 
1) the mental health of each parent, 2) 
the strength of the parental relationship, 
3) the relationship between each parent 
and the child, 4) the relationship (col- 
lectively) of the parents and child, 5) the 
mental health of the child, 6) the place 
of the child in relation to siblings, grand- 
parents, and others, 7) the adjustment of 
the family and its individual members 
to society. It is from this breadth of 
assessment that recommendations arise. 
The family may not need further help, 
but will be followed with contacts at ap- 
propriate intervals. Situations that are 
not appropriate for the clinic are re- 
ferred to other social agencies, It may 
be determined that chronicity or severity 
of illness is so severe that limited realis- 
tic treatment goals must be set, or the 
child or parent(s) hospitalized for care. 
Then there are the cases for which treat- 
ment is fully recommended. 

The suggested treatment approach in 
a given case is based upon the diagnosis 
of the parents and the child. The child 
may be a patient while the father, 
mother, or the parents together may be 
viewed as patients as well. Also, it will 
be noted that the child may be seen in 
treatment by a psychiatrist, psychologist, 
or social worker; and similarly, the par- 
ents. Determination of the therapist is 
made on the basis of the diagnosis, the 
severity of the situation, and the level 
of skill of the child and parent thera- 
pists. 
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Because the clinic director (A.V.C.) 
had worked with a variety of treatment 
approaches and was prepared to teach 
these to the staff, because the complexi- 
ties within the cases created impasses 
requiring new ways of working, and be- 
cause the clinic encourages experimen- 
tation, we found ourselves developing 
more satisfying ways of meeting the 
needs of individual cases. Our efforts in 
this regard were not hit-or-miss shots 
in the dark, but were based upon the 
best diagnostic thinking we were 
equipped to do. Continued use, sub- 
jected to constant critical evaluation, 
was justified by accumulated successful 
experience in cases, supported by sys- 
tematic follow-up study over several 
years. Natural checks on therapeutic ef- 
fectiveness occur in supervision, in pres- 
entations at formal staff conferences, and 
in periodically but regularly scheduled 
treatment evaluation conferences. For 
the latter, a psychiatrist not assigned to 
the case sits in as a participant. 

In a survey of our treatment cases 
we find a spectrum of approaches, from 
seeing a child in individual therapy 
without the involvement of the parents, 
to a process in which father, mother, 
and child meet jointly with a therapist. 
Very roughly, we can center on seven 
major approaches (not including group 
therapy)—while remembering that these 
are but points on a spectrum and that 
there may well be variations in approach 
while cases progress in therapy. 

Let us now consider the seven major 
treatment approaches and rough criteria 
for case selectivity: 


Child seen by one therapist; parents 
together by second therapist. The child, 
of any age group, evidences internalized 
emotional problems, neurotic sympto- 
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matology, developing personality dis- 
order, or schizophrenia and is seemingly 
amenable to outpatient psychotherapy. 

The child is seen in weekly play 
therapy or face-to-face interviews. 

The parents show moderate to severe 
psychopathology individually, in their 
relationship with each other, and with 
their child. Despite their disturbance, 
they show an ability to relate positively 
to each other and to the therapist and 
an ability to work constructively in joint 
interviews upon conscious and uncon- 
scious problems that affect their rela- 
tionship and that with the child. 

The parents meet weekly with the 
therapist. On occasion a parent may 
be seen individually for a time or two, 
or an interview may be held in which 
the mother, father, and child meet with 
the therapist(s). If a question of threat- 
ened suicide or if impending psychosis 
arises, the parent is seen in consultation 
by one of the psychiatrists. 

One or both parents could benefit 
from individual psychotherapy, but the 
depth of the helping process is such that 
there is substantial progress in the case. 
On occasion, individual therapy is 
recommended at the close of the family- 
centered process. 

The case is kept integrated through 
brief weekly meetings of the two 
therapists. 


_ Child seen individually, and parents 
in joint interviews, by one therapist. 
This treatment process is utilized with 
children in all age groups but is par- 
ticularly applicable with children up to 
ten years of age. It is used selectively 
with older children. Diagnostic group- 
ings are the neurotic, psychosomatic, 
and the milder personality disorders. In 
these situations, the parental relation- 
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ship is relatively strong. The child's 
symptoms symbolize the existence or 
resurgence of oedipal problems in the 
parents and give mute evidence for the 
maladaptive picture. Despite having 
their own unresolved neurotic or per- 
sonality problems, the parents give evi- 
dence of an ability to work construc- 
tively on these problems through inter- 
action with each other and with the 
therapist. Further knowledge of the par- 
ental conflicts in which the child is en- 
meshed is gained through the weekly 
play therapy sessions, and the symbol- 
ism and fantasy produced by the child. 
These awarenesses enter dynamically 
but subtly into the treatment of the par- 
ents. The principles of confidentiality 
are not violated; nor is there any prob- 
lem about the sharing of the therapist 
by the parents and the child. The par- 
ents are seen, on the average, once a 
month. On occasion, at their request, 
the parents are seen separately for one, 
two or three interviews, and then seen 
together again. This process is effective 
in both clinic and private practice. 

This approach is valid also for brain- 
damaged or neurologically or otherwise 
physically different children—in private 
as well as clinic practice. Weekly inter- 
views with the child are oriented toward 
understanding him and helping him to 
accept his difference with its limitations, 
gain a greater sense of self-adequacy, 
and achieve better control over emo- 
tionally determined impulsive, hyperac- 
tive behavior. When there is a com- 

onent of organicity which determines 

the behavior, the child is referred to the 
family doctor for selected medication, 
or this is prescribed by the clinic psy- 
chiatrist. 

The parental t : 
covering the unconscious feeling: 


herapy is aimed at un- 
s about 
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their child’s deviation from normal and 
helping them to an understanding and 
a greater acceptance of the child. They 
learn how to cope with the child’s be- 
havior. The therapeutic interplay and 
the knowledge of the child gained by the 
therapist are shared with the parents. 


Mother, father, and child seen jointly 
by one therapist. This family group 
process has been used for early and late 
adolescent children both in the clinic 
and privately. It has been found an 
effective diagnostic and consultation ap- 
proach in providing an excellent picture 
of the intrafamilial strengths and weak- 
nesses and foci of conflict. Many families 
become able, in the neutral setting, to 
communicate with each other. Conse- 
quently, a number of situations which 
at first blush seemed serious have 
cleared up with the establishment of 
better intrafamilial relationships. The 
children have had alloplastic or auto- 
plastic symptomatology. The parents 
similarly have developed symptoms in 
the face of the anxieties fostered in 
family breakdown. Generally speaking, 
however, the pathological trends had 
not progressed to the point where a 
crystallized neurosis, character disorder, 
or psychosis existed. 

For the extremely chronic and 
crystallized situations—e.g., the charac- 
ter-disordered and delinquent adolescent 
—this approach lends itself to determi- 
nation of more limited realistic goals 
that may be achieved. 

Starting with the family consultation, 
the three family members may be seen 
in regular weekly to monthly interviews. 
On occasion, the family, upon their re- 
quest, may be seen in various combina- 
tions—child alone or parent alone, child 
and one parent, both parents without the 
child. Following the brief interruption 
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of an interview or two, the family unit 
again convenes. As the process pro- 
gresses, internalized or interactional atti- 
tudes and behavior of unconscious 
derivation come to the fore or are un- 
covered. The therapist becomes in part 
a family member as the relationship 
deepens, and becomes enmeshed but 
not lost in the family drama being lived 
in his office. This many-vectored trans- 
ference phenomenon is utilized much as 
it is in the one-to-one relationship. 


Child seen by one therapist; parent 
(father or mother) seen by a second 
therapist. Formerly accepted as a tradi- 
tional approach, this is now utilized only 
when necessary. This occurs occasion- 
ally when one parent refuses to partici- 
pate in the helping process, or cannot do 
so because of reality circumstances— 
divorce, death, mental illness, etc. Be- 
cause of the particular parent-child re- 
lationship problem, it may be the ap- 
proach of choice. In any case, the feel- 
ing must be prevalent that the work with 
the one parent and with the child will 
not be sabotaged by the absent parent. 

The child has developed a deeply in- 
grained neurotic, prepsychotic, psycho- 
physiological, or personality disturbance 
and requires treatment in his own right. 
The disturbed psychosocial picture cen- 
ters almost entirely between one of the 
parents (more often the mother) and the 
child. The focus of treatment of the par- 
ent will be upon the disturbed relation- 
ship with the child and upon the uncon- 
scious factors bringing about this dis- 
turbance. If the mother herself is deeply 
disturbed emotionally, the focus will be 
basically upon her problems. However, 
the disturbed relationship with the child 
must not be lost sight of and remains as 


a secondary aspect of the treatment 
process. X 
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Separate treatment of child, mother, 
and father involving three therapists. 
This also used to be a widely used tra- 
ditional approach. Now, it is rarely 
needed. Each individual has a deeply 
ingrained disturbance to a degree that 
requires individual therapy. The par- 


ents prove to be unable to work together 
in a constructive effort. The focus is one 
of individual therapy, but without losing 
‘Sight of the parental or parent-child re- 
lationship disturbances. The ultimate 
‘goal of this therapeutic approach is 
hopefully to integrate or reintegrate the 
family, with more mature relationship 
interactions. The three individual family 
members are seen in weekly interviews. 
The major staff effort in this approach 
is that of keeping the case integrated 
through frequent conferences between 
the three therapists. 
Parents only seen in a parent treat- 
ment process with one therapist. The 
child is felt to be essentially healthy 
though he may be reacting superficially 
to disturbance in the parents. In these 
cases, it is felt that the child does not 
need to be treated. It is recognized, 
however, that the child’s problems might 
advance to the point where interference 
with normal psychosexual development 
Might lead to weak ego development 
and pathological defensive reaction 
patterns. 
r Points of subtle differential thinking 
in selection of these cases are as follows: 

1. If the child is reacting primarily 
to the inability of the father and mother 
to complement strengths and weak- 
nesses, and if there is thus marital dis- 
equilibrium, the case is referred to a 
family agency. 

2. If the child is reacting primarily 


to ongoing conflict between the parents 
in relation to each one’s attitude and 
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management of the child—namely, a 
problem in the parent-child relationship 
—the case is accepted for parent con- 
sultation or parent treatment. In such 
cases, there may well be a degree of 
marital discord and this may stem from 
the conflicts over the child. 


Child alone seen in treatment. This 
approach is considered and utilized 
mainly with children in mid to late 
adolescence (15 to 17 years of age). A 
few adolescents personally apply for 
help. With others it is felt that the in- 
volvement of the parents is not neces- 
sary or would not contribute materially 
to the outcome of the case. In some 
instances, practical considerations make 
it impossible to involve the parents— 
e.g, parents dead, parents mentally ill, 
or parents totally unwilling to partici- 
pate in the process. 

In this individualized approach, which 
is used in both clinic and private prac- 
tice, the parents, teacher, or others may 
be seen in order to obtain or to give 
information. 

This one-to-one relationship process 
is used for neurotic, mildly psychotic, 
psychophysiological, and personality dis- 
orders. 


The different approaches briefly pre- 
sented do not exhaust the possible num- 
ber of focal points on the spectrum. For 
example, other approaches which we use 
are either too experimental to be in- 
cluded, or are used very infrequently. 
Some of our experimental approaches 
are: group treatment of adults (indi- 


vidual parent), group treatment of par- 
group treatment of 


ents (couples), 
adolescents, a group process for parents 
and a limited- 


on the waiting list, : 
realistic-goals approach to, chronic 
severe family problems. An infrequent 
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approach is individual psychotherapy for 
a parent. Adults applying to us for psy- 
chotherapy for themselves are auto- 
matically referred to adult clinics. 

In conclusion, it must again be 
emphasized that the approaches are fo- 
cal points on a spectrum, so that addi- 
tional specific approaches and innumer- 
able variations are possible. The cri- 
teria set forth are by no means definite 
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SELF CONCEPT AS A PREDICTOR 
OF JUVENILE DELINQUENCY 
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Is direction of socialization stable through early adolescence? A cross-sec- 
asec of 12- to 15-year-old children in Akron, Ohio, by sex, race, 

nd type of neighborhood was made. Average scores for the various age 
groups were found to be quite stable, pointing toa differential internalization of 
direction of self and to a possibility of working preventively most effectively with 


12-year-olds. 


j a PRESENT PAPER deals with the 
- stability of the direction of socializa- 
tion in adolescents, 12 to 15 years of 
age, in a medium-sized industrialized 
American city, More particularly, the 
findings of the study have significance 
for vulnerability to and insulation 
against juvenile delinquency. 


THE QUESTION OF STABILITY 


In recent years, Reckless and 
Dinitz (5) have pointed to a good Or 
poor concept of self and other, as mani- 
fested by 12-year-old children in high 
delinquency areas, as a possible insu- 
lator against or propellent toward de- 
linquency. The question arose as to 
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whether the direction of socialization or 
a good or poor concept of self was a 
constant. In other words, is the self con- 
cept, good or bad, likely to be stable 
over time, through the early ages of 
adolescence, say from 12 through 15? 
The present study, however, did not test 
the extent to which individual children, 
several years after original assessment, 
retained the same direction of self con- 
cept or the same level of socialization, 
because the study did not follow chil- 
dren several years after the first contact. 
On the other hand, the present study 
attempted an alternate or substitute 
method. It tested the extent to which 
the mean scores, used as indicators of 
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direction of self concept and socializa- 
tion, changed from age 12 to 13, to 14, 
to 15, for subgroups in the total sample 
of children, say for white boys living in 
poor neighborhoods or white girls living 
in a good neighborhood (4). 

If a good concept of self and other 
and a favorable direction of socialization 
are retained by various subgroups of 
children through advancing adolescent 
age, it is possible to assume that the 
insulation against delinquency holds. If 
a good level of self concept and social- 
ization is not stable for comparable sub- 
groups in advancing adolescent ages, 
one would be justified in assuming that 
this sort of insulator against delinquency 
does not hold. On the other hand, if the 
mean scores of the various subgroups 
which manifest a poor level of self con- 
cept and socialization at 12 years of 
age are not constant through advancing 
adolescent years, one is not justified in 
assuming that this component of vul- 
nerability toward delinquency is stable 
enough to be considered as a prognos- 
ticator. Without indications of stability 
of scores through adolescent ages, pre- 
diction is not feasible at 12 years of 
age or at earlier ages. 


BASE AGE AND TYPE OF PREDICTION 

The base age at which to make a 
self-concept assessment or a socializa- 
tion assessment for purposes of predict- 
ing future direction of behavior is some- 
what controversial. Reckless and Dinitz 
in their studies have assumed that 12 
years of age in the American city is the 
realistic base age for prediction of future 
adolescent behavior. The reasons for se- 
lecting 12 years of age are multiple. It 
is an early adolescent age. It is threshold 
age for official delinquency (before this 
age few cases are brought to court for 
juvenile delinquency). Twelve years of 
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age is the time of transition to junior 
high schools in American cities. It is 
also the approximate time of life when 
young people can verbalize about them- 
selves, either in an interview or schedule 
inventory. It is about the earliest time 
in teen-age years when it is possible to 
mobilize the self of a young person. 

The Gluecks have operated on a dif- 
ferent assumption. They attempted to 
predict juvenile delinquency at six years 
of age—at the point of entrance in 
school (2, p. 261; 3). They assume that 
character formation is fixed early in life 
(before six years of age), so that the 
die for faulty or normal personality de- 
velopment is cast in the first few years 
of life. In their studies of delinquency 
prediction, they developed a five-item 
prediction table, based on important di- 
mensions in family life, such as cohesive- 
ness, discipline, affection of parents for 
the boy. Here it is necessary that an as- 
sessment of the child’s family be made 
by a knowledgeable teacher or social — 
worker, 

The Gluecks also discovered that cer- 
tain temperamental, emotional, and 
attitudinal traits, as revealed by Ror- — 
schach test and psychiatric interview, 
were also highly predictive of delin- 
quency and nondelinquency. However, ~ 
these assessments could not be used by — 
the Gluecks because they could only be © 
obtained from youths of later adolescent 
ages and not from six-year-olds, and be- — 
cause they were too expensive to pro- 
cure. The family assessment costs very 
little; the Rorschach and psychiatric a$- 
sessment, considerable. 

If it is desirable to obtain assessments — 
of the direction of social growth from 
young people themselves, then we must 
move to sixth-grade children or 12-year- ~ 
olds. And if these assessments need to 
be taken on a mass basis, rather than 
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on a clinical (individual diagnostic) basis, 
for purposes of economy, then we must 
find the most feasible way to make these 
assessments and the most feasible early 
age at which children can verbalize 
about themselves in order for the as- 
sessments to be made. On the basis of 
these propositions, it is believed that 
assessing the direction of socialization 
and concept of self at an early adoles- 
cent age is superior to the Gluecks’ 
method of family assessment of children 
at six years of age, and to psychiatric 
and Rorschach assessment in later 
adolescent years. 


SAMPLE AND.METHOD 


This report is based on data collected 
in Akron, Ohio, an industrial city of 
275,000 people located in the north- 
eastern part of the state, during March 
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and April 1959 (4, pp. 10; 13). Six 
junior high schools were selected from 
a total of nine in the city, three to repre- 
sent lower economic areas and three for 
middle-range economic areas. Six grade 
schools, one for each junior high school, 
were also selected. Forty-two class sec- 
tions were used, with an average of 30 
children per class. A total of 1171 stu- 
dents supplied usable information, 
broken down as follows: 192 sixth 
graders, 324 seventh graders, 325 eighth 
graders, and 330 ninth graders. 

All students filled out identical 
schedules under the direct supervision of 
the principal author. The schedule con- 
sisted of scales to measure socialization," 
concepts of home and parents, concepts 
of the father,’ concepts of law and 
order,t the Short® scale for measuring 
delinquent activity, and a series of addi- 


the California Personality Inven- 


1 We used 46 of 54 items in the SO (socialization) scale of nia Pe Inve 
gh, Department of Psychology, University of California, 
The 8 items elimi- 


the score obtained on the 46 items by 1.12, to obtain a companhia E, 

*The items included in the child’s concept of home and parent conèi 
ere is much fighting at home? Do you S that your parents tease 
or nag you at home too much? Do your parents punish you when you EET sas te 


tell ar i Do your nts know who your 
your parents where you are going? eat E away from home too much when they 


* Eig i ing the child’s concept of the father: 
Eight true-false statements constituted the scale aeni = “ie alk aos over with Your 
do you feel that you get a Rs se 
deal” from your father or stepfather? Are you interested in what ed cert S = a rah 
thinks of you? I think my father or stepfather has my best interest at heart. KER FA AAE 
or stepfather shows more interest in my brothers and sisters than he pie o $ i d 
or stepfather praises me when I do my work well. My father or stepfather say 
things that make me feel that I am not Cem 
‘Ten true-false statements comprised the sca s 
order: Do you think you will mes out of trouble with the law? I have a good opinion of 
policemen. I have a good opinion of the juvenile 
have with the law can be fixed for them by the ps 
Personally? Have you ever been told that you are 
think your thas E stepmother thinks you are headed for sien h toe bly be taken 
think your teacher thinks you are headed for trouble with the law i il Papy 
to the juvenile court sometime? Will you probably have to £0 to Jal Epere running away 
"The seven items in Short’s delinquency check list bee PPO a ri than $2), having 
from home, defying parental authority, having taken little things pie ental consent and 
faken things of medium value, having bought or used alcohol wi p 
amaged or destroyed public or private property. € 
James F, Short, ia Scaling Delinquent Behavior, Am. Sociol. Rev., 
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tive questions pertaining to self concep- 
tions. 

In addition to the information con- 
tained on the schedule, each student was 
evaluated by a qualified member of the 
school staff. This person was asked to 
indicate those children he believed most 
likely to get into trouble with the law, 
those most unlikely to have such diffi- 
culties, and those about whom there was 
some doubt. The latter two groupings 
were combined as the good nominees in 
the analyses, leaving the bad nominees 
as a more definitive category. This 
teacher nomination technique was used 
in the other Reckless-Dinitz studies and 
was found to differentiate very noticea- 
bly between potentially delinquent and 
nondelinquent ‘youths as measured by 
the items on the schedule. 


FINDINGS 


Table 1 gives the mean scores on the 
SO (socialization) scale by subgroups for 
ages 12 through 15. For interpretation, 
one should note that scores in the mid- 
dle thirties and beyond are considered to 
Tepresent a veering toward good social- 
ization and that scores in the low thirties 
and in the twenties are less favorable in 
direction. One notices that there is a 
trend toward stability of scores from 12 
to 15 years of age, in the various sub- 
groups by sex, race, teacher nomination, 
area (good or poor) and by combination 
subgroups such as by race by sex, by 
tace by sex by nomination, and by race 
by sex by area. Not only is there a trend 
toward stability of the mean socializa- 
tion scores across the board in advanc- 
ing adolescent age but also there is a 
constancy in the difference between 
dichotomous subgroups, such as boys- 
girls, white-Negro, good-bad teacher 
nomination, good-poor neighborhood, 


white females-Negro males, white fe- 
males good nomination-Negro males bad 
nomination, white females good neigh- 
borhood-Negro males poor neighbor- 
hood. In the overwhelming majority of 
instances, the critical ratio of the differ- 
ence between subgroups in mean scores 
is significant at the .01 level or better. 

Table 2 presents the mean scores of 
the teen-ager’s concept of his relation- 
ship to delinquency, rules, and laws. We 
call this by the abbreviated title of the 
“law scale,” realizing that the items are 
really not a scale and that they cover a 
range of particulars. Out of a possible 
20 points, the higher scores indicate a 
direction toward poor self concept—a 
projection toward the delinquency direc- 
tion—and the lower scores indicate the 
reverse. One notices a trend toward sta- 
bility of mean scores for the various sub- 
groups of children for ages 12 through 
15. And one notices a stability in the 
differences in mean scores between the 
various subgroups. 

Information was also collected on the 
child’s concepts of his home and parents 
and also specifically on how he thinks 
his father treats him. The same trend 
toward stability of mean scores across 
the board of early adolescent ages is 
manifest. (Tables not presented.) 

Reckless and Dinitz in previous stud- 
ies found that the males coming from 
the poor neighborhoods, nominated by 
their teacher as headed for trouble with 
the law, particularly the Negro males, 
made the poorest showing on direction 
of socialization and self concept, in con- 
trast to the white females, coming from 
better neighborhoods, nominated by their 
sixth-grade teachers as unlikely to get 
into trouble with the law. These girls 
had the most favorable socialization 
scores and self-concept scores. Teacher 


LIVELY, DINITZ, AND RECKLESS 


163 


TABLE 1. VARIATIONS IN MEAN SO SCORES BY GRADE BY SEX, RACE, TEA 
NOMINATIONS, AREA OF RESIDENCE, AND EXTREME SUBGROUP COMBINATIONS 


Grade 6 Grade 7 Grade 8 Grade 9 

N M SD KAM SD. No (ab SDN ae oan 
Sex 
M 92 35.5 6.4 156 36.2 6.6 158 34.4 7.3 154 $8.8 7.8 
F 100 38.7 6.3 168. 39.4 6.1 172 38.9 6.9 176 38.8 7.2 
CR 3.5 6.4 7.1 6.2 
P 001 .001 .001 001 
Race 
W 164 37.9 5.8 284 38.5 6.1 985 37.0 7.5 281 36.9 7.9 
N 28 33.1 7.8 40 33.7 56 40 35.5 54 49 83.9 6.1 
CR 3.0 5.0 1.6 3.0 
P 01 001 N.S. 0l 
Nom 
G 156 38.3 5.7 263 38.8 62 211 38.7 6.4 262 38.1 6.7 
B 86 32.8 7.4 61 38:7: 7:1 Ne 38.3 7.5 68 30.3 7.6 
CR 4.6 5.2 6.4 7.8 
P .001 „001 .001 „001 
Area 
x 95 38.4 6.3 175 38.8 6.1 177 37.8 7.2 176 37.4 7.3 
B 97 359 68 149 36.8 6.7 148 35.6 7.8 154 35.5 7.5 
CR 2.6 2.8 2.7 2.3 
P 01 01 01 05 
R-S 
WE sa soa Tes la ey) et ee Ge ye 
NM 12 s07 59 W aA alo een Shc Oth Arne S 
CR 4.8 6.3 3.5 4.1 
P 001 001 001 001 
R-S-N 
WFG 82 s04 an PSAs PAU er br ape 110 ak" e Tecra ae 
NMB 6 27.3 5.9 11 32.0 5.0 6 34.7 6.5 7 29.3 6. 
CR 4.8 5.8 1.9 4.9 
p .001 „001 N.S. -001 
G Len CES Shy ae ae 
a 6 96 39.9 6.2 
WEG 4g 40.8 8.92 8B) 41 6.8 EAS : ; 
NMB 12 80.7 goo. 10. ooa noaee 0,0 muueeet si 7.1 
CR 5.3 6.5 4.7 y 
P .001 001 me 


Code: M= male; F=female; CR=critical ratio; 


Nom.=nomination; G=good; B=bad; WF = white 
good; NMB=Negro male bad; R-S=race and sex; R-S-N=race, sex, 


sex, and area of residence; N.S.=not significant. 


Nomination (i.e., headed for trouble— 
not headed for trouble) was associated 
am the expected directions with socializa- 
tion and self-concept scores (1). 

In the present study, it was possible 


P=probability of significance; W=white; N=Negro; 


le; NM=Negro male; WFG=white female 
aS. vani nomination; R-S-A=race, 


to assess the Akron children on a 7-item 
delinquency check list (see Table 3), 
taken from a larger (24-item) check list 
devised by Short, to indicate veering to- 
ward or away from delinquency. (On a 
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TABLE 2. VARIATIONS IN MEAN LAW SCORES BY GRADE BY SEX, RACE, TEACHER 
NOMINATION, AREA OF RESIDENCE, AND EXTREME SUBGROUP COMBINATIONS 


Grade 6 Grade 7 Grade 8 Grade 9 
N M SD N M SD N M SD N M SD 


M 92 12:0 1.8166 11.6 1.7 +158 12.3 1.8 154 12.4 1.8 
F 99 11.4 0 168 11.8 Sel 172. 1158 8 176 11.4 1.8 
CR 3.0 2.1 1 5.0 
P 01 .05 001 001 
Race 
Ww 168° 11.5 1.2 284 118 1.5 285 11.7 2.0 281 11.8 2.1 
N 23 RT I 40 12.2 1.7 40 11.7 1,5 49 12.1 1,8 
CR 3.8 3.2 1.1 
P .001 .01 NS. N.S. 
Nom 
G 165° 11.4 61.6 «6968 O12. BIT 11.2 1S 262 11.5 1.5 
B 86 12.6 2.1 Sly. 12.9. 1,007 0118) 12.7. 2.3 68 13.3 2.3 
CR 3.1 4.2 6.1 6.0 
P 01 001 001 001 
cae te EE OR Se i S Es 
Area 
G Boneh aeateyt e170 IE et 17% 11.6. 1.4 176 11.6 1.3 
B 96 12.0 15 149 11.7 1.7 M48 12.0 2.1 154 12.2 2.2 
CR 3.5 2.9 2.5 3.0 
P 001 01 05 01 
Aan S a a ai p+- 
R-S 
WEF BEA TLE IN T ETS Ud 
. : Z ; 12 61.4 #8154 11.3 2.0 
NM 12° -18.7-' 1:2 19 12.5 1.6 16 11.9 2.0 7 12.3 1.0 
R 7.6 3.6 1.4 4.1 
001 001 NS. 001 
Fe EN ie a Ts ee S ad 
R-S-N 
WEG SI 14:2"-1:3 184) 11.0 | 1.8 
‘ . ` U9 IO 1.1 my il. 14 
oe 6 14.5 1.1 11 12.8 2.0 6 1322 9,1 7 18.8 1.0 
S 4.9 2.9 1.4 5.5 
001 01 NS. 001 
Pe r en eae 2 a b 
R-S-A 
WEG 46" 612 Vee 88 10.9 1.2 
; . 89 10.9 1.0 6 11.3 1.5 
OAR 12 ce 1.2 1% 12.8 11 mm + 36,3, 1,8 e2 12.2 1.6 
= 5.0 2.4 2.4 
P 001 00 á 
1 05 05 


— ee a 
Code: M= male; F= female; CR = critical ratio: P probabili > a tb 
rie? x's ; ;P= lity of significance; W= white; N= Negro; 
Nom.=nomination; G=good; B=bad; WE = white female; NM=Negro noel G= ohita tani 


ood; NMB =N; ;RS= i 
Ki and area ppa Aia ET datna pari ea R-S-N=race, sex, and nomination; R-S-A = race, 


special test and retest, we found that 7 Stability į rari- 
of Short’s 24 items were reliable.) The ous riina a in a 
higher mean scores indicate a gravita- is again noticeable. The individual scores 
tion toward delinquent behavior; lower on Socialization test, the “law items,” the 
scores, away from delinquent behavior. general home and parent items, and the 
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TABLE 8. VARIATIONS IN MEAN SCORES ON DELINQUENCY CHECK LIST (SHORT) 


BY GRADE BY SEX, RACE, TEACHER NOMINATIONS, AREA OF 
RESIDENCE, AND EXTREME SUBGROUP COMBINATIONS 


Grade 6 Grade 7 Grade 8 Grade 9 
N M SD N- MSD ON’ OSD Nee 
Sex 
M 91 8.8 2.6 155 8.9 922 181 9.7 2.8 154 10°68" 8.7 
F 100 77 1.8 1607. 70 10- 170 SS LOS G8 
CR 3.7 4.5 5.4 2.2 
P .001 .001 .001 05 
ON ae a 
Race 
W 164 8.8 2.1 2828.4 10° 888i BL. 3.3 
N 27 8.0 1.4 40 8.6 1.5 $8. 8.8 -2:0 49 9.2 2.6 
OR 9 4 6 1.2 
P N.S. N.S. N.S. N.S. 

x ONS ff AS eee 
Nom, 5 pe 5 oats 
G 156 8.0: 1.6 862 82 2,0) 20m SET : : 
B 35 0.8 Jel 60 9.1 21 WO 9.8 3.1 68 12.4 4.3 

CR 2.4 3.0 3.7 6.5 
P o it a e 
co f w 8.9 21 176 9.5 3.0 
G 95 se 10 elem an eee ; ; $ i 
B ə% s3 23a 147 84 ®t 1465792 2.6 154 a} 3.1 
CR 3 0 Ed oe 
RS : 
WF s 7.8 Le m0 NB Doan eo eects 1.7 e He ‘5 
NM 11 8.9 1.8 19 94 13 14 9.1 21 ay p 
CR 2.0 4.7 1.4 oe 
$ 6 ee 
R-8-N E 3 1.8 
WFG se 7.8 18 SAna See se de fae ae 
NMB 8 9,9 TA AH i6 ee 2.4 
R 1.8 : 05 
RS-A rr 9 «8.7 «2.8 
WFG w 71 L6 ArT S 4 R 99 2.8 
NMB 1 OS 1.8 16 9.3 1.1 10 +s 1.9 
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ives further confirmation to the fact 


father items (the last three sets of items 
representing assessments of the direction 
of self concept) correlated markedly with 
the individual scores on the Short 7-item 
delinquency check list. This tendency 


direction of socialization and 
pr oa are important indicators of 
a veering toward or away from a 
quent behavior as well as to stability 
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socialization and self-concept assess- 
ments from 12 years of age on through 
15, 


A LONGITUDINAL SOUNDING 


Attention has been called to the need 
to take cross-sectional samplings of chil- 
dren across the board of adolescent 
years to obtain an approximation of 
stability of the direction of self concept 
and socialization, as a substitute for 
longitudinal studies by test and retest of 
the same individual children. However, 
‘Reckless and Dinitz were able to get a 
small longitudinal sounding from among 
an original group of 125 white boys, 12 
years of age, in the sixth grade, from 
high delinquency areas of Columbus, 
Ohio, whose room teachers nominated 
them as good boys and whose clearance 
through the juvenile court and police 
files showed that they were free of of- 
ficial delinquency; also from an original 
group of 101 white boys, in the sixth 
grades of the same schools in the same 
high delinquency areas, nominated by 
their room teachers as headed for con- 
tact with the police and court. The two 
pools of 12-year-old white boys were 
contacted four years after original assess- 
ment, when they were 16 years of 
age (6). 

The results of this longitudinal sound- 
ing indicated stability in self-images in 
both the good boy and bad boy samples. 
Four years after original nomination by 
the sixth-grade teachers in slum schools, 
99 of the 103 “good” boys who con- 
tinued to live in the community were 
still in school. Their attendence and aca- 


° Simon Dinitz, Frank R. Scarpitti, and Walter C, Reckless, 
State University. The follow-up study of the “bad” boys, fou 


was done in the Spring of 1960. The 
been prepared for publication. 
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demic achievement in school were aver- 
age or better. The teacher nominations 
of these boys continued to be favorable. 
Only four of the “good” boys had come 
into contact with the law and their mis- 
deeds were minor, e.g., violation of cur- 
few. None of the four came to the atten- 
tion of police or court personnel a sec- 
ond time. The scales and indices used to 
measure self concept indicated that the 
“good” boys had retained a positive or 
favorable image of themselves, their 
mothers, fathers, friends, and teachers. 
They also positively oriented 
toward legitimate behavior and the law. 

In contrast, a follow-up study of the 
boys nominated as potentially delinquent 
revealed that 27 of the 70 who could be 
located had dropped out of school, that 
many others expected to do so prior to 
graduation from high school, and that 
the 43 still in school were doing less well 
than the good boys. Their attendance 
records and academic achievements were 
inferior. Teacher nominations of those 
in school remained unfavorable. Some 
27 of the 70 had come into contact with 
the law. These 27 averaged over three 
contacts each for behaviors ranging from 
school truancy to arson. Four had been 
institutionalized in the intervening years. 

The same scales and indices revealed 
that the “bad” boys, whether in official 
trouble or not in the intervening years, 
continued to hold a less favorable image 
of self and others. No significant change 
in the concepts of self and others had 
occurred in the interim.° 

Once internalized in preadolescence, 
these images or orientations tend, in the 
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absence of major external modifications, 
to be resistive to change. It follows that 
the containment of delinquency lies in 
developing a favorable concept of self 
in preadolescent slum boys—one which 
is sufficient to counter the stresses im- 
posed by adverse conditions such as 
those characteristic of urban slum en- 
vironment. 


INTERPRETATION 


This paper gives some assurance to 
behavioral scientists and clinicians who 
find it convenient to work with teen-age 
children. Predicting delinquency at age 
6 by favorable or unfavorable family 
factors is ideally commendable and in 
some instances is feasible. But it is un- 
realistic. For most cases of children who 
become officially delinquent in the teen- 
age years, it is best to assume that the 
mold for adolescent and young adult 
growth is cast after 6 years of age. Spot- 
ting behavioral trends of children at 12 
years of age for purposes of predicting 
delinquency or nondelinquency in the 
next four or five years of their life is cer- 
tainly superior to case spotting at 6 
years of age. The 12-year-old is closer 
to the problem in time. The child him- 
self can be the focus of the assessment 
rather than his family. Teachers, moth- 
ers, older siblings, and peers have better 
insights as to the direction in which a 12- 
year-old subject is heading than they do 
for a 6-year-old subject. The 12-year-old 
child himself can project the immediate 
future (four or five years hence) and has 
insights into the way he is veering. He is 
old enough to be mobilized in his own 
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behalf for direct prevention and treat- 
ment. 

The direction of socialization and a 
favorable or an unfavorable self image 
are proposed as the most tangible com- 
ponents of insulation against or propul- 
sion toward delinquency. In view of the 
fact that there are indications of cross- 
sectional (subgroup) and longitudinal 
stability in the direction of the self-image 
and socialization through the first four 
years of adolescence, the behavioral sci- 
entist has components with which he can 
work. He can attempt to fortify the fa- 
vorable components, so as to strengthen 
the insulation against delinquency, al- 
though this is probably not necessary. 
He can also attempt to change the un- 
favorable direction of socialization and - 
self concept in those children who are 
veering toward delinquency, an effort 
which would amount to mobilizing the 
child to internalize values, norms, goals, 
expectations, responsibilities, limits, 
status, belongingness, identification, al- 
ternative approaches—concepts which in 
turn would steer him away from de- 
linquency, provided there is no basic 
damage and no basic antisocial char- 
acter formation. The operational theory 
here would be that the internalization of 
these favorable increments of self would 
have lasting power through adolescence, 
thus immunizing the child against de- 
linquency. The task ahead is to design a 

rogram which will enable the 12-year- 
old child who is spotted as showing an 
unfavorable direction of self to strengthen 
this self and to develop defenses against 
pressures, pulls, and pushes. 
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ADOLESCENT GIRLS 
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Delinquency is viewed as an attempt to solve the identity crisis which all 
adolescents undergo, Group psychotherapy is recommended as a promising 
method for modifying the disturbed self concepts and antisocial values of 
adolescent delinquents. However, to work effectively with this population, gen- 


erally accepted therapeutic goals and te 


chniques must be altered. This article 


a resistances to therapy, the role of the therapist, session content, 
level of anxiety, “acting out,” transference and countertransference. 


os PAPER is based upon three years 
of experience in carrying out group 
psychotherapy with delinquent adoles- 
cent girls in a training school setting. 
However, I feel that the problems en- 
countered in the treatment of these girls 
are essentially those inherent in the 
treatment of any adolescent group— 
male or female, delinquent or nonde- 
linquent. Erikson has described adoles- 
cence as a developmental stage in which 
individuals are involved in a process of 
personal redefinition (1). Every adoles- 
cent is faced with the problem of achiev- 
ing a stable sense of identity which not 
only satisfies his inner needs but is also 
acceptable in his social environment. 
The delinquent has merely developed a 
Particular solution to the identity crisis 
Which all adolescents undergo. There- 
fore, I hope the reader will find most of 


the following observations relevant to 
his own work with adolescents. 

One might reasonably ask whether it 
is possible to treat the adolescent patient. 
Certainly the adolescent lacks the reli- 
able ego which is considered by many to 
be a prerequisite for successful psycho- 
therapy. Furthermore, adolescents are 
usually not motivated for psychotherapy, 
but are referred by others who are con- 
cerned about their welfare. The sympto- 
matology, moreover, frequently consists 
of behavioral difficulties rather than of 
the inner distress which motivates most 
patients. The first problem, then, in the 
therapy of adolescents is to develop a 


enuine motivation for and involvement 


in the therapeutic process. The adoles- 
cent is extremely reluctant to ask for 
help, since this is usually experienced as 
a frightening confession of weakness. 
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However, if the therapist reaches out to 
adolescents, expressing a warm interest 
in understanding and helping them, most 
adolescents will respond and begin to 
relate cautiously to him. Therapeutic 
goals should be set up in terms of the 
immediate concerns of the patients. 
These might include better control of 
impulses and better relationships with 
adults or peers, as well as relief from in- 
ner distress. 

What kind of therapy shall we at- 
tempt with adolescents? Their emotional 
immaturity and their difficulty in ver- 
balizing might suggest activity or play 
therapy. However, adolescents find such 
treatment difficult to accept because of 
their contempt for childish pursuits. Yet 
approaching them as adults with the 
usual techniques of intensive, uncover- 
ing psychotherapy is likely to prove 
equally frustrating and ineffectual. The 
adolescent typically responds to a deep, 
analytic approach with intense anxiety, 
with increased acting out, and frequently 
by withdrawal from therapy. 

The usual group therapeutic approach 
must be modified because of the incom- 
plete ego development of adolescent pa- 
tients. Because of her weak ego the ado- 
lescent girl is self-centered, has poor con- 
trol of her impulses, and has difficulty in 
benefiting from past experiences or in 
planning for the future. The greatest 
handicap to successful psychotherapy, 
however, lies in the adolescent’s low tol- 
erance for anxiety. The therapist must 
select techniques which maintain anxiety 
at a relatively low level. This automati- 
cally limits the depth and goals of the 
therapeutic process. Ego defenses should 
be supported and integrated rather than 
weakened by the therapist. Free associ- 
ation should not be used, nor should 
there be other efforts, such as dream in- 


terpretation, to uncover unconscious ma- 
terial. The task of the therapist is to en- 
courage ego development and the syn- 
thesis of conflicting identifications rather 
than to foster insight into unconscious 
conflicts. Toward these ends, he will use 
a primarily supportive, educative ap- 
proach and encourage identification with 
suitable adults (3). 

Group involvement is habitual for 
adolescents so that the idea of receiving 
help in a group is usually not too threat- 
ening. It is comforting for them to know 
that others have problems and feelings 
similar to their own. It is also comforting 
for the adolescent girl to know that she 
will not have to cope with an unknown 
adult by herself, but will have allies in 
dealing with the therapist. 

Yet, strangely enough, it is difficult 
to develop a sense of group unity with 
adolescents. The group members fear 
that the fact that they are receiving psy- 
chotherapy means they are crazy. Hence, 
they are dubious about their own par- 
ticipation in the group and reluctant to 
identify with other members. Also, ado- 
lescents are always afraid of losing status 
with their peer group. They fear that 
others will interpret their involvement in 
therapy as weakness and dependency 
upon an adult, both of which are con- 
trary to adolescent values and particu- 
larly to delinquent values. 

Another obstacle to group solidarity 
is the deep distrust the members have 
for the therapist and for each other. 
They continually anticipate criticism and 
punishment from the therapist. The typi- 
cal member tests both the therapist and 
the group—over and over again. For ex- 
ample, a girl may state that she is plan- 
ning to run away in order to find out 
whether or not the therapist will violate 
the confidentiality of their relationship. 
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However, the greatest obstacle to the 
development of group unity is the lack 
of empathy on the part of the individual 
members for one another. This may be 
particularly true of delinquents, who are 
notoriously self-centered. They form 
groups not out of friendship but for mu- 
tual security against an adult world 
which is perceived as hostile. The de- 
linquent adolescent girl feels incompe- 
tent to solve her problems. Furthermore, 
she does not believe that her peers really 
care for her or that they are capable of 
helping her. This difficulty in object re- 
lations probably reflects the traumatic 
nature of the early maternal relationship. 

Another requisite for effective group 
therapy is the understanding and support 
of the current parental figures. If the 
adolescents are in an institution, mutual 
confidence and two-way communication 
between therapist and houseparents are 
essential. The therapist finds it helpful to 
know how the group members adjust to 
their living situation. Similarly, the 
houseparent can do a better job if she 
knows in general what the girls’ prob- 
lems are and what progress they are 
making in therapy. Such information can 
be reported by the therapist without re- 
vealing the specific experiences or feel- 
ings that the group members have ex- 
pressed. 

The first concern of the group mem- 
bers is to reassure themselves that they 
have not lost status by becoming pa- 
tients. Secondly, they try to ascertain 
whether their free expression will lead 
to self-incrimination and to criticism or 
punishment by the therapist or by other 
authorities. When the group members 
have reassured themselves on these two 
points, they test to find out what ad- 
vantages they can derive from the ther- 
apy situation. For example, they may try 
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to manipulate the therapist into granting 
special privileges or making a favorable 
recommendation. Also, they will use the 
opportunity for free expression to abuse 
authority figures at great length and with 
much pleasure. 

The therapist must be accepting of 
the feelings expressed, but he must not 
permit himself to be manipulated by the 
group members or seduced into agree- 
ing with their complaints. Instead, the 
therapist must actively direct the group 
into discussing the group members’ 
symptoms and their reality problems. 
The therapist should begin with feelings 
and behavior which are experienced as 
ego-alien by the group. The symptoms 
related, however, are more often char- 
acterological than neurotic. For example, 
group members are more likely to com- 
plain of uncontrolled stealing than of 
feeling depressed. 

The common emotions underlying the 
symptoms of the different members 
should be pointed out frequently. This 
facilitates the group members’ identi- 
fying with and supporting one another. 
The therapist must display an attitude of 
understanding but not condoning the 
antisocial feelings and behavior related 
by the group. Interpretation of symp- 
toms should stress immediate causes 
rather than their roots in the unconsci- 
ous, infantile needs of the group mem- 
bers. For example, stealing can be inter- 
preted as the result of present anger or 
deprivation rather than as the result of 
feeling unloved as a child. 

The therapist should focus the group 
discussion, as much as possible, upon the 
group members’ currently important in- 
terpersonal relationships. A girl’s present 
hostility toward a matron or parole of- 
ficer is both more meaningful and less 
threatening to her than her hostility 


172 


toward her mother. One can be sure that 
the neurotic pattern experienced in the 
original family constellation will be re- 
peated with the significant individuals 
in the present environment. In fact the 
more undeveloped the ego is, the more 
exact will be the re-enactment. This is 
not to say that the group members can- 
not discuss with profit current difficulties 
in their parental relationships. For ex- 
ample, feelings of being distrusted or of 
resenting the controls imposed by the 
parents are fruitful subjects of discus- 
sion. However, any insight into deeper 
feelings such as her incestuous wishes 
toward the father or her death wishes to- 
ward the mother arouses unbearable anx- 
icty and guilt in the adolescent girl. 

In discussion of their interpersonal re- 
lationships, the conflicted self concepts 
of the group members will gradually 
become more apparent and of more con- 
cern to them. The members can be ex- 
pected to show extreme sensitivity in 
this area so that a great deal of tact, sup- 
port, and patience will be demanded of 
the therapist. Free discussion of the dif- 
fuse and conflicting self concepts of the 
group members is essential. Some of the 
important subjective dimensions within 
which the adolescent must locate her- 
self are: dependency ys. self-sufficiency, 
good vs. bad, masculinity vs. femininity, 
and lower class vs. middle class. It is re- 
assuring to the group for the therapist to 
point out that these are a universal prob- 
lem of adolescence. Also, for the adoles- 
cent who characteristically sees either 
black or white, it is helpful for the ther- 
apist to indicate that shades of gray do 
exist, and that he is optimistic about the 
possibility of integrating conflicting, 
tentative identifications (2). 

Because of the anxiety evoked, it is 
sometimes necessary to discuss problems 
in this area indirectly or by means of 
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analogy. For example, one week all of 
my groups savagely tore into a girl 
whom they called a “mess.” They com- 
plained that she was dirty and unkempt, 
that she engaged in sordid sexual activi- 
ties, and that—worst of all—she 
“stunk.” It was not possible at that time 
for most of the group members to ac- 
cept their own unconscious feelings of 
being “messes.” However, the groups 
were able to discuss profitably why 
that particular girl became such a mess, 
how she must feel, and what she could 
do to help herself. 

Traditionally, psychotherapy centers 
about the axis connecting past and pres- 
ent. With adolescents, however, therapy 
should center on the axis connecting 
present and future. The adolescent girl 
often feels helpless to control her fate. 
For example, our girls frequently expect 
to end up in prison no matter what they 
do. No doubt this feeling of futility orig- 
inated in the repeated frustration of 
childhood wishes and endeavors. How- 
ever, a more fruitful interpretation for 
present purposes would be that group 
members use their feelings of helpless- 
ness to justify maintaining an antisocial 
but gratifying way of life. Actually, the 
delinquent girl is afraid to give up the 
certainty of excitement for what to her 
seems like a slim possibility of finding 
love. The therapist must be able to sym- 
pathize with the loss of immediate grati- 
fication that conformity would entail. 
But he most convey that, in the long run, 
the adolescent will secure more gratifica- 
tion by accepting society than by rebel- 
ling against it. The therapist should use 
every opportunity to point out the so- 
cially acceptable ways of achieving status 
and of winning affection that are avail- 
able to the group members. 

The role of the therapist in the group 
treatment of adolescents is necessarily 
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more authoritarian and less permissive 
than in the treatment of adults. It is 
essential that the members respect the 
therapist and know that he is in control 
of the group. The therapist has to be 
more active in beginning and maintain- 
ing the therapeutic process than he 
would be with adults. He must demon- 
strate the fact that there are underlying 
causes for all of the behavior and feel- 
ings of the group members. The thera- 
pist should stress that the group mem- 
bers are not helpless but are indeed re- 
sponsible for their behavior—that they 
are capable, at least potentially, of self- 
control. The group members must realize 
that they can choose between alternative 
courses of action and that they can con- 
trol, in large part, their own futures. 

The therapist will, of course, use all 
of the customary techniques of group 
psychotherapy. However, he will be 
much more supportive and reassuring 
than he would be with adults. The thera- 
pist must also rely much more heavily 
than usual on educative techniques. For 
example, the group may need informa- 
tion on body functioning, or the mem- 
bers may need advice on how to apply 
for jobs. Most of all, adolescent delin- 
quents need help in reality testing. Their 
perception is stereotyped and they see 
others as objects rather than as individ- 
uals. For example, they tend to see 
adults either as dangerous or as “suck- 
ers.” They see their peers and themselves 
as tough or as weak. The therapist 
should offer alternative views to their 
distorted perceptions and encourage em- 
pathy with others. It has been my ex- 
perience that a girl’s antisocial orienta- 
tion becomes untenable for her once she 
perceives that a person in authority 
really cares for her. 

In short, with adolescents the thera- 
pist must be both more giving and more 
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controlling than with most patients. In 
the process he discards his traditional 
“incognito” and reveals his own person- 
ality and, to some extent, his own values. 
This again is because the adolescent 
needs a helpful, reality-oriented relation- 
ship rather than a vehicle for the expres- 
sion of unconscious, infantile needs. 

A constant concern of the therapist is 
the maintenance of an optimal level of 
anxiety. If the anxiety level of the group 
drops too low, the session develops into 
a bull session. While this is frequently 
enjoyable, it is seldom therapeutic. On 
the other hand, if the anxiety level rises 
too high, acting out begins and with- 
drawal from the group is likely to occur. 
The therapist can lower anxiety by offer- 
ing support or by directing the discus- 
sion away from a subject that is too 
threatening. Conversely, the therapist 
can raise anxiety by confronting the 
group members with a subject they have 
been resisting, and asking them to ex- 
press their feelings. 

With adolescent delinquents, the act- 
ing out of sexual and aggressive impulses 
is the chief resistance to the therapeutic 
process. Acting out signifies that the 
anxiety of the group has risen to a dis- 
ruptive level. The acting out serves both 
to lessen awareness of painful emotions 
and to defend against getting close to 
the therapist. The relatively unstructured 
nature of therapy arouses anxiety about 
the adolescents’ ability to control them- 
selves and concern about whether the 
therapist is strong enough to control 
them. Acting out is also used by the 
group to test the therapist’s affection and 
dependability. Its most common use, 
however, is that of diverting the group 
discussion from a subject that is too 
threatening. 

If acting-out behavior is not stopped 
by the therapist, the entire course of 
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treatment may be endangered. With de- 
linquents, therapy fails more often be- 
cause the therapist is overly passive than 
because he is overly controlling. It 
should be made clear that the group 
members’ freedom applies only to verbal 
and not to behavioral expression. When 
acting out occurs, the therapist should 
encourage the group to discuss the be- 
havior and particularly the underlying 
motivation. If acting out continues, the 
therapist should interpret this behavior 
and demand verbal rather than behav- 
ioral expression. Any group members 
who continue to act out should be re- 
quested to leave the session. Any girl 
who has been thus ejected should later 
be seen individually to gain a better un- 
derstanding of her behavior and to as- 
sure her that the therapist still wants her 
in the group. 

Adolescent delinquents will, of course, 
regard the group therapist with the dis- 
trust and hostility that they display to- 
ward all adults. Therefore, defiance can 
be expected as soon as the group mem- 
bers realize that the therapist will not 
retaliate. Paradoxically, the group mem- 
bers can also be expected to display a 
great deal of charm and apparent 
warmth, particularly when attempting to 
manipulate the therapist into granting 
them special privileges. However, these 
feclings can scarcely be considered trans- 
ference since they are fully conscious, 
are typical of the group members’ rela- 
tionships with adults, and perhaps are 
realistic in light of their previous expe- 
riences. 

The term transference should be con- 
fined to the displacement onto the thera- 
pist of the group members’ unconscious, 
infantile emotions. The negative aspect 
of the transference feelings is most read- 
ily apparent. A great deal of irrational 
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anger is directed toward the therapist 
because he is perceived as being puni- 
tive, depriving, and rejecting. The group 
members also frequently endow the ther- 
apist with magical power and moral su- 
periority. These feelings motivate at- 
tempts to destroy the therapist's author- 
ity or to corrupt him. 

At a deeper level, the therapist is per- 
ceived as potentially protective, nurtur- 
ing, and loving. The intense oral-depend- 
ent cravings of the group members are 
released. These cravings are often ex- 
pressed in fantasies of being children of 
the therapist. Thus there is a great deal 
of competition for the therapist’s atten- 
tion. Because dependency needs are 
most frightening to the group members, 
these needs are resisted most strenu- 
ously. Any dependency is experienced as 
putting them in an extremely vulnerable 
position. Rejection by the therapist 
would then become a severe blow to 
their already shaky self-esteem and 
would be construed as proof that they 
are indeed worthless and unlovable. 

There are also, of course, erotic feel- 
ings directed toward the therapist. How- 
ever, these are but thinly veiled incestu- 
ous wishes and are accompanied by tre- 
mendous guilt. Since the ego develop- 
ment of the group members is inade- 
quate, they cannot tolerate intense feel- 
ings of guilt or anxiety. For this reason, 
it is best to discourage expression OF 
analysis of the erotic aspect of the trans- 
ference. 

Countertransference difficulties are 
more pronounced with adolescent delin- 
quents than with most patients. How- 
ever, under this rubric I would not 1n- 
clude annoyance with the group mem- 
bers because of their provocative be- 
havior. Such annoyance is usually real- 
istic, justified, and worth expressing. The 
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term countertransference should be 
limited to the therapist’s unconscious in- 
fantile needs which are aroused by the 
therapeutic process and directed toward 
the group members. Anger toward the 
group members because they frustrate 
the therapist’s need to be controlling 
would come under this heading. There 
is also the danger of responding in an 
erotic manner to the group members. 
The seductiveness and physical attrac- 
tiveness of the girls tend to arouse the 
repressed sexual needs of the therapist. 
There is also the danger of identifying 
with group members and thereby vicari- 
ously enjoying the antisocial exploits or 
feelings they relate. Such identification 
serves to reward and reinforce the 
group’s delinquent tendencies. 
Probably the most common counter- 
transference problem is that of injury to 
the therapist’s narcissim. First of all, the 
patients lack the usual faith in therapy 
and respect for the therapist. Secondly, 
because of the insatiability of their oral- 
dependent needs, many group members 
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keep complaining that they are not being 
helped. Also, gratifying improvements 
in the group members usually take 
longer and are of lesser extent than with 
other patients. Finally, delinquent ado- 
lescents make it clear that they have no 
admiration or affection for the therapist, 
particularly if they sense that he needs 
these narcissistic supplies. 

These countertransference problems 
require that the therapist understand his 
own adolescent conflicts and that his 
own delinquent tendencies are ade- 
quately controlled. He must, of course, 
still maintain the capacity for empathiz- 
ing with adolescent delinquents. Also, 
the therapist should have a satisfying 
personal life so that he does not seek 
gratification of his own needs from his 
groups. Finally, the therapist should 
have a good understanding of the dy- 
namics of adolescent delinquents so that 
he can be realistic in setting treatment 
goals and selecting appropriate thera- 
peutic techniques. 


J. Am. Psychoanal. Ass., 4: 56-121, 1956. 
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Hospitalization of a patient often results in the family’s being “forgotten” or 
minimally assisted. The program presented in this paper attempted to provide 
assistance to families before, during, and after hospitalization through the 
efforts of a trained volunteer corps. The quasi-therapeutic group meetings of 
relatives are described and illustrate that the greater understanding and ac- 
ceptance gained by the group resulted in benefits to the attending member, 
patient, hospital and family. 


Pe decane psychiatric thought 
views a causal interrelationship be- 
tween psychiatric illness and the social 
environment of the patient. Within the 
social environment are contained not 
only the precipitants of mental illness 
and those factors which prolong the ill- 
ness but also the positive forces which 
facilitate recovery and mental health. 
Psychiatry, in conjunction with clinical 
and social psychology, sociology and 
anthropology, has become increasingly 
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concerned with the etiological and dy- 
namic factors in the family and society 
which affect the adaptation of the in- 
dividual. From this emphasis on the 
family and community there have re- 
sulted a number of ecological studies. 
At the same time, mental hospital 
practices have undergone considerable 
change. The development of emphasis 
on the therapeutic milieu has directed at- 
tention toward those social processes 
and interpersonal relations that will 
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bring about desired effects in patients. 
The studies of Stanton and Schwartz (7), 
and those reported in Greenblatt, York 
and Williams (4) have been concerned 
with these interrelationships between the 
hospital environment and the mental pa- 
tients. 

It is our premise that for the thera- 
peutic milieu of the hospital to be most 
effective it should be extended to include 
the patient’s family and community. The 
inclusion of the family contains many 
therapeutic potentialities—the attitudes 
of the family, their relations with the 
patient, and the contribution of family 
patterns to the patient's breakdown are 
often intimately related to the patient’s 
prognosis upon leaving the hospital. By 
the inclusion of the family in the thera- 
peutic milieu it should be possible to 
bring about some necessary changes in 
the family, for as Abrahams and Varon 
(1), Wahl (8), and Lidz and Lidz (6), 
among others, have indicated, many fam- 
ilies are characterized by chronic con- 
flicts and controversies in which the pa- 
tient frequently is involved. The exclu- 
sion of the patient’s family not only 
serves to perpetuate factors that are not 
conducive to the patients long-range 
posthospital adjustment, but also facili- 
tates the development of hostility toward 
the hospital staff and consequent ineffec- 
tive communication between the profes- 
sional staff and the family. Recognizing 
the contribution made by the social serv- 
ice department in many hospitals, Fleck, 
Cornelison, Norton and Lidz (3) have in- 
dicated the need for even greater concern 
with the family by pointing out that 
“family attitudes toward the hospital or 
Staff attitudes toward the family may 
affect the patient deleteriously or even 
Catastrophically.” 

In view of the needs of the families 


having a mentally ill member and the 
lack of any developed programs in this 
area, the “Forgotten” Families Project 
has been developed by the Mental Health 
Clinic of the Mental Health Society of 
Winnebago County, Illinois. Its aim is to 
extend the hospital treatment program 
to the community level by providing sup- 
port, guidance and direction to families 
who are confronted with problems of 
mental illness. A service of this type can 
be a tremendous drain on professional 
staff time inasmuch as a majority of the 
problems and requests presented by fam- 
ilies are subprofessional in nature, and 
often involve the imparting of basic in- 
formation. Hence, it was envisioned that 
the services of the project could be pro- 
vided by an organized and trained group 
of lay volunteers. 

Since 1956, the Mental Health Clinic 
has had a sociorecreational therapy pro- 
gram for patients discharged from Illi- 
nois state hospitals who reside in the 
surrounding counties. This program has 
been conducted entirely by a group of 
volunteer workers from the local Quota 
Club, with guidance and supervision by 
the professional staff of the clinic. The 
impressive success of this program has 
revealed the possibility of extending 
“volunteer” programs to other, and as 
yet undeveloped, areas of mental health. 
On the basis of the evidence from clinic 

ractice, as well as the literature, that 
families need assistance of various types 
through all the phases of mental illness ° 
—before, during, and after hospitaliza- 
tion—the “Forgotten” Families Project 
has been designed as a threefold pro- 
gram to provide services to relatives of 
patients in each of these phases by 
means of hospitalization assistance, rela- 
tives’ group discussion meetings, and re- 
habilitation assistance. 
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Upon the initiation of the project, it 
was logical to assume that the relatives’ 
group discussions and the rehabilitation 
aspects of the program would be the first 
to achieve maximum development. This 
was due to the availability of court rec- 
ords of commitment, and the knowledge 
on the part of the clinic staff of patients 
in need of rehabilitation assistance. The 
hospitalization assistance aspect of the 
program was envisioned as having a 
slower development in that it was nec- 
essary to disseminate throughout the 
community information concerning the 
availability of this type of assistance. 
Since this paper is primarily concerned 
with the relatives’ group discussion meet- 
ings, the other two aspects of the pro- 
gram are described only briefly. 


HOSPITALIZATION ASSISTANCE 


The first part of the program provides 
assistance in hospitalizing a mentally ill 
person. The anguish and confusion sur- 
rounding the decision to have a relative 
sent to a mental hospital, and the igno- 
rance of the practical and legal steps to 
be taken in having a relative committed 
to the hospital, are well documented (2). 
Assistance to families in the process of 
hospitalizing a relative is available from 
trained lay volunteers, designated as 
“personal contact” volunteers, who are 
acquainted with all the procedures of 
commitment, be they through court or 
voluntary action. They also assist the 
family whenever necessary; and in those 
instances when the ‘patient is not re- 
manded into the custody of the sheriff, 
they assist in transporting the patient to 
the hospital and through the necessary 
hospital admission procedures. 


REHABILITATION ASSISTANCE 


Rehabilitation assistance, the final 
phase of the program, provides a direct 
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service to the patient. Discharged patients 
are often in need of employment, places 
to live, or direction to various agencies 
that might assist them in other areas of 
need. Trained “placement” volunteers 
assist the patient in developing employ- 
ment possibilities, and whenever neces- 
sary they get in touch with employers in 
order to facilitate the employment of a 
discharged patient. The focus of the 
volunteer’s contact with the patient is 
primarily to remotivate the patient and 
begin the rehabilitation process. Success 
of the volunteer’s efforts includes getting 
the patient started in seeking employ- 
ment on his own, rather than the volun- 
teer’s finding a specific job for every ex- 
patient. 


RELATIVES’ GROUP DISCUSSIONS 


The group discussion meetings serve 
two groups of relatives: those who have 
—and those who have had—a family 
member in a mental hospital. At this 
time, the family is burdened with an in- 
finite number of doubts, practical wor- 
ries, guilt feelings, apprehensions and 
fears related to the hospitalized relative, 
and with a lack of knowledge concern- 
ing the treatment program and proce- 
dures of the hospital. The purpose of the 
group discussion meetings is to help the 
relatives achieve an understanding of the 
events which transpire at the hospital, to 
develop a better understanding of mental 
illness, to foster consequently a greater 
acceptance of their ill relative, and to 
provide an Opportunity for the relatives 
to share mutual experiences. These meet- 
ings are conducted by trained volunteers 


who are accompanied by a volunteer ob- 
server. 


Rationale. The rationale underlying 
these meetings is to provide a group ed- 
ucational experience rather than to deal 
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with the individual therapeutic problems 
of the group members. In establishing a 
basis for learning there are, however, 
secondary therapeutic benefits for the 
group members. Since learning is sev- 
erely impeded when tension and anxiety 
are high, as is characteristic of the rela- 
tives of the mentally ill, the reduction in 
tension and anxiety facilitated by group 
membership is not only of therapeutic 
benefit but reinforces and enhances the 
group educational process. Trained lay 
volunteers would not, of course, be able 
to conduct discussion groups of a thera- 
peutic nature; but the use of trained lay 
discussion leaders in mental health edu- 
cation (5) has made possible develop- 
ments which professionals by themselves 
would not have been able to achieve. As 
a result we are concerned with group 
and, naturally, with individual learning 
rather than with personality change in 
each group member. Since learning, 
especially in the area of mental health 
and mental illness, involves various at- 
titudinal changes rather than being basi- 
cally an intellectual process, the group 
discussion technique is a most apt vehi- 
cle, Discussion not only facilitates the 


“exchange of ideas but more importantly 


the sharing of feelings; with the focus on 
interchange we would anticipate not 
only attitudinal changes, but more im- 
portant, the development and unfolding 
of latent abilities within the individual 
for more effective living. 

Since individual problems and con- 
cerns are quite varied, group agreement 
is not sought. Rather, the individual is 
free to accept that which makes sense to 
him and which will assist him in han- 
dling his problems. Group answers to 
many of the problems confronting rela- 
tives may be inappropriate for many rel- 
atives and may serve to maintain many 
of the manifest rigidities. By being ex- 


posed to solutions that are presented as 
suggested or tentative in nature, the in- 
dividual is assisted in becoming more 
flexible in handling the problems which 
confront him, and consequently is able 
to experience with less frustration the 
interpreted “failure” of a particular 
course of action or event. 


Group organizational procedures. 
Upon receipt from the court, clinic, or 
hospital of the name of a family in the 
county having a hospitalized relative, 
the project sends the family a letter and 
brochure describing the services avail- 
able and informing them that a volun- 
teer will call on them shortly to further 
explain these services and answer any 
questions. The “personal contact” volun- 
teers (who also assist the family in com- 
mitting a relative, as well as providing 
transportation for the family and patient 
to Elgin State Hospital or East Moline 
State Hospital, the two hospitals most 
involved in serving the mentally ill in 
our area, and cooperating in our project) 
are then assigned to establish liaison with 
the particular family. 

When the project was first initiated, 
relatives were informed of the discussion 
meetings by telephone. This, however, 
did not seem to be effective in getting 
the desired number of relatives to attend 
the meetings. Because some relatives 
talked at arranging for an interview, it 
appeared that the making of a formal 
appointment was hampering the estab- 
lishment of a relationship between volun- 
teer and relative. It was felt that an 1n- 
formal personal visit by the volunteer to 
the relatives would humanize our contact 
and make relatives more comfortable in 
attending their first several meetings. In 
view of all the feeling and anxiety with 
which the relatives of mentally ill per- 
sons have to deal, the initial approach 
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and contact should not result in an in- 
crease in their anxiety; if their anxiety 
increased, the relatives would not be 
likely to utilize the available services. 
The evidence suggests that the personal 
contact by a volunteer has served to re- 
duce anxiety about attending meetings 
and has made it possible for many rela- 
tives who otherwise might have remained 
outside the project to make the initial 
approach, Although some relatives have 
refused the services offered, very few 
have refused to talk to the volunteer at 
the time of his visit. It appears evident 
also that sending the letter and brochure 
to the relative paves the way for the fav- 
orable reception of the volunteer. 

Over the past year, four discussion 
groups have been inaugurated and have 
served 48 relatives. At present, 29 rela- 
tives are actively attending the group 
discussion meetings. Fourteen relatives, 
after attending from one to nine meet- 
ings, have discontinued, or attend meet- 
ings infrequently. Three of the groups 
meet on a monthly basis in the evening; 
the remaining group meets every other 
Week in the morning. The frequency of 
meetings was determined by group dis- 
cussion, It might have been anticipated 
that relatives would Tequest more fre- 
quent meetings, but the group decisions 
have made it evident, in view of the ra- 
tionalizations offered against more fre- 
quent meetings, that they felt their pre- 
carious stability might be jeopardized by 
a greater exposure to becoming con- 
cerned about their mentally ill relatives. 


RESULTS FROM INTERVIEWS 


Interviews with individuals who have 
attended at least five group discussions 
have revealed that they feel they have 
been assisted in a number of ways. 
These include 1) personal benefit, 2) 
benefit with respect to the hospital, 3) 


benefit with respect to the patient, and 
4) benefit to the family. 


Personal benefit. The majority of rela- 
tives attending the group meetings have 
indicated quite emphatically that they 
have derived considerable personal bene- 
fit. The consensus is that before coming 
to the first discussion meeting they were 
overburdened with worry, guilt, anxiety, 
and hostility. One relative indicated this 
feeling by the statement: “You have a 
tendency to shut the door and crawl into 
your shell, although you know that is 
not the answer, but you feel so alone.” 
Another said, “You have the proverbial 
chip on your shoulder and it becomes 
a log and you have resentment to every- 
body: friends, hospital, just everybody, 
and then you find you are not alone and 
that all isn’t hopeless.” 

The feeling of hopelessness, isolation, 
and being under pressure is character- 
istic of all the relatives interviewed. 
Most relatives experienced considerable 
relief after attending their first or second 
meeting by finding out that they were 
“not alone”: “Got a big, big lift because 
someone cared and was trying to help 
us, and it made us feel so good”; Re- 
moved the low feelings I was having.” 
The data indicate that this general initial 
reaction of relief stemmed from the 
mutual ego-support and understanding 
which each member felt he got from the 
group. Many indicated after hearing what 
Other relatives had been through—in 
most cases not too different from the 
respondents experience—that their 
“plight seems easier to bear” and that 
“if they went through it, we can.” This 
is one advantage occurring from having 
the groups composed of relatives who 
have discharged patients at home as 
well as those with hospitalized patients. 

In addition to being an ego-supportive 
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force, the groups act as a corrective 
force. 


The mother of a schizophrenic had what 
appeared to most of the relatives to be un- 
reasonable arguments as to why she coddled 
her 25-year-old son, slept with him, and in 
general treated him like a child. When given 
an opening, she would monopolize meeting 
after meeting, very often recounting the same 
events. She had been told by physicians not to 
sleep with her son but had not been able to 
break this pattern because he had nightmares, 
and because of what she felt was his need for 
comfort and succorance when he awoke with 
a fear reaction. The group was able to con- 
vince her that this behavior could be sexually 
provocative to her son and that leaving doors 
open and a hall light on could accomplish 
more than sleeping with her son. Changes in 
her behavior patterns in other realms as well 
were brought about by the group. Of course, 
her monopolizing of the discussion generated 
criticism, but the amount of support that she 
had been receiving made it tolerable. In the 
group interview she spontaneously stated that 
she had been told not to sleep with her son, 
as well as the fact that she had been “put in 
my place” on occasion and “deserved it” be- 
Cause she was “preoccupied with my own 
problems.” 


Observation of the groups reveals 
that a group cohesiveness develops very 
rapidly, being fostered initially by the 
problem common to the group, and the 
ability of the group to accept and under- 


stand the marked feelings of isolation 


so characteristic of each member. 

Only two of the members who have 
been attending meetings have refrained 
from seeking group support and advice 
in the problems confronting them. One 
individual has participated to the extent 
of absorbing something from the dis- 
cussions while contributing very little. 
The other has participated only by in- 
dicating repeatedly how well things were 
coming along, and then asking other 
relatives about their ill family member. 
Only after the rehospitalization of his 
daughter was this man able to question 
his gain from attending these meetings. 
Up to this point, he had been outspoken 


in indicating that his faithful attendance 
at meetings was to help others, since his 
own situation was so good. 

These are two dramatic examples of 
individuals who attend meetings regu- 
larly for a long period of time, acknow- 
ledge that others gain much in various 
ways, but are unable to reveal or admit 
to any personal gain. Some personal 
gain, however, might be inferred from 
their long and regular attendance at 
meetings. In most of their areas of func- 
tioning, these individuals present a fag- 
ade of extreme competence, self-suffi- 
ciency and superiority. It appears that 
because of a reaction formation against 
their dependency needs they have been 
unable to interact coequally as peers 
with other group members. 


Relations with the hospital. The atti- 
tudes revealed toward hospitalization are 
quite varied. To some it was a positive 
step; for others it generated tremendous 
guilt and anxiety. One individual stated: 
“I was unwilling to commit her, for I 
felt it would be worse than death—death 
is kind; people said if I loved her, I 
would take care of her and never com- 
mit her because she would become worse 
in the hospital. I suffered every pain of 
hell in committing her—to the point of 
loss of reason when I did.” Another 
said, “I got a scared feeling with all the 
closed doors and it was as if I was leav- 
ing him behind iron doors—and that 
they might beat him there.” For these 
individuals, hospitalization represented 
a final recourse, but to others it was 
sitive in terms that care would 
be provided, in spite of the fact that 
most of these individuals “didn’t know 
what to think about the hospital.” à 

Negative attitudes to hospitalization 
and the hospitals appear to have been 
largely generated by the necessary legal 
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procedures involving commitment. The 
need for having the sheriff or police pick 
up the patient caused tremendous anxi- 
ety regarding their status with friends 
and neighbors, and consequent hostility. 
The fact that upon commitment the pa- 
tient is remanded into the custody of the 
sheriff and then very often spends a day 
in jail, with the relative often not being 
able to see him before he is taken to the 
hospital, helps foster the association be- 
tween criminality and mental illness. 
Granted that the care given to the pa- 
tient is humane, this procedure perpet- 
uates the notion held by many that to 
be mentally ill is somehow a violation 
of social codes. 

Discussion of their feelings about this 
prevailing method of hospitalization not 
only serves to desensitize the relative 
but also allows him to proceed to more 
pertinent and current areas. Feelings of 
deep concern regarding the hospital 
include becoming upset when visiting 
and not knowing how to cope with vari- 
ous demands made by the patient; the 
need for knowledge regarding hospital 
procedures and programs; hostility to the 
hospital because of the inaccessibility of 
the doctor, and upon learning that the 
doctor may be seeing the patient on 
other than a daily basis; and the inability 
to understand, and more important, to 
accept, what appears to be either no 
Progress or a relapse on the part of the 
patient. In spite of the fact that the 
relatives receive an information booklet 
covering some of these points, it is ap- 
parent that very few of them read it 


with comprehension. The above-men- - 


tioned factors come up very frequently, 
and much time is spent by the relatives 
in discussing them in terms of the cur- 
rent status of the patients. 

The relatives, as a group, have indi- 
cated in the interviews that they now get 


less upset than previously over the many 
persistent demands—for example, the 
demand to be taken home—made on 
them by the patient, and are able to 
cope with them in trying to work through 
these demands with the patient. Pre- 
viously, many relatives would be pushed 
into a variety of activities by such de- 
mands, with resulting frustration and 
hostility toward the hospital. 

We have no measure as to whether 
our relatives visit more frequently than 
other relatives, but we have found a high 
rate of visiting on the part of our rela- 
tives, including visiting the patient of a 
relative who is unable to visit on a par- 
ticular occasion. The relatives also assist 
each other in transporting the patients, 
and a number of weekend leaves for pa- 
tients have been made possible by means 
of this mutual assistance. 

The interviews have provided evi- 
dence that the relatives as a group have 
overcome many of their initial resent- 
ments toward the hospital, have learned 
how to establish contact with the hos- 
pital physician, and have achieved a 
greater understanding of the hospital 
treatment program. These gains have 
made it possible for the relatives to be 
more accepting of the patient and have 
forestalled a closing of the family ranks. 


Benefit with respect to the patient. 
Most of the relatives indicated that the 
group discussions have assisted them in 
dealing more effectively with the ill rela- 
tive. They revealed that initially they 
were confused, worried and anxious, and 
that their agitation was visible both to 
the patient and others. Much of the 
confusion stemmed from their lack of 
understanding, as well as from the in- 
consistent recommendations of friends 
concerning what to do for the patient, 
and how to do it. This included fre- 
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quency of visiting, handling the patient 
at home, and the demands to be placed 
on the patient. 

The relatives have specified that they 
are more tolerant of the patient’s behav- 
ior, and have learned from each other 
how to attempt to motivate the patient 
to do things for himself. By expecting 
that the patient will show some degree 
of failure in some task, the relative is 
able to forestall becoming irritated. One 
relative summed up this common prob- 
lem by saying, “The hardest thing in the 
world was to be patient—but having 
more understanding, I tolerate more and 
spend more time with her.” 

Since discharge from the hospital is 
so often equated with recovery, relatives 
often react with irritation and hostility 
when resistance or some degree of in- 
effectuality is manifest in the patient. 
One relative’s statement, “Now I don’t 
get irritated but handle the situation at 
home—this was difficult when I didn’t 
understand it,” dramatically conveys the 
previous plight of the relatives and the 
gains made by the majority of them. 

It is the impression of the clinic staff 
that the discussion groups have not only 
made it possible for several relatives to 
Maintain a partially improved family 
member in the home who otherwise 
would have been reinstitutionalized, but 
that they have mobilized the strengths 
and assets of other relatives, first to con- 
sider, and now actively to work at, re- 
integrating the hospitalized member into 
the family. In addition, several other 
relatives were so anxious and guilt-rid- 
den at the time of joining a group that 
psychiatric treatment for them probably 
would have been indicated in the near 
future. 


Benefit to the family. Most relatives 
have been able to communicate informa- 


tion gained in the group discussions to 
other family members and have pointed 
out that this has helped the nonpartici- 
pating members in their dealings with 
the patient. The nonparticipating mem- 
bers are described as having become 
more tactful in front of the patient, more 
understanding, and less demanding of 
the patient. This behavioral change is 
evidenced not only while the patient is 
hospitalized, but also when he returns 
home either on discharge or leave. 

We have had relatives attending group 
discussions whose spouses—husbands in 
all cases—were not able to accept the 
fact that the patient was mentally ill. In 
one- case, the husband opposed his wife’s 
attending group discussions. In two 
cases, the husbands felt that the patients, 
sons in both instances, were not ill and 
that if harsh punitive measures were 
taken, the sons would “straighten out” 
quickly. These denials were verbalized 
in spite of the fact that both individuals 
had been hospitalized several times, and 
indicate that for both of these fathers 
acceptance of mental illness in the family 
was very difficult. In one case, it took 
the wife a year with all the assistance 
the group could give her to get the hus- 
band to come to a meeting. As she 
stated, “It takes years for the feeling of 
being ashamed to wear off.” In the other 
case, in spite of repeated contacts with 
various professionals, the father was un- 
able to accept the illness and see how 
his demands and behavior were nega- 
tively affecting his son. Only after he 
was able to “explode” and to dominate 
several group sessions by his recital of 
what needed to be done for his son was 
the group able to extend its support to 
him while at the same time it attacked 
his formulations. In a later interview 
with his father, he was able to say, talk- 


ing more to himself than to the inter- 
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viewer, in an emotionally drained man- 
ner that bespoke of finality: “You mean 
he is really mentally ill.” Family, friends, 
and professionals had not been able to 
reach this person in the way that his 
peer group of relatives of the mentally 
ill had. He still has far to go in accept- 
ing the reality of the situation but his 
wall of denial has been breached. 


UNIQUE ASPECTS 


Although the groups have many ele- 
ments in common, they are character- 
ized by unique individual features. At 
the fifth meeting of the first group to be 
organized, the group members decided 
to structure the group by preparing a 
constitution, electing a chairman and 
secretary, and naming themselves “The 
Good Samaritans.” This type of structur- 
ing has occurred only in this group and 
has stemmed largely from the impetus of 
two of the group members. The majority 
of the members of this group have 
chronic schizophrenic relatives who have 
been ill over a long period of time and 
rehospitalized repeatedly. The members 
of this group recognize that their rela- 
tives will probably be able to achieve at 
best only a marginal adjustment, and as 
a result have indicated that their main 
purpose as a group is to help others 
whenever possible. In spite of this 
avowed purpose for the existence of the 
group for the past year, the members 
are similar to the other relatives inter- 
viewed in the ways in which they have 
personally benefited from being in the 
group. 

This group is also unique in compari- 
son to the other groups in terms of its 
emphasis on having speakers from the 
hospital, the community, and the clinic. 
Its concern with speakers has centered 
mainly on securing information on new 
developments and methods of treatment, 
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information on why hospital treatment 
facilities are inadequate, how they can 
be improved, and what can be done to 
secure psychiatric beds in local hospitals 
so that the patient can be hospitalized 
rather than “jailed” prior to being trans- 
ported to the mental hospital. Dynami- 
cally, much of this activity involves pro- 
jecting their own inadequacies and guilt 
feelings about the patient’s illness onto 
suitable institutions in the environment. 
This process of scapegoating, however, 
has positive values in that it serves to 
drain the relatives’ anxiety and hostility 
so that they can begin considering what 
they can do for the ill relative, not only 
while he is in the hospital, but more im- 
portantly, with regard to methods of 
interacting with the patient both in the 
hospital and at home. 

The other groups have on occasion 
voiced a desire for speakers, but to a 
lesser extent. Since it was felt that a diet 
of speakers would not be consistent with 
the goals of the discussion groups, it 
was possible to evaluate the strength of 
this voiced desire. The first group has 
generally invited the other groups when 
a speaker is scheduled, and the invita- 
tion is brought up as a discussion topic 
in all the groups by the respective dis- 
cussion leaders. Observations indicated 
that attendance at the meeting featuring 
the speaker was unusually heavy: rela- 
tives from all of the groups attended. 
On the next occasion of a speaker, the 
invitation to attend appeared in the news- 
letter sent to all the relatives but was not 
announced or discussed in the respective 
groups. On this occasion, only one mem- 
ber attended who did not belong to the 
group that featured the speaker. This 
marked contrast in attendance lends 
some confirmation to our analysis of this 
apparent paradox. The relatives, al- 
though gaining much from the group dis- 
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cussions by discussing and sharing mu- 
tual problems, remain somewhat ambi- 
valent regarding their capacity and abil- 
ity to gain insight and knowledge by in- 
teracting with their peers. This feeling of 
inadequacy is most patent when they are 
dealing with an authority or expert whom 
they expect, in terms of the culturally 
idealized image of the “doctor,” to pre- 
scribe and direct their course of behavior. 
In terms of cultural stereotypes, they feel 
anxious in not requesting the assistance 
of the professional, whereas on the other 
hand, there is a marked need to talk 
about their problems to someone who 
they feel will really understand their situ- 
ation—namely, another relative. 


SUMMARY 

Recognizing the staggering schedules 
of professionals, with no relief foresee- 
able in the future; the changing structure 
of hospital programs; the need for a 
marked increase in our public education 
endeavor; and the need for an expansion 
of the concept of the function of the 
mental hygiene clinic into that of an ex- 
tensive community clinical center provid- 
ing services beyond diagnosis and treat- 
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EFFECT OF THERAPY ON THE CREATIVITY 


OF A WRITER 


VIRGINIA N. WATTS, M.S.S. 


Postgraduate Center for Psychotherapy, New York, N.Y. 


The case of a very talented homosexual male writer who made significant 
changes in his writing as changes began to occur in his emotional life as a re- 
sult of treatment. Special emphasis is given his relationship to his mother, his 
relationship with women and to the woman therapist. The article attempts to 
show the way in which the artist, his creative product and the therapy are 


intertwined. 


HERE are two attitudes about artists 
Te bear serious questioning. One is 
that creativity springs from serious psy- 
chic disturbances in the artist and that 
when he becomes well he no longer has 
the drive to create. The other is that it 
is a kind of magical gift separate from 
the personality of the artist. These at- 
titudes are held by many therapists as 
well as many artists and often keep art- 
ists from seeking treatment. The thera- 
pist who holds the first view inevitably 
must treat the patient superficially for 
fear of seriously hurting the creativity or 
destroying it. The therapist who holds 
the second view would probably not ad- 
mit to a conscious belief in magical 
power but possibly is too much in awe 
of something he does not understand, or 


he may insist that he is there to treat a 
disease and is not concerned with the 
values and productions of his patient. 
It has been my experience that every 
patient who improves as a result of ther-, 
apy becomes a more creative individual. 
Using creativity in the broader sense, 
he becomes more aware of his own feel- 
ings and inner needs, more aware of the 
reality around him as it really is, and 
more tolerant of both so that he can act 
with more freedom and less fear. He 
always becomes a more productive per- 
son in a way that gives expression to his 
unique talents and drives. These of 
course develop out of his initial biolog- 
ical endowment and individual life ex- 
periences. It would seem that the differ- 
ence between this person and the artist 
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js mainly that of intensity and degree. 
The artist is one who starts with a better 
than average potential. It is reasonable 
to expect that as he is freed of the con- 
flicts that cripple his functioning as a 
person he will also be released from the 
hobbling areas of his productivity and 
will be a more effective artist. 

Perhaps there was a time when the 
artist was more of a craftsman, and it 
was possible for him to produce a prod- 

uct unrelated to his own personality. 
But today art is seen more and more as 
a unique expression of the individual 
artist. It is therefore inevitably the result 
of the artist’s dynamics as a person. In- 
deed the therapist who does not examine 
the artistic process and production is 
missing one of the most effective tools 
for helping the patient get well since they 
rank with dreams and other aspects of 
his fantasy life in revealing the disturb- 
ances in the individual and his defense 
mechanisms. 
i I worked for three years, in three- 
times-a-week psychoanalytic psychother- 
apy, with a very talented young writer 
who made some very significant changes 
in his writing as changes took place in 
f his emotional life. The changes indicate 
the way in which the artist, his work 
and his dynamics are intertwined. I shall 
not examine the many facets of the 
treatment, but will focus on the relation- 
ship to his mother, changes in his rela- 
tionships with women and the impact of 
this on his writing. 

ae had started writing in high 

a; a by the time he was 18, he 

ene selling short stories. He 

a to have a gift for satire and at 
i S EAR of treatment was writing 
TUA E stories for magazines. He 
habits a y, had well-established work 
5 » and considered his work the one 


187 


area of his life where he functioned well. 
He sought out help because he was in- 
creasingly disturbed by his inability to 
form enduring and meaningful sex rela- 
tionships with anyone, finding sexual re- 
lease only in the most transient homo- 
sexual contacts. His sense of urgency and 
his gift for writing are indicated in the 
following quote from an early statement. 


I'm afraid that as I am now I will never be 
able to have a decent, and anywhere near 
stable love relationship with anyone, male or 
female. And I know, without that kind of re- 
lationship, or at least the valid hope for one, 
I will not be able to survive either as a person 
or artist. I find myself unable to break habits 
which annihilate rather than increase the 
possibilities of this kind of desired relation- 
ship. While I insist that I want to be a lover 
and loved, I pursue in the homosexual world 
the patterns which, in the heterosexual world, 
would be associated with a whore rather than 
a lover. In other words, the most transient, 
the one-night kind of relationships, which I 
now embark on without even the hope that 
they might develop into anything more. 

Until recently I felt that I had no com- 
plaint about being “gay.” Lately it becomes 
undeniable to me that I've got plenty of com- 
plaints. I suspect that I’m so hostile to my 
own homosexuality that I won't even begin 
to admit to myself that I don’t like it. I find 
myself crying out to be a lover and unable 
to move in any direction. All the sick defenses 
that I find in the “gay” world rebuff me, and 
though I tell myself it is my world and I'm 
enjoying it, I am so obviously seeking only 
the most frantic kind of physical release in 
the chance of a casual pick-up that I find it 
hard to believe my own lies any more. I’m be- 
ginning to suspect that I want to be a husband 
and a father, or at least a heterosexual lover, 
but that I'm afraid to take one small step in 
that direction on my Own. 

We see in David's background a 
rather classic picture of homosexual de- 
velopment. We find a weak father, an 
older brother with whom he could not 
compete, and rejection of him at a very 
early age by an ambivalent, overprotec- 
tive and seductive mother. David sum- 
med up his feeling in 
ment, “The last time my 


the bitter state- 
mother and 
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father loved each other was the night 
my brother was conceived.” David was 
five years younger than his brother. His 
father was weak and unassertive, alter- 
nating between periods of steady em- 
ployment and bouts of drinking that 
jeopardized the security of the family. 
David had strong memories of periods 
when his father because of his escapades 
had to leave home. After a time he 
would come back, beg forgiveness, and 
then start the cycle all over again. On 
numerous occasions David would plead 
with his mother not to take his father 
back. Once she listened to him, but 
David ended up taking a year off from 
college because he felt he could not 
leave his mother alone. The mother’s 
attitude was that of a martyr. When the 
father came back he was kept as an out- 
cast on the fringes of the family. The 
mother constantly derogated the father 
to David, confiding all her troubles to 
the boy, always exhorting him not to 
be like his father. As a young child he 
was allowed to sleep in the parents’ bed 
when the father was away. When he was 
six months old the mother took a job 
doing clerical work and continued this 
job throughout his childhood. 

David felt some superiority over his 
brother since he felt himself to be the 
favorite of the mother. But inside was 
great anxiety that he might lose this posi- 
tion if he did not please and serve her, 
or if he showed any signs of masculinity. 
This uneasy position was also frighten- 
ing because of his mother’s seductive 
behavior with him. She would initiate 
“loving hours” with him where there 
would be mutual hugging and kissing. 
He became preoccupied with sex at a 
very early age but desperately afraid his 
mother would see an erection or any 
sign of sexuality. He was afraid of his 
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mother’s inadequate controls and the 
wrath of his father and brother if they 
discovered his unconscious satisfaction. 
His later terror of women as engulfing 
and overpowering sexually reflects this 
early anxiety. He had always had women 
friends but related to them as if he were 
another woman. His sexual anxiety 
showed in the following dream after his 
first intercourse with a woman: 

I am copulating with E. My penis is erect in 
her but I am held like in a vise. She had been 
kind and nice to me before but she had 


changed completely. She had a cruel gleeful 
expression on her face. 


David acted this out over and over in 
the transference with me. At times his 
panic that I would perform fellatio on 
him was so great that he would sit up 
from the couch and continue the session 
with his back to me, often looking 
around to be reassured by the expression 
on my face. He was also a thumbsucker 
to quite a late age and this was a struggle 
between him and his mother as she tried 
to stop this. He expressed his castration 
anxiety as he cried out one day, “She 
already had my penis. Couldn't she at 
least let me keep my thumb!” 

The profound feelings of unworthiness 
brought about by these early experiences 
caused him to develop compensatory 
feelings of grandiosity and omnipotence, 
a wish for control and power he sought 
for later as a writer. Sensing no behav- 
ioral limits in the women around him 
he had to manufacture his own. These 
were unnecessarily harsh and elaborate. 
He denied or distorted his own needs so 
that they were unrecognizable even to 
himself. He impressed everyone as being 
a warm related person but he never felt 
close to anyone. He felt personally re- 
sponsible for making his mother’s life 
happy as though he were the cause of 
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her tragedy. He served, but all the time 
he felt he was being used. We see this 
pattern carried over later into all his 
relationships and into his sex life where 
he fantasies himself a “whore.” 


CREATIVITY 


Although David was productive and 
had already had a good amount of suc- 
cess in his writing, as treatment pro- 
gressed we began to see the handicaps 
he had as a result of his internal prob- 
lems. He allowed himself little satisfac- 
tion from his accomplishment, feeling 
it was only one more crisis he had 
passed when he managed to fool every- 
one. He constantly compared himself to 
others—he was either superior or infe- 
rior, never equal. He was terrified of ex- 
posure in his writing, first of his homo- 
sexuality, and on a deeper level, of sex- 
uality for women. He used his writing 
to distract others away from himself in- 
stead of to express himself. Therefore 
his work tended to be superficial, his 
writings mostly entertaining and funny, 
his characters satirical and unreal. He 
saw himself “prostituting” his art as he 
did his life by writing to please others 
or to make easy money. He was unable 
to back up his artistic production with 
conviction, was fawning and placating 
with publishers and editors, and allowed 
them to change and distort his meaning 
without protest, Most dramatic of all, he 
wrote almost entirely from the stand- 
point of the woman. His story would 
never have the man in the dominant 
position, so that the reader might know 
how he felt or what he saw. 

d oe tests administered early 

catment revealed the satisfaction he 
received from his writing. Through it he 
could live vicariously and feel power 
Over his difficulties. Through it he could 
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experience all the virtues he longed for 
in relationships, and express his anger 
against those figures he envied or dis- 
liked. 

Having to deny his own identity be- 
cause of the many dangers of being a 
person in his own right, the only free- 
dom he had left to him in childhood was 
in his fantasy life. He spent long hours 
by himself playing out fantasy roles, 
mostly of women. He was very much 
afraid of being discovered, especially by 
his father, as though his father could 
see through the deception and punish 
him as the usurper. 

A good part of his childhood was 
spent in a suburban community among 
people whose incomes were far greater 
than that of his family. In school he felt 
left out because he was not good at ath- 
letics, an accomplishment of his broth- 
er’s. He set out to excel in grades and 
accomplishment. He acted in school 
plays, became editor of the school paper, 
wrote stories and plays. He was active 
in student affairs and was voted the stu- 
dent “most likely to succeed.” 

In the beginning his dreams of suc- 
cess were measured in monetary terms. 
He imagined himself a famous writer, 
making a great deal of money and im- 
pressing everyone. All of this would 
please his mother in the fantasy but he 
would then have a strong impulse to 
spoil it for her by telling her he was a 
homosexual. 

It would seem that the sense of power 
he recalled from his childhood where 
everyone was there to serve him was â 
wish rather than a reality and that only 
in his writing was he supreme. It is note- 
worthy that his attitude toward his talent 
was that it was magical and “God-given.” 
Only then would he be allowed to prac- 
tice such power, but then there was 


190 


always the danger that in some magical 
way it could be taken away if the powers 
were displeased. In line with this think- 
ing he felt it necessary to pay a big price 
for this gift. He had to relinquish all 
personal happiness for it, had to choose 
between love and success. He could not 
_believe one could have both and kept 
looking for something wrong when he 
found both in an artist’s life. One friend, 
successful as an artist, was married and 
had a child. He sneered at this and spec- 
ulated that he really was a homosexual 
underneath. He was able later in his 
treatment to relate this to his feeling that 
his mother gave up all personal happi- 
ness for him. After this he began to get 
more interested in the lives of well- 
known artists who were homosexual but 
through analysis were able to become 
heterosexual. i 

David also had the fear, mentioned 
earlier, that his talent might be rooted 
in childhood unhappiness and that if he 
got well he would no longer be able to 
create. His real fear, however, was of 
punishment. A magical power, a power- 
ful parent, would deprive him of it when 
he allowed to come into consciousness 
the forbidden fantasy life it revealed. 

As he began to change as a person he 
used his writing to help him work out 
and resolve his conflicts. When he was 
going through a period of terrible hos- 
tility to his mother he wrote a story 
about a young couple who were engaged 
in a struggle with the girl’s mother, “a 
terrible bitch.” He identified with the 
girl and was able to vent his wrath on 
his own mother in the story. When he 
finished it he did not like the ending and 
decided to rewrite it so that the readers 
would have compassion for the mother. 
This came with a partial resolution of 
some of his feelings about his own 
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mother. For that moment he had for- 
given her. 

Since David’s life was so immersed in 
literature and reading, his own associa- 
tions were to the writings of other artists 
who were able to express in their writing 
feelings he was experiencing. He was 
very much preoccupied with the “Tea 
and Sympathy” theme, the Sherwood 
Anderson play on Broadway about the 
relationship of a young boy and an older 
woman. In the two times he saw the 
play there was a dramatic shift in his 
attitude. The first time he saw the 
woman as only evil, using the boy for 
her own purposes, hurting and destroy- 
ing him. The second time he felt the 
warmth and compassion of the woman 
for the boy. Simultaneously with this 
came the recognition, “A mother stands 
between me and a young girl.” He was 
very much identified with Lillian Roth 
as she struggled with alcoholism in her 
autobiography I'll Cry Tomorrow. His 
fear of his own destructiveness came out 
as he recalled the story Devil and the 
Flesh, where a young boy has a sexual 
relationship with an older woman who 
dies in childbirth, having his child. 

As treatment progressed he began to 
be more selective about the kind of 
stories he would write. He withdrew his 
name from a magazine because the edi- 
tor had suggested changes which he felt 
destroyed the meaning of his work. He 
wanted to write more profound stories, 
but even here the demand of himself 
was not so great. He questioned, “Why 
does it have to be the greatest? If it’s not 
Oedipus Rex I lacerate myself.” 

A very important crisis occurred 
when he had been in treatment about 
two years, producing marked changes in 
him both as a person and as a writer. 
Although he had been productive in his 
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work all along, through some rather 
anxious periods, he suddenly was un- 
able to write at all. Instead, whenever 
he sat down at the typewriter he was 
preoccupied with sexual fantasies and 
a strong desire to masturbate. There 
followed a great flood of dreams, 
memories and violent expressions of 
feeling during his sessions. During this 
time the feelings about his mother 
reached their peak: 


Sex is a big phony expression of love. Love is 
a big trap, a locking effect, a sex machine. 
It castrates you ultimately. I established my- 
self as a homosexual so that I would not have 
to have sex with a troubled and unhappy 
woman. I got to the point where I loathed my 
mother’s embraces. Love had to be displayed. 
She was constantly fondling me. As an adult 
I can tell all women I can’t satisfy them. It 
seems like the labor of Hercules, I lost the 
right to my sexual desire for them, I'd fail. 


It became evident to him why he 
needed to distort and displace his sexual 
feelings. He began to develop, belatedly, 
great curiosity about sex, examining all 
the misconceptions he had—the confu- 
sion between genital and anal activities, 
the pain a man inflicts on a woman dur- 
ing intercourse, a feeling that men and 
women have intercourse sitting on a 
toilet. He began to understand his need 
to have men perform anal intercouse on 
him, He was able to examine some of 
his toilet habits in this new light. He had 
Previously needed to urinate and move 
his bowels too frequently, putting his 
penis down into the bowl as he sat on it. 
His fantasy of acting out intercourse 
with his mother became conscious, 
along with the reasons for the anxiety 
he had always had that there was an 
animal in the bowl that would bite off 
his penis. He sums this feeling up well 
in a song he found himself singing one 
day coming to a session: 
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Every time my heart begins to dance. 
The world steps on my little toes. 
Every time I take a chance 

I pay through my little nose. 


It ends: “Leaving just a lonely little lady 
in the dark.” 

Shortly after this David was able to 
have intercourse for the first time with a 
woman, a girl he had been dating for 
some time and with whom he had a re- 
lationship. Soon after this he resumed 


„writing, but with a difference. For the 


first time he got interested in the char- 
acter of the man in the story. Starting 
out with him as a weak ineffectual man 
married to a jealous controlling woman, 
he took him through a process of 
gradual maturing. When the story was 
finished he felt satisfied that this was 
the kind of man with whom he could 
identify. He felt that the man was him- 
self and worried for a time about ex- 
posure. He expressed concern that 
“people would think only a screaming 
faggot could write that story.” By this 
time he was less concerned about this 
and found support in the works of artists 
of the past. He could finally reveal to 
the world that he knew what a man felt 
like. He was a man. 

Shortly after this he turned down a 
chance to write a novel because he did 
not feel it would be a best seller. As we 
examined his feeling about this he 
brought out a memory of childhood 
when he had to expose his genitals as a 
kind of neighborhood initiation. He 
had very vivid memories of the expres- 
sions of scorn at their small size, Here 
we sce again the relationship of his 
emotional problem to his work. Having 
a sure thing would prevent this expected 
humiliation. 

In the last six months of treatment 
David wrote a novel about a relationship 
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between two people who go through 
many struggles but who finally build 
something together. He did not lose his 
light touch but it was woven into the 
serious threads of the relationship. In 
this story he not only expressed a hope- 
fulness about himself but finally in his 
own mind began a reconciliation between 
his father and mother. He says: 


In spite of my homosexual problem, some- 
where in the nether regions of my lost youth, 
I have a very strong awareness of how I feel 
a man and a woman can have a good and 


happy life together. 


In the following three statements 
David has written a summary to this 
paper that I cannot improve upon: 
There is no question about it that when I 


was fourteen and decided to become a writer, 
part of the inducement was that it would 
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give me Identity. In my typically sleepy home 
town writers had IDENTITY. But the fact 
that I am a writer leads me to believe that if 
I'd grown up in Keokuk I still would have 
been one. The desire to please Mumsie and 
the desire for identity were simply dead 
weight I carried along with me. 

Lately it seems to me that there have been 
a lot more times when it was awfully hard for 
me to sit down at the typewriter and write. 
I don’t know precisely what the reasons are. 
I guess for one thing discovering that part of 
my motives were to please Mother and realiz- 
ing that this kind of pleasing Mother just can’t 
be done in this world made it seem a little less 
important. Or maybe I wanted to get back at 
her by not having my name on that cover. 
The realization that it doesn’t matter to her 
one way or the other, it's happening to me, 
not to her, is the beginning of liberation. 

Im beginning to become aware of the 
worth of my own feelings. Talent is the ability 
to articulate and express these feelings effec- 
tively. But if you don’t trust in the feelings to 
begin with, or if you can’t find them, you're 
dead from the start and you might as well 
write perfume copy. 


Communication 


CHARD KARPE, M.D. 
ist Hartford, Connecticut 


JRIGINALLY, the focus for my trip to 
<7 Israel in the summer of 1961 was 
0 learn something about the psychiatric 
logy in the kibbutz. However, my 
ointment to the chairmanship of the 
hoc Committee on International Re- 
changed this focus to the study 
teamwork in psychotherapy, and 
tly to the study of orthopsychiatry 
i} Israel. In this endeavor I was very 
much helped by a former resident of 
» Dr. Ray Moses, who is now as- 
t professor of psychiatry at the 
brew University in Jerusalem. He 
fanged some contacts for me in ad- 
Vance of my arrival and was otherwise 

helpful to me. 

I participated in staff meetings of 
guidance clinics, where clinical 
were discussed in psychodynamic 
terms, Because of my presence, these 
cussions were conducted in English 
German instead of the customary 
Drew. I visited psychiatric hospitals, 

e I received guided tours and had a 
€ to talk to different members of 
e staff. At the University clinic, hour- 
8 Appointments were arranged for 

‘With all staff members individually. I 
30 attended a meeting of the Israel 
ne Society, where a psy- 
P analytic treatment case was pre- 
Sented and discussed. $ 


an One of the high points of my visit was 
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my contact with the Seminar Ha Kib- 
butzim, a teachers’ college which trains 
teachers for the kibbutz schools and for 
communal education. This*teachers’ col- 
lege, which is located in Oranim, east 
of Haifa, is very well equipped. They 
even have their own zoo, which contains 
all the animals that can be found in the 
country. They also have an excellent 
child guidance clinic, whose full-time 
director is Dr. Nagal, a psychoanalyst. 
Dr. Nagal has made an intensive study 
of the pathogenic factors in kibbutz edu- 
cation, and is ready to discuss the facts 
that he learned, and his deductions, in 
an Israeli-American workshop, con- 
sisting of Israeli and American research- 
ers, either in Israel or in the U.S.A. Dr. 
Nagal is now taking a year’s vacation 
from the clinic in order to write a text- 
book on educational psychology. Some 
of his clinic functions will be taken over 
by Dr. Kaffman, who has just returned 
from a visit in the U.S.A. and Britain, 
and who may be known to attendants of 
our 1960 Annual Meeting in Chicago. 
Another member of the staff at the clinic 
is Rachel Manor, who recently acquired 
her Master’s degree in social work at 
New York University. In addition to 
psychiatric casework, she supervises the 
work of “special teachers,” i.e., teach- 
ers who have special assignments with 
disturbed children in the kibbutzim; this 
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also includes supervision of psycho- 
therapy. 

I attended a staff meeting at the child 
guidance clinic at which two cases were 
discussed. One of these was the case 
of a preadolescent girl, whose adjust- 
ment was all right with her parents and 
with the kibbutz in general, but whose 
relationships were very disturbed in the 
kibbutz school. This case would provide 
excellent material for a discussion of 
pathogenic elements in the communal 
educational system. 

Another clinical meeting which I at- 
tended took place at the Albert and 
Mary Lasker Child Guidance Clinic in 
Jerusalem, which is sponsored by the 
American women’s organization, Ha- 
dassah. The clinic is directed by Dr. 
Josef Oren, who was originally a public- 
health-oriented pediatrician. Later he 
studied psychiatry in Boston and he is 
now a child psychiatrist. The meeting 
was called at the request of staff mem- 
bers from a children’s village who 
wanted to discuss the problems of a boy 
who was being considered for discharge. 

A third meeting was with the staff of 
a private, psychoanalytically oriented 
child guidance clinic in Jerusalem, 
where Dr. Gumbel, a senior psycho- 
analyst, serves as a consultant. One of 
their staff members is a graduate of 
Anna Freud’s institute for child therapy. 
Two admission cases were discussed. 

At the psychiatric clinic of the He- 
brew University in Jerusalem I learned 
that Professor Zellermeyer is planning a 
trip to the United States in March, and 
I invited him to attend our Los Angeles 
meeting. I also learned that one of their 
psychiatrists, Dr. Herz, is planning to 
go to Liberia for one or two years to 
help set up psychiatric services there. 
Another of their staff members, Dr. 
Shahan, is conducting a three-year re- 
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search project on amenorrhea, which 
leads him into cultural comparisons be- 
tween North American, South Ameri- 
can, and African girls—all, however, 
from Jewish stock. 

I visited public hospitals and was 
impressed by their high standards, which 
come nearer to our private hospitals and 
are far ahead of our state institutions. 
My first visit was at the government 
hospital of Talbieh, whose chief is one 
of the leading psychiatrists of ‘srael, 
Dr. Zvi Winnik. He combines organic 
and analytic knowledge to an w usual 
degree. Then I visited the psychiatric 
hospital in Beer Jaacov, where I had oc- 
casion to talk to Dr. Meyer, its chief, 
who is the president of the newly formed 
group therapy association. I also visited 
the Rambam Hospital in Haifa and the 
rehabilitation hospital, Masrah, near 
Akko. Dr. Fluegelman, who is the head 
of these two hospitals, does an outstand- 
ing job in the rehabilitation of chronic 
patients. He uses group techniques to a 
high degree, mainly industrial therapy 
instead of conventional occupational 
therapy. This therapy produces goods 
for factories in excellent quality, but in 
reduced quantity, adjusted to the speed 
and the capabilities of the patients. This 
rehabilitation hospital certainly deserves 
our attention. 

The interest of Israeli behavioral sci- 
entists in orthopsychiatry is great; al- 
most 100 subscribers to our- JOURNAL 
prove it. The possibility of founding an 
orthopsychiatric group was discussed 
and an American-Israeli workshop On 
communal education was suggested, to 
be held in 1963. The Seminar Ha 
Kibbutzim offered their facilities for it. 
This idea has already found a positive 
response in this country. 

My visit was certainly instructive and 
stimulating. 


LETTER FROM THE EDITOR 


tion and help given to 


competence in the attempts of all of 


Orthopsychiatry as a whole. 


tis with deep regret that the Editor shares with the membership the contents 
of the following letter to our President and the Board of the Association. As 
a foreword I feel that it is necessary to emphasize again my own thanks and 
the thanks of Miss Litter to the entire membership of Ortho for the considera- 
j us these many years as we carried out the duties of 
our office. Our particular thanks of course go to those past and present mem- 
bers of the Editorial Board who gave so unselfishly of their time, energy and 
‘ us to assure 
would have meaning and worth for the membership and for the profession of 


Ortho a publication that 


Oct. 25, 1961 


Dr. Fritz Redl 

and Board of Directors 

American Orthopsychiatric Association 
1790 Broadway 

New York 19, N.Y. 


-Dear Dr. Redl: 


After nearly fourteen years as Editor 
of THe JourNaL of our Association I 
} feel that it is best that I submit my resig- 
Nation and that of Miss Gladys Litter, 
our Editorial Assistant, to you and to 
the Board. 

The following reasons prompt me to 
take this action: 

1. I wish in the future to devote 
whatever time I have that is free from 
clinical duties to doing research and 
writing. 

2. With the projected plans of the 
een in respect to (a) THE 

URNAL, i.e., the publication of sup- 


plements or additional issues per year, 
and (b) the expansion and intensive pro- 
motion of Special Publications, I feel 
that it probably will be more practical 
if the Editorial Office and its personnel 
are located in New York City. 

In submitting my resignation I would 
show a grievous lack of gratitude if I 
did not voice again my thanks to the 
membership of Ortho for all that they 
have done to make my work as Editor 
of our JouRNAL a pleasant, rewarding 
—and indeed even exciting—position 
of trust. That we have succeeded in 
some measure in carrying out in a 
faithful and efficient manner this trust 
is attested to by the now available over- 
whelmingly positive results of the recent 
independent survey of approximately 
one thousand readers of THE JOURNAL 
by Mr. Alex Sareyan of the Mental 
Health Materials Center. It has always 
been the cooperation and kindness of 
the membership that has made this work 
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a joy for both Miss Litter and myself. 

These resignations are not debatable. 
The primary concerns of the Board in 
this matter should be the selection of a 
new Editor and the date of the relinquish- 
ment of our duties. 

The Board may rest assured 1) that 
Miss Litter and I will give to our new 
Editor our wholehearted cooperation in 
the transitional stages to his or her as- 
sumption of full and complete responsi- 
bility for JoURNAL affairs and 2) that dur- 
ing this transitional stage (however long 
or short) we shall continue to perform our 
tasks to the best of our capabilities. 


Very sincerely yours, 


GEORGE E. GARDNER, PH.D., M.D. 
Editor 


DEAR DR. GARDNER: 


I just noticed, before this copy goes to 
print, that your letter to me appears in 
this issue of THE JOURNAL. How could 
I help adding a comment? 

You know that your resignation hits us 
hard. Everybody who has known the 
Ortho JouRNAL for the last 14 years or 
so needs no explanation why. And for 
those who haven’t known it—they just 
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have to pick up a few numbers and see 
for themselves. 

You also know that any organism 
needs some time to recover from a blow 
and sudden challenge toward impending | 
change. In Ortho terms this simply 
means: (a) that this has to be announced 
to the whole membership; (b) that any 
official expression of proper thanks and 
gratitude to you by those on the in, has 
to wait until all of us have found out 
about it; and (c) that no attempt to thank 
you will ever measure up to what you did 
for us, for Ortho and for what it stands. 

However, that doesn’t mean we can’t 
try. We shall attempt to tell you how well 
we known the personal and professional 
sacrifices you and your editorial assistant 
Miss Litter have made in order to pro- 
duce for us, through all these years, a 
Journal of Ortho’s level and scope, and 
what your contribution meant to the 
field. You will have to give all of our 
members a chance to realize and come to 
grips with the message in your letter. It 

+ will take a full membership meeting to 
accomplish this. 

In the meantime, thanks, personally, 
privately, until further notice. 


Fritz Rept, PH.D. 
President 


BOOK REVIEWS 


JOKES AND THEIR RELATION 
TO THE UNCONSCIOUS. 


Sigmund Freud. Translated and edited 
by James Strachey. 


New York: Norton, 1960. pp. 258. 
$4.50. 


Because so little has been written on the 
subject of jokes and humor the recent trans- 
lation of Freud’s Der Witz und Seine 
Beziehung zum Unbewussten (1905) by 
James Strachey is a welcome addition to 
our psychoanalytic literature. This book 
by Freud has been difficult to appreciate 
because of the complexity of the subject, 
and it is hoped that the new translation 
will make the book easier to comprehend. 
Apparently the subject of humor and jokes 
has been found difficult to discuss by 
analysts, since there have been few analytic 
papers or books on the subject. Grotjahn’s 
book Beyond Laughter” is a notable excep- 
tion. He devoted the first portion of his 
book to a summary of Freud’s contribution 
to jokes and humor and the reviewer 
found this easy to follow, and helpful. 

By means of many delightful jokes and 
anecdotes Freud shows how the mecha- 
nisms of condensation, displacement, 
representation by the opposite, the use of 
allusion and absurdity play a role in the 
formation of jokes. The reader recognizes 
early the relationship between jokes and 
dreams because of the similarity in their 
mechanisms. Freud had been impressed 
early in his psychoanalytic studies with 
these similarities, by the amount of humor 
contained in the dreams of his patients. He 
Concluded that dreams and jokes were re- 
lated and that both dealt with methods of 
expressing in an indirect concealed manner 


thoughts or wishes that had to be kept 
from consciousness. In each case internal 
obstacles had to be overcome in order to 
allow expression of what was rejected by 
the social order. 

The book describes the technique of 
jokes, their function and purpose. The 
psychogenesis of jokes and the factors 
which produce pleasure and laughter are 
discussed in detail. Freud uses the term 
“joke work” when he describes the de- 
velopment of the joke through a reaching 
down into the unconscious to the infantile 
pleasure once enjoyed in the play on the 
sound and use of words and thoughts. The 
child was forced to abandon this pleasure 
in the process of socialization when play 
on words had to be given up in favor of 
the more intelligent use of words. 

Through the use of the jest or the inno- 
cent, nontendentious jokes (innocent, with- 
out underlying motives), the senseless and 
nonsensical are permitted expression, be- 
cause they produce pleasure. Criticism 
lessens and there is a lifting of internal 
inhibition. The joke fights against reason, 
critical judgment and suppression. r 

The joke in contrast to the dream is a 
social mental mechanism which must be 
told to someone else, to give the teller of 
the joke and the listener pleasure. The 
object of the dream, according to Freud, 
is to deal with major interests in life 
wished for and needed. The joke on the 
other hand seeks for pleasure primarily. 
“Dreams serve predominantly for the 
avoidance of unpleasure, jokes for thr 
attainment of pleasure; but all of our men: 
tal activities converge in these two aims” 
(p. 180). Jokes are more than just a play 
on words or the result of the use of non- 
sense words. The use of the words must 
make sense and serve a function in order 
to produce pleasure in the listener. The 


*Martin Grotjahn, Beyond Laughter (New York: Blakiston Division, McGraw-Hill, 1957). 
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hidden thoughts must be expressed in such 
a way that it can be readily understood by 
the listener or else the joke fails. An un- 
concealed hostile verbal attack, even 
though it uses a play on words, fails to 
produce laughter or pleasure. Similarly, a 
smutty story which is frankly sexual does 
not give pleasure if it has not been modi- 
fied sufficiently to lessen the internal in- 
hibition of the listener. It miscarries and 
causes resentment and embarrassment, and 
the teller of the joke reacts with discom- 
fort and guilt. 

The comic situation need not rely on 
the use of words, as the joke does, and 
may be found in situations, action and be- 
havior. Freud considers naiveté as a good 
illustration of the comic in which a per- 
son places himself unintentionally beyond 
inhibition. The comic results from the use 
of laugh-provoking situations which lift 
inhibition without deliberately planning 
such an effect. Humorous remarks by chil- 
dren, particularly, of a sexual nature not 
understood by them yields considerable 
pleasure to the adult. In other comic situa- 
tions the victim is deprived of authority 
and dignity and provides the onlooker with 
a feeling of pleasure and superiority. 

Freud’s discussion of humor, in his 
paper published in 1928, sums up his views 
more clearly than was possible at the time 
this book was written. He felt that there 
was something elevating in humor result- 
ing from the ego’s victorious assertion of 
its invulnerability. It denies the claim of 
reality and the triumph of the pleasure 
principle. It permits a regression without 
developing illness. It is a contribution to 
the comic made by the superego. 


In other respects we know that the super- 
ego is a stern master. It may be said that 
it accords ill with its character that it 
should wink at affording the ego a little 
gratification. . . . The principal thing is the 
intention which humour fulfills whether it 
concerns the subject's self or other people. 
Its meaning is: “Look here! This is all that 
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this seemingly dangerous world amounts to. 
Child’s play—the very thing to jest about.” 
If it is really the superego which, in 
humour, speaks such kindly words of com- 
fort to the intimidated ego, this teaches us 
that we have still much to learn about the 
nature of that agency.” 


Freud noted that not everyone is capa- 
ble of the humorous attitude. It is a rare 
and precious gift and there are many peo- 
ple who have not even the capability of 
deriving pleasure from humor when it is 
presented to them by others. I have dis- 
cussed Freud’s 1928 article because much 
of it is a summation of what was implied 
in his book which I am reviewing. 
Throughout the book is the theme of cir- 
cumventing harsh reality through lifting 
inhibition, which permits modest outlets 
for the pleasure principle. Freud’s refer- 
ence to the moderation of the superego, as 
a kind parent behaves toward a child and 
shows consideration to him, is rarely re- 
ferred to by analysts in discussing the super- 
ego. Nunberg in his chapter on the psy- 
chology of the ego refers to this quality 
in the superego. He states: 


It is by no means superfluous to stress the 
libidinal component of the superego, for 
this helps us to avoid a one-sided view not 
only of its meaning in the neurosis, but also 
of the role it plays in the adaptation of the 
individual to the social community. The ego 
obeys the superego not only out of fear but 
also out of love. The superego is, indeed, a 
derivative of the father. 


We learned to feel much closer to Freud 
as a person through Jones’ volumes on the 
life of Freud.‘ We get similar feelings of 
closeness to Freud through his book on 
jokes. One would need much warmth and 
a deep sense of humor to be able to write 
this book. 

A few of my own experiences related 
to humor may help to illustrate some of 
the principles discussed by Freud in his 
book on Wit and Humor. That jokes are 


* Sigmund Freud, “Humour,” in Collected Papers, Vol. V, p. 220 (London: Hogarth Press 


and Institute of Psychoanalysis, 1950). 


*Herman Nunberg, The Principles of Psychoanalysis: Their Application to the Neuroses, 


p- 147 (New York: Internat. Univ. Press, 1955). 


* Ernest Jones, The Life and Work of Sigmund Freud (New York: Basic Books, 1953). 
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a form of communication is reflected in 
the care one takes in deciding to whom 
jokes are told, the conditions under which 
the joke is told, and the others who are 
present at the time. When a joke is begun 
and a question arises as to whether a mis- 
take has been made in telling it, and yet 
one continues with the joke, one rarely 
gets the same kind of response as when 
one tells the joke, certain that it is good 
to tell it. The inner inhibition in the teller 
is transferred to the listener with the result 
that there is a lessened lifting of inhibition 
and a lessening of pleasure. 

One tells a joke to one who likes to 
laugh; to one who needs to laugh; to one 
who will not be offended by the joke. One 
enjoys telling a particular joke to certain 
persons. “I know who would like to hear 
this,” by which is meant one who will 
really understand the joke, who will know 
the exact twist required to get the full 
flavor of the joke. 

At a medical faculty dinner after cock- 
tails had been served liberally, a new 
graduate student in surgery walked across 
the room to one of the dinner tables and 
in a loud voice asked the head of one of 
the departments, “What’s your name?” 
The doctor smiled and told him his name. 
The student thought for a moment, then 
said, “I never heard of you.” The crowd 
roared in laughter. The senior medical man 
laughed but less loudly than the others. 

The comic situation was intensified by 
the fact that the group was in a happy 
mood, out for a good time, and was less 
inhibited because of the drinking. The 
doctor who was the butt of the joke was a 
large, rather aggressive man who though 
respected by his colleagues was not par- 
ticularly well liked. The incident offered 
those who worked under him an oppor- 
tunity to release hostile feelings at his be- 
ing ridiculed. The others in the group 
enjoyed the naive and courageous action 
of the student who attacked a superior. 
The excess of laughter was due to the in- 
crease in the amount of lifting of inhibi- 
tion that resulted from the incident. 

At a meeting of social welfare workers 
Several years ago, a prominent educator 
gave a report of some of his work with 
children, In the course of his remarks he 
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used a personal experience to illustrate a 
point he was making. He told of the spe- 
cial help his children were during a period 
following the death of their mother. He 
was a gentle, kindly person and he dwelt 
on the unhappy situation, I felt, longer 
than was necessary. It was as though he 
wished the audience to share his sorrow. A 
few minutes later he referred to a humor- 
ous event involving one of his children, 
whereupon the audience broke into loud 
laughter which persisted long after the 
story merited such a reaction. 

It was obvious that this overreaction re- 
sulted from the relief and pleasure at no 
longer having to share the grief of the 
speaker. Freud refers to the contribution 
humor makes to the individual who is 
spared anxiety by a joke that comes as a 
surprise—the expected anxiety vanishes. 

In our world filled with tensions and 
unpredictability it is good to be able to en- 
joy and create humor—to regain the mood 
of our childhood “when we were ignorant 
of the comic, when we were incapable of 
jokes, and when we had no need of humor 
to make us feel happy in our life.” These 
are the closing remarks in Freud’s book. 

Hyman S. LIPPMAN 


RECENT DEVELOPMENTS IN PSYCHO- 
ANALYTIC CHILD THERAPY. 


Edited by Joseph Weinreb, M.D. 


New York: International Universities 
Press, 1960. pp- 178. $5. 


This volume contains eleven papers pre- 
sented in September 1957, at a meeting 
held to celebrate the thirty-fifth anniver- 
sary of the founding of the Worcester 
Youth Guidance Center. Dr. Weinreb, Di- 
rector of the Center, introduces them as 


follows: 


I wanted to bring together as many people 
as possible working in new ventures In the 
fields of psychoanalysis and child guid- 
ance.... The papers collected in this book 
were those presented at the symposium on 
Child Guidance and Psychoanalysis. They 


200 


represent an exploration of the areas in 
which a child guidance clinic using psycho- 
analytic knowledge can better serve the 
community which sponsors it. 


The book is organized in four parts: 
“Adolescence,” “The Child Guidance 
Clinic as a Center of Prophylaxis and En- 
lightenment,” “Diagnosis and Selection,” 
and “Selected Treatment Situations.” Ob- 
viously this reviewer cannot deal with all 
of the papers at length. An attempt will 
be made, however, to summarize the spirit 
which pervades all of them. Five of them 
were previously published in Volumes XII, 
XML and XIV of The Psychoanalytic 
Study of the Child. 

Part I contains Anna Freud’s paper 
“Adolescence.” It begins with the state- 
ment that present theoretical and clinical 
knowledge about adolescence is unsatis- 
factory and has not kept pace with ad- 
vances in the understanding of early child- 
hood and the treatment of early childhood 
disorders. A signal difficulty is that the 
basic tools for the psychoanalytic under- 
standing of a given mental state, the recon- 
struction and living through of an earlier 
state during an adult analysis, or the 
analyst's observation of the patient during 
a given phase of development do not func- 
tion well for adolescence. Adult patients 
tend, if I understand Miss Freud correctly, 
to present too isolated a picture of their 
adolescence, and adolescents in treatment 
shift so rapidly, present so varied, so 
multiform and so complex a picture, that 
the analyst’s understanding is blocked and 
his therapeutic interventions are made most 
difficult. In general, the adolescent in treat- 
ment is like someone who is mourning 
and/or who is having an unhappy love 
affair. There is too great investment of the 
libido in immediate objects; insufficient 
libido is available for the development of 
a transference neurosis. 

The paper then turns to a consideration 
of three problems: 1) Is the adolescent up- 
set inevitable? 2) Is it predictable? 3) 
Where is the line between normality and 
pathology in adolescence? As far as the 
first problem is concerned, Miss Freud is 
of the opinion that the adolescent rebellion 
is not only inevitable but that it is healthy. 
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The absence of the upset—however pain- 
ful it may be for the adolescent and his 
parents—is an indication of severe pathol- 
ogy. The second question, whether the 
manner in which a given child will react 
in adolescence can be predicted from the 
characteristics of his early infantile or 
latency behavior, has a complicated 
answer: A very strong pre-oedipal fixation 
on the mother makes adolescence particu- 
larly difficult, but where there has been no 
relationship to a stable mother-figure in 
the earliest years, adolescence is equally 
frantic. And there is a special problem in 
the case of twins, in whose adolescent up- 
set the tie to the twin can be broken only 
through intense upheaval; or, if it persists, 
there will be a marked inhibition. The 
third question was, of course, dealt with 
by Anna Freud in The Ego and the Mecha- 
nisms of Defense (1936). She would now 
add that the adolescent tries to effect the 
removal of infantile objects, because with 
genitality there is the danger of acting out 
the hitherto repressed infantile dangers. 
This struggle apparently precedes and is 
of decisive significance for the defenses di- 
rected against the impulses themselves. 
Briefly, the “removal” may take the form 
of defenses by displacement of libido, by 
reversal of affect, by withdrawal of libido 
to the self, and by repression. Further 
stages are the ascetic adolescent and the 
uncompromising adolescent. What compli- 
cates the picture is that each of these de- 
fenses is also met in the healthy solution 
of the adolescent upset, and that the dif- 
ferences are those of quantity and rigidity. 
The paper concludes with the note that 
typically it may be the parents of the 
adolescent rather than the adolescent him- 
self who should be given help and guid- 
ance. For the adolescent—inconsistent, 
stormy, rebellious—time rather than a 
therapist may be the better healer. 

This paper is in my opinion a most note- 
worthy amplification of Miss Freud’s 
earlier and classic work on adolescence. It 
does, however, present a grave picture of 
the limitations of therapy for this phase of 
development. The question may be raised 
as to the universality of this severity of 
the adolescent upset. Possibly, although the 
structural changes are universal and pres- 


in every class in all societies, the syndrome 
“js most severe in Western cultures, or in 
“those where social change is greatest and 
Where maximum demands for postpone- 
_ ment of gratification are made upon the 
‘adolescent, and where he is forced to re- 
main with his parents. Increasingly, as 
more education is demanded in one culture 
after another, and as cultures become more 
“complex, the adolescent is forced to post- 
‘pone gratification. It is an open question as 
‘to how many adolescents can sustain the 
necessary postponements, attain the neces- 
sary sublimations, and maintain a position 
of sufficient growth while they remain 
` bound to parents and parent substitutes. In 
Societies where there is less of a gap be- 
_ tween physiological genitality and the per- 
"mitted exercise of that capacity, the 
adolescent may be under less stress. Those 
“societies may be simpler, less reality- 
attuned, may afford and require fewer 
sublimations; but the individual adolescent 
_ may have sanctioned institutionalized out- 
ets which both mask the conflict and per- 
Mit its expression in both ego and cul- 
turally syntonic forms. Only carefully con- 
trolled psychoanalytic investigations in a 
_ number of cultures and classes would per- 
mit the verification of this hypothesis. 
_ Part II begins with a paper, also by 
= Anna Freud, which considers the role of 
_ the child guidance clinic in the community, 
= and discusses the relationship between 
child analysis and child guidance. Miss 
| Freud’s major point is that the child guid- 
ance movement has a double role, (1) 
' funneling material to child analysts and 
child psychiatrists, and (2) applying knowl- 
edge from child analysis and child psy- 
"chiatry. In her judgment the first part of 
re this assignment has been successful, too 
"Successful perhaps, in that the material 
collected has been almost overwhelming. 
The second part has been less successful. 
In a consideration of work with parents, it 
is Miss Freud’s opinion that other forms 
_Of intervention than psychotherapy may be 
Ipful in many cases. Where the pathol- 
Ogy of mother and child is completely in- 
___fertwined, or where the mother acts out 
| With the child or fails to fulfull the task of 
| Mothering, only simultaneous treatment of 


i 
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the pair will be of avail. However, there 
are many other cases where the treatment 
of the child alone will suffice, provided 
“the parents and especially the mother 
[are] allowed or even urged to accompany 
the analytic process to some degree.” 
Mothers of handicapped children will re- 
quire guidance in about all cases. There 
are many other cases where the disturb- 
ance of the child can be handled by guid- 
ing the mother to treat the child. The 
mother has to be intuitive, willing, and free 
from severe pathology. And finally, the 
child guidance clinic has a role to play by 
way of trying to mold public opinion about 
child rearing, by helping to make the tradi- 
tions of child rearing. 

The next two papers are by Grete 
Bibring, on the role of child psychology 
and child analysis in the training of pedi- 
atricians, and by Christine Olden on work 
with nursery school teachers. Dr. Bibring 
feels that every pediatrician should have 
at least six months of training in child 
psychiatry, and calls for this training to be 
given not in child guidance clinics but in 
pediatric departments. Olden, writing out 
of many years of experience as a consul- 
tant to private nursery schools, pleads for 
a clear differentiation between home and 
school, and between educational therapy 
and the role of the teacher in helping the 
mother to be a firm figure. Her paper con- 
cludes with a consideration of the personal 

walities needed for success as a nursery 
school teacher, and makes the point that 
there must be an acceptance by the teacher 
of her own childhood. The discussion of 
the papers in this section is almost as in- 
teresting as the papers themselves. To 
single out one, Dr. Janeway, professor of 
pediatrics at Harvard, while insisting that 
psychological processes must inevitably be 
explainable in chemical terms, acknowl- 
edges that at the present time psychological 
problems in psychological terms are an in- 
herent part of pediatric practice, and sug- 
gests a training analysis for all child care 
workers. 

Part III contains Weinreb’s “Problems 
of Diagnosis and Selection,” DeWeese’s 
“Focusing Intake on Treatability,” A. 
Katan’s “The Nursery School as a Diag- 
nostic Help to the Child Guidance Clinics 
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and M. Kris’s “The Use of Prediction in a 
Longitudinal Study.” The first two deal 
with the work of the Worcester Youth 
Guidance Center. Weinreb considers what 
the criteria for the selection of cases 
should be in those situations where the 
clinic is unable to meet all the demands 
for service made upon it, and states the 
criteria used at the Center. This lucid 
treatment of an involved problem gives the 
answer in terms of the functions of the 
clinic in treatment, training and research, 
and urges the selection of cases on the 
basis of the clinic’s ability to be of maxi- 
mum help, rather than through fixed diag- 
nostic criteria. DeWeese makes clear the 
nature of the intake process used at the 
Center, a process in which every effort is 
made to involve the parent from the start, 
even in those cases where treatment will 
not continue, in which initially the parent 
rather than the child is regarded as the pa- 
tient, and in which the attitudes and be- 
havior of the parent during intake are used 
to test the ability of the parent to take part 
in later treatment. The emphasis is upon 
assessing and helping the parent to face his 
ambivalence to treatment, a good index to 
accessibility to change. 

Katan’s paper should be read in conjunc- 
tion with Furman’s “Treatment of Under- 
Fives by Way of Their Parents,” which 
appears in the next section. The former 
presents through a group of cases the way 
in which the behavior of, and work with, 
children in a special nursery school set- 
ting is used in conjunction with individual 
therapy with either the child or the parent. 
The latter illustrates the use the therapist 
of the mother makes of the nursery school, 
deals with the type of mothers who are 
suitable for such treatment, and those who 
are not, and illustrates successes and fail- 
ures by case presentation. 

Kris’s paper focuses upon the problem 
of predictions in a longitudinal study and 
examines the situations where those made 
during the pregnancy of the mother 
through the first two years of the child’s 
life are successful—or not. This paper is 
recommended as an honest and searchin 
inquiry (failures are examined as well as 
successes), and for providing a statement 

of the process of prediction without which 


any statistical treatment would be rather 
meaningless. 

The final section of the book contains 
T. Bergmann’s “Application of Analytic 
Knowledge to Children with Organic Ill- 
ness” and E. R. Geleerd’s “Borderline 
States in Childhood and Adolescence.” 
Bergmann presents a variety of reactions 
of children hospitalized for long periods, 
in many instances involving the use of 
restraints, and for severe illnesses, and il- 
lustrates the types of reaction and the ways 
of helping these children. The discussion 
of the paper by David Crocker is a salient 
contribution in itself, in that he gives a 
theoretical overview. Geleerd reviews the 
literature on “borderline” cases in child- 
hood and adolescence and deals with the 
vexing problems of the very existence of 
and the causes of these states. She believes 
that the “borderline” is more than a 
heuristic category, that it consists of those 
cases with severe ego deviations from the 
beginning or those where slight frustrations 
evoke very severe ego regressions. The 
cause is not known but a common factor 
is severe pathology of object relationship 
with the mother, leading to traumatic anx- 
iety in the face of frustration from the 
mother, and inability to establish the earli- 
est separation from her. Geleerd’s paper 
was discussed by Annemarie Weil and Vic- 
tor Rosen. Weil seems more convinced 
than Rosen of the actual existence of the 
borderline category; she would perhaps go 
further than Geleerd in seeing the genesis 
of this group as inherent in a very early 
inability to neutralize instinctual energy, 
and points to the role of the severely dis- 
turbed superego in the borderline. Rosen’s 
discussion is exceptionally clear: not only 
as a summary of Geleerd’s paper but also 
as a contribution to the conceptual and 
clinical problems of delimiting this group. 
Rosen is inclined to see the borderline as 
within a continuum ranging from frank 
psychosis to normality, with the differentia- 
tion to be made through an examination 
of object relations and of the relative domi- 
nance of secondary process. Rosen is fully 
aware of the difficulties of this type of 
classification but feels that it is clinically 
useful, in terms of type of choice of treat- 
ment and of management, to designate 
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those cases as borderline “who are no 
longer working out the problem of separa- 
tion from mother in its stark form of hal- 
lucinatory wishful gratification, and who 
have not yet achieved a relative respite 
from intense derivatives of the struggle.” 

Two themes give an underlying unity to 
the diverse papers: the relationship to help- 
ing children in an institutional setting, 
clinic, hospital, or school, through work 
with the child, his parents, or both, or 
through training of personnel; and the con- 
ceptual framework of classic psychoanaly- 
* sis shared by all of the authors. Thus the 
book will have the greatest appeal to those 
who work with children and adolescents 
on the basis of Freudian psychoanalysis 
and of ego psychology. This is not to say 
that the papers present a closed and uni- 
fied system. They do not. More problems 
are proposed than solutions are given. 
There is a tentative and probing quality 
about many of them which speaks for the 
possibility of further advances or, what is 
equally important, the frank facing of the 
limitations of therapeutic intervention. 
These limitations may be temporary, the 
result of lack of skill or of knowledge, 
which may in the future be overcome; or 
they may be relatively permanent, since 
they stem from obstacles unsurmountable 
because of too great and too early pathol- 
ogy within the child or the parent-child 
unit. 

This is not therapeutic nihilism so long 
as it leads to a search for new parameters, 
and therapists face the fact that this is not 
the best of all possible therapeutic worlds 
and that limited aims and goals may be 
necessary for certain types of patients, and 
in certain phases of development. For just 
as the patient tends to make therapeutic 
gains only when he is motivated by a man- 
ageable amount of anxiety, so it may be 
that therapy will be able to advance when 
therapists are faced with a kind of scien- 
tific anxiety, mobilized when failures are 
faced squarely. I do not mean that the 
Main lesson to be drawn from the book is 
vad limitations of therapy. Rather, there is 
“the emphasis upon what is not yet 
del and what can at present not be 
zi ne, as much as ground for satisfaction 

what progress in theory and technique 
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has been made, in what is known, and how 
much very severely disturbed children and 
parents can be helped. 


SIDNEY AXELRAD 


CLINICAL CHILD PSYCHIATRY. 
Kenneth Soddy, M.D., D.P.M. 


London: Baillière, Tindall and Cox, 1960. 
pp. 470. $8.50. (The Williams & Wilkins 
Co., Baltimore, exclusive U. S. agents.) 


This interesting, informative, and pro- 
vocative book is designed as a presentation 
of the clinical phenomenology of the psy- 
chological difficulties of childhood rather 
than as a delineation of clinical methods. 
Accordingly, it does not fully complement 
the title, “Clinical Child Psychiatry.” How- 
ever, as the reader is attentive to the au- 
tor’s statement in his Preface that “. . . I 
have set out to describe what I have seen 
and heard while practising child psychiatry, 
and I have also tried to suggest some guide 
lines for developing systems of etiology 
and diagnosis,” and as he becomes ab- 
sorbed in the pleasant indulgence of fol- 
lowing Dr. Soddy’s sometimes whimsical, 
but always methodical and perceptive, ac- 
count of the clinical matrix of child psy- 
chiatry, the experience is rewarding. The 
author states that “the book will appeal 
chiefly to those readers, who have had 
clinical experience with children; and that 
only those who possess the interest and 
patience necessary to study a mass of case 
material . . . should be encouraged to read 
it.” An engaging editorial style will hold a 
wide variety of readers with this rather 
lengthy book. 

An extensive résumé of both the normal 
and abnormal psychology of the child in 
the family will inevitably stir controversy 
in an audience of clinicians. I found my- 
self wondering if some of the easily stated 
principles represented established fact or 
philosophical assumption. I 

The following extracts are typical: 


Interruption [of child-mother relationships] 
. during the suckling period, can 
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lead . . . to an out-turning reaction—per- 
sistently active, restless, unsatisfied, greedy 
behavior; and, on the other hand, to an in- 
turning reaction—a persistently inactive, 
subdued, somewhat withdrawn lack of 
thriving. 


In qualification of this statement, it is 
stated that behavior “to some extent will 
be determined by constitutional factors.” 


The baby that is born hyperkinetic . . . will 
early prove an irritant to his surroundings. 
. . . The too placid baby will disturb his 
mother less. The danger that he runs... . 
is of neglect, for it is difficult for the 
mother to stimulate an underactive child, 
and, if not stimulated, he will not thrive; 
his feeding will be poor, growth retarded, 
and development landmarks reached late. 


Again: 


A boy may angrily fight off his father, 
when the latter appears to infringe on his 
accustomed rights . . . if the resulting con- 
flict is unresolved, the alignment of forces 
will naturally vary from family to family. 
If the mother supports the child—possibly 
with the notion of protecting the weaker 
party—the victory may, in appearances, go 
to the child, but at a cost of endangering 
his later character development; or the 
child may be crushed. . . . The little boy 
may win the battle; but no such victory can 
be absolute. Even if the father were driven 
from the mother’s home—a not impossible 
outcome—the paternal component of his 
mother’s relationship with him would still 
be operating in the home, and, in the cir- 
pi er could not be a normal influ- 
ence. The greatest de; of victo i- 
ble to the child would be a seat tas 

and maintained by his force. He 
would need to be always armed and always 
on guard. With an increasing capacity to 
fantasy his father's revenge, his touchy, dis- 
agreeable, fearful, jealous, and demandin 
behavior would inevitably continue until, 
perhaps, in the exasperation of his parents, 
the home atmosphere had become inimical. 


There is hazard in declaring as fact con- 
clusions which are a combination of gen- 
eral cultural assumptions and impressions 
from clinical practice and psychopatho- 
logical formulation. It is true that a con- 
siderable segment of what is accepted as 
knowledge about people has been crystal- 
lized from such formulations, which take 
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on an authoritative ring when they are 
encountered in print between hard covers, 
The book is readable. It gives a picture 
of family life in England. It is enriched by 
extensive offerings of case material which 
covers a wide range of clinical material. 
There is an extensive account of the vari- 
ety of clinical conditions encountered in a 
child psychiatric clinic, and an attempt is 
made to bring this material into a nosologi- 
cal scheme which is applicable in clinical 

work with children. 
J. FRANKLIN ROBINSON 


FUNDAMENTALS OF CHILD 
PSYCHIATRY. 


Stuart M. Finch, M.D. 


New York: Norton, 1960. pp. 334. 
$5.95. 


Child psychiatrists have long been look- 
ing for an elementary textbook that can be 
used both with medical students and with 
beginning fellows in child psychiatry. To 
fulfill this requirement a book must be 
both elementary and a textbook. The prob- 
lem with an elementary book seems to be 
its tendency to be either superficial or bor- 
ing. The problem with a text in child psychi- 
atry is our lack of a full rounded corpus of 
theory and established practices which are 
ready for uncritical transmission to begin- 
ners. The temptation, therefore, is to write 
something either interesting but too super- 
ficial, or profound but unclear. 

Stuart Finch seems to have escaped the 
major pitfalls and to have created a useful, 
intelligent, and representative volume. It 
will assist teachers of child psychiatry in 
their work not only with medical students 
but also with introducing clinical work 
with children to social workers, psychol- 
ogists, teachers, child care workers, and 
ministers. The book is well organized and 
in most areas not overwritten. It uses illus- 
ee tor material but does not lead t 
rea ond his capacity to understan 
the point at hand. hd 

point of view of Dr. Finch is psy- 
choanalytically informed but not narrowly 
doctrinaire. He recognizes but docs not 
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stress the recent concerns with ego psy- 
chology but for the most part presents a 
clinical pluralistic approach to the wide 
spectrum of childhood disorders which he 
imbeds in the outline of the diagnostic and 
statistical manual of the American Psy- 
chiatric Association. To some extent this 
constitutes a limitation. However, when 
one remembers the audience for whom this 
book is written and the generalized vague- 
ness of childhood diagnostic nomenclature 
one is grateful for the simplification and 
for the definitions of the categories within 
the classification. 

New developments in child treatment 
and management include the need for in- 
patient treatment of children’s psychiatric 
disorders. In introducing this and group 
psychotherapy, he is able to give fair rep- 
resentation to a variety of approaches to 
child treatment which familiarizes the 
reader with the limitations and possibilities 
of several techniques. 

A competent group of references, a well- 
selected topical reading list, and an ade- 
quate index are provided. 

While the very advanced reader must 
necessarily see how he would have written 
the book differently to correspond with his 
own theoretical position, with the em- 
phasis of his own experience, and with his 
own temperament and style, the book is 
likely to meet more, and more varied, 
needs at an elementary level than any con- 
temporary textbook of its type. 

EARL A. Loomis, JR. 


RORSCHACH'S TEST: I. BASIC PROC- 
ESSES. Third Edition, Fully Revised. 


Samuel J. Beck, Anne G. Beck, Eugene 
E. Levitt, and Herman B. Molish. 


New York: Grune & Stratton, 1961. 
Pp. 237. $6. 


The first edition of Volume I of Beck's 
Rorschach Test appeared in 1944. At 
that time it was regarded as the most com- 


‘Leonard Small, Rorschach 
1956). 
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prehensive treatise on the basic processes 
of the Rorschach test, and was treasured 
as a bible among Rorschach workers. Now, 
17 years later, the third edition, fully re- 
vised, has appeared. It contains only 14 
more pages than the first edition; but in 
terms of content, this book has grown, ma- 
tured and benefited from the numerous 
continuing investigations, refinements and 
added applications. 

The most important revision is the de- 
termination of good and poor form, F+ 
and F— (Chap. 12). Since such discrimina- 
tions are critically essential for the diag- 
nostic value of the test, Beck absorbed into 
his already revised scoring the replies of 
200 psychologists (Div. 12, A.P.A.) who 
responded to his request that doubtful F+ 
and F— responses be sent to him. This 
list, as Beck cautions, is only a tentative 
guide, It reflects “the fluidity of this instru- 
ment, as fluid as the variability of human 
mentalities which it probes.” Another great 
improvement over the first edition lies in 
the fact that Beck uses the Small’ location 
charts, rather than his previous markings 
which delineated scoring areas out of con- 
text with the total inkblot. The scoring cate- 
gories themselves are listed one underneath 
another. They can be located more easily 
than in the first edition, where they were 
grouped together in paragraphs. Although 
much of the original material has been re- 
tained, the third edition contains a number 
of timely and up-to-date revisions. Among 
these are the chapters on Approach, Se- 
quence and Phantasy Association (M). 

Beck states in the Preface that this re- 
vision is intended for the initiate in the 
Rorschach test during his early years as a 
clinical psychologist. Yet the usefulness of 
this book should not stop there. The ex- 

rienced Rorschach worker will also profit 
from the wealth of actual examples with 
which various aspects of this test are il- 
lustrated and clarified. 

The book accomplishes what the title 
promises. It introduces the reader to the 
necessary basic principles of this test in 
terms of test administration and scoring. 
How good he will be in terms of grasping 
the psychological significance of the test 


Location and Scoring Manual (New York: Grune & Stratton, 
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data depends on how accurately and im- 
personally he has observed and recorded; 
how soundly he knows the Rorschach test 
concepts; and how deeply, as well as 
broadly, he knows human nature. “The 
Rorschach test answers no questions. It is 
only 10 inkblots. It is never better than 
the brain of the psychologist using it.” 
ADOLF G. WOLTMANN 


RORSCHACH PSYCHOLOGY. 

Edited by Maria A. Rickers-Ovsiankina. 
New York: Wiley, 1960. pp. 483. $8.50. 
(Basic Books: Members’ Price $5.95.) 


This is one of the most important and 
scientifically most stimulating books ever 
published on the Rorschach method. Im- 
mersing oneself in it is an exciting experi- 
ence—and a must—for theory-minded 
readers in the clinical field and in experi- 
mental psychology. The authors probe, and 
hypothesize, and evaluate. They draw on 
hunches and on their great store of knowl- 
edge. They are eagerly pushing ahead at 
the frontier of the theoretical and the re- 
Search potential of the Rorschach tech- 
nique. 

This book was conceived and edited by 
Maria Rickers-Ovsiankina who also wrote 
the excellent introductory chapter “Syn- 
opsis of Psychological Premises Underly- 
ing the Rorschach.” In this chapter she 
brings into focus Hermann Rorschach’s 
chief working principles and maps out in 
the light of contemporary psychology all 
the mountains and valleys of the vast land- 
scape of Rorschach psychology upon 
which she asked her contributors to report. 

Marguerite Hertz opens with a chapter 
on the too frequently neglected organiza- 
tion score. 

Hemmendinger applies Heinz Werner's 
“orthogenetic principle” to Rorschach lo- 
cation scores. According to Werner’s em- 
pirically well-documented theory all pro- 
gressive development proceeds from a state 
of globality to more and more differenti- 
ated articulation and hierarchic integration. 
The new Developmental Location Scores 
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were arrived at by subdividing and refin- 
ing the Rorschach location scores accord- 
ing to levels of organizational activity in- 
volved. Genetic Rorschach scoring can be- 
come a valuable quantifiable measure for 
studies in child development as well as for 
studies on regression, and it can be utilized 
in Rorschach investigations which may 
provide answers to problems in basic psy- 
chological science. 

In a fascinating chapter on the “White- 
Space Response,” Fonda gives new mean- 
ing to the S response. For too long a pre- 
dominantly negative connotation (“opposi- 
tional trends”) has been attributed to it. 
Similarly, the concept of aggression had 
only a negative, destructive meaning in 
psychoanalytic theory until recently. We 
now know that not all aggression is de- 
structive. Fonda makes us understand the 
core meaning of the S response by coordi- 
nating the perceptual process of figure- 
ground reversal to the positive psycho- 
analytic concept of (productive) aggres- 
sion. The S response then can be seen as 
a measure of the ego’s drive to achieve ac- 
tive mastery; as a measure of initiative, of 
daring, and of the amount and quality of 
effort the ego expends in the pursuit of 
autonomy. 

A well-organized chapter by Korchin on 
“Form Perception and Ego Functioning 
is followed by a discussion of “The Move- 
ment Score” from the position of Per- 
ceptanalysis by Piotrowski. , 

David Shapiro in his highly stimulating 
chapter “A Perceptual Understanding of 
Color Response” examines the puzzling 
question of the linkage between color per- 
ception and affect with which experimental 
psychologists and Rorschach theoreticians 
alike have struggled. He points out that 
color has a compelling, drawing quality 
and that color perception is a more im- 
mediate process than form perception, re- 
quiring less complex psychological organi- 
zation and more “perceptual passivity, 
i.e., relative absence or temporary relaxa- 
tion of the active perceptual organizing Ca- 
pacities. Depending on other variables, 
color responses on the Rorschach can thus 
be understood as being indicative either of 
impairment of the control functions of the 
ego or of a temporary relaxation of these 
functions in the service of the ego. 
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_ Ewald Bohm’s chapter on “The Binder 
Chiaroscuro System and Its Theoretical 
Basis” acquaints the American reader with 
the work of the Swiss psychologist Hans 
Binder, a student and co-worker of 
Rorschach’s. Binder, in the early thirties, 
was the discoverer of shade shock and the 
shading response. His classification system 
is based on the methodological principles 
of phenomenology and on the complex 
role that certain moods and emotions play 
in the total structure of the personality, 
particularly anxiety that seems to engulf 
the perceiver. 

Singer discusses some behavioral corre- 
lates and theoretical implications of the 
Experience Balance. 

Holt and Havel present a supplementary 
method for scoring content which Holt has 
recently developed. Holt’s purpose was “to 
specify a reasonably teachable and objec- 
tively scorable technique for making the 
Vital distinction between primary process 
that serves the ego’s adaptive purposes in 
scientific, humorous and artistic creativity, 
and primary process that invades the ego 
to its detriment as a result of decompen- 
sated defenses and cognitive controls.” Sec- 
ondary process operations are scored also, 
but only insofar as they constitute con- 
trol and defense variables in coping with 
the primary process aspects of responses. 
Holt’s scoring system is elaborate and well 
thought out. It will meet with resistance 
from those of our confreres who like to do 
their Rorschach interpretations on an im- 
Pressionistic “quickie” basis and fail to 
subject their intuitive hypotheses to a care- 
ful deliberative critical scientific evaluation. 
This reviewer feels that Holt’s system rep- 
Tesents a major break-through in Ror- 
Schach theory and practice. 

Since the end of World War II Euro- 
pean psychology and psychiatry have been 
influenced profoundly by phenomenologi- 
cal existentialism, which is gaining a foot- 
hold in United States psychiatry now also. 
The editor invited the Swiss psychiatrist 
Roland Kuhn to contribute a chapter on 
Rorschach and existentialism. Unfortu- 
nately this paper was put together hap- 
hazardly, and thus lends stature neither to 
Modern Rorschach psychology nor to €x- 
istentialism. 

Lois and Gardner Murphy devote the 
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first part of their chapter on “Hermann 
Rorschach and Personality Research” to a 
sensitive description of Rorschach the man, 
and his biosocial concept of personality. 
Drawing on Hughlin Jackson's, Heinz 
Werner’s, and Kurt Lewin’s theories, they 
then go on to propose a model of organiza- 
tion within the over-all constellation of 
personality which emphasizes three levels 
(from global to individuated to integrated), 
and in which functions such as perception, 
locomotion and language all can be con- 
ceived of as going through their own cycles 
of development while remaining interde- 
pendent. Applicability of this model to 
Rorschach’s implicit concept of personality 
and to future research on the fundamental 
conceptualization of personality is dis- 
cussed. 

The last two chapters, written by Jules 
D. Holzberg and by Jesse G. Harris, Jr., 
deal with problems of reliability and va- 
lidity of the Rorschach method as a diag- 
nostic tool. 

A tabular comparison of the scoring sys- 
tems most frequently used in English lan- 
guage writings is appended. 

This book abounds in new ideas related 
to personality research, to perception, and 
to cognition. It shows how the Rorschach 
method can be understood from the view- 
point of psychoanalytic psychology, of 
Gestalt theory, of contemporary develop- 
mental psychology, and of phenomenology 
and existentialism. It is a creative book and 
opens up many new vistas for future re- 


search. 
ERIKA FROMM 


PSYCHOLOGICAL TECHNIQUES IN 
DIAGNOSIS and EVALUATION. 


Theodore C. Kahn, Ph.D., and 
Martin B. Giffen, M.D. 


New York: Pergamon Press, 1960. 
pp. 164. $6.50. 


This short volume, coauthored by a psy- 
chologist and a psychiatrist, is intended for 
those workers whose professions involve 
interaction with psychologists, viz., “physi- 
cians (especially psychiatrists, neurologists 
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and pediatricians), educators and teachers, 
social workers, vocational counsellors, 
lawyers, and law enforcement officers.” An 
attempt is made to explain the function of 
the psychologist in both a theoretical role 
(nature of intelligence, personality theory, 
etc.) and a practical role (interpretation of 
test results and preparation of a report). 

The book is clearly written and most of 
the psychological terms used are satisfac- 
torily explained for the intended level of 
readership, However, the aim of providing 
a review of psychological method for those 
without formal training in psychology has 
been achieved with only partial success. 
The contents include a mixture of valu- 
able information for the nonpsychologist 
along with material either too sophisticated 
or irrelevant for this type of reader. The 
result is a book which seems somewhat 
lacking in focus. 

The section on general test concepts 
(validity, reliability, etc.) is well written. 
The treatment of specific tests, however, 
exemplifies the inconsistencies present in 
the volume. The authors plunge into verbal 
descriptions of Rorschach determinants 
(e.g., C = impulsive and explosive) with 
no explanation given of what the symbols 
refer to in a stricted sense (i.e., C = color). 
Nor is there any exposition of the funda- 
mental nature and purpose of the Rorsch- 
ach method. The Kahn Test of Symbol 
Arrangement is also presented, without 
adequate description of instructions and 
scoring, or explanation of the interpreta- 
tive symbols employed. Despite this, much 
space is devoted to the test, whereas com- 
paratively little attention is devoted to the 
MMPI, a much more widely employed 
technique. It is certainly an author’s privi- 
lege to explore extensively the possibilities 
of his test, but surely a major portion of 
this exposition belongs elsewhere, not in a 
text intended for the nonpsychologist. 

Other examples of lack of systematic fo- 
cus are to be found in the treatment of the 
Wechsler tests. The description of char- 
acteristic psychographs associated with var- 
ious diagnostic categories is appropriate. 
But a refined discussion such as the follow- 
ing seems to be out of place and might 
well be confusing to the general reader: 
“A good score is frequently made by the 
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sociopath on the Picture Arrangement 
Test, a finding that is surprising because 
this test has been interpreted as measuring 
social intelligence. If this interpretation is 
correct, a distinction must be made be- 
tween intellectual understanding and affec- 
tive acceptance of conventional behavior” 
(from Wechsler). Descriptions of the 
Wechsler modifications for British and 
German usage are also tangential and 
could well be omitted. Yet such methods 
as the Columbia Mental Maturity Scale 
and Leiter International Performance Scale 
are discussed but are not at all described. 
On a sample case report, a Draw a Person 
Production is described, whereas a simple 
reproduction would have been more in- 
structive. These types of omissions create 
unnecessary frustration for the reader. 
The authors might have been more em- 
phatic in stressing that many of the gen- 
eralizations advanced lack strong empirical 
support and should be considered as tenta- 
tive. For example, a table presents a large 
list of personality variables which may be 
inferred from high and low scores on 
Wechsler subtests but no indication is 
given that interpretations based upon the 
table may be made only with extreme cau- 
tion. Another example is the following: 
“There is considerable evidence to show 
that exceptionally brilliant persons do not 
score exceptionally high on the standard 
intelligence tests.” Whatever may be the 
authors’ grounds for making such a state- 
ment, there is also considerable evidence 
for quite the reverse. It would be more 
prudent to state that there is no convincing 
evidence for either position. The authors 
continue: “Some talents are so highly spe- 
cialized that an I.Q. test is unable to meas- 
ure them. It has been found that projective 
tests such as the Rorschach, Mosaic, and 
Thematic Apperception Tests are more 
adequate instruments for the identification 
of genius.” But these findings are certainly 
equivocal, and indeed the authors seem to 
be contradictory in later asserting that 
“there is no real evidence available as yet 
on this subject.” And still later: “In spite 
of their shortcomings, intelligence tests are 
the best and practically the only tool avail- 
able for measuring human capacity.” These 
contradictory and confusing passages indi- 
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cate that more careful editing would have 
benefited the book and corrected question- 
able statements (c.g., that a nonelevated 
yehopathic deviate scale score on the 
MMPI is consistent with the absence of 
Signs of character and behavior disorder) 
‘as well as factual errors (e.g., the WAIS 
Appeared in 1955, not 1958 as is stated). 

It is unfortunate that a more favorable 
assessment cannot be made of a book 
“which is designed to close an obviously 
large gap in psychological writing, that be- 
‘tween psychology and bordering disci- 
plines. In its favor, it can be stated that 
the book is certainly easy to read and that 
“much of it will be useful to the readers for 
whom it is intended. 


Max L. FOGEL 


TRENDS IN JUVENILE DELINQUENCY. 
T. C. N. Gibbens. 


World Health Organization Public Health 

Papers No. 5. Geneva: WHO, 1961, 
pp. 56. 60 cents. (Columbia University 
Press, International Documents Service, 
_ 2960 Broadway, New York 27.) 


JUVENILE DELINQUENCY: AN ANALYSIS 
OF THEORY AND RESEARCH TOWARDS 
"2 A PROGRAM OF ACTION. 


United Community Fund of San Francisco, 
January 1961. pp. 287. $3. 


REPORT OF THREE DAY CONFERENCE 
ON NARCOTIC ADDICTION AND THE 
TEENAGER. 


Presented by the In-Service Training De- 
Partment, New York City Youth Board, 
October 1959. 


New York City Youth Board, 1961. 
pp. 27. 


These are three official reports on the 
Problem of delinquency. The report by 
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Gibbens is a thoughtful and well-organized 
successor to Dr. Bovet’s WHO report, Psy- 
chiatric Aspects of Juvenile Delinquency 
(1951). It deals with a variety of confusing 
trends which vary from country to coun- 
try. It reports that in general the clash of 
psychiatric and sociological viewpoints re- 
garding etiology has been replaced by 
“peaceful coexistence.” This small volume 
presents many points of interest. 

There is stress on the fact that statistics 
on delinquency are dependent upon admin- 
istrative and police methods as well as on 
the number of delinquent acts committed. 
In the United States only about one de- 
linquent in four who comes to the atten- 
tion of the police is actually brought into 
court. 

Some of the rapidly industrializing 
countries in which schooling is on multiple 
shifts while mothers work out of the home 
do not show the increase in juvenile de- 
linquency that we might expect. 

Some types of hooliganism by gangs of 
delinquent boys distinguished by their 
clothes have appeared in nearly all Euro- 
pean countries: Teddy-boys, Halbstarke, 
blousons noirs, nozems, leder-jacken, rag- 
gare, stiliagi, etc. 

Children orphaned by the war and child 
refugees typically contribute less than their 
share of delinquents, perhaps because of 
the protective attitude the community usu- 
ally assumes. : 

Large-scale riots erupt from time to 
time now, and usually involve young in- 
dividuals who have otherwise been leading 
very responsible lives. The author suggests 
that these riots are not due to the excessive 
irresponsibility of modern youth, but 
rather to the opposite. 

Trends in prevention, prediction and 
treatment are discussed. In institutional 
treatment there are developments espe- 
cially for the very disturbed delinquents, 
and developments especially in short-term 
institutional therapy for mild delinquents. 
The main trend in psychiatric treatment 
has been in the development of group psy- 
chotherapy. $ 

The volume published by the United 
Community Fund of San Francisco con- 


sists of two parts. ; Ore 
Part I, “A Theoretical Overview, 1S 
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covered in 261 pages by Jane Fator, So- 
cial Research Analyst. It includes defini- 
tions, consideration of the evidence in the 
United States, in California and in San 
Francisco, the conditions which foster de- 
linquency and its correlates. Chapter V 
deals with the three patterns defined by 
Cloward and Ohlin, the criminal pattern, 
the “conflict” pattern and the “retreatist” 
pattern. Chapter VI on the causes of juve- 
nile delinquency considers at some length 
nine hypotheses under the heading “the 
psychoanalytic approach.” Happily the 
overworked explanation that the delin- 
quent has an unconscious sense of guilt 
and is seeking to release it by bringing 
punishment on himself is not among these. 
These explanations are clearly not without 
elements of reasonableness if they are not 
pushed too far. No psychiatric thinking 
other than that defined as psychoanalytic 
is mentioned. The psychoanalytic discus- 
sion is succeeded by discussion of the so- 
cial-psychological approach, the social wel- 
fare-criminological approach, the anthro- 
pological approach, and the sociological 
approach. 

Part II, “Towards a Program of Ac- 
tion,” is by Bertis Jones, Consultant to the 
Committee on Youth. It occupies only a 
tenth of the space taken by Part I. The 
author considers that neither environ- 
mental nor therapeutic programs alone are 
the answer to delinquency. Among pro- 
grams considered are the Chicago Area 
Projects. The author presents a considera- 
tion of recreation programs, and the mon- 
umental but disappointing Cambridge- 
Somerville Youth Study is considered as 
an educational and therapeutic program. 
Work with delinquent gangs by detached 
workers is regarded as a key tactic. The 
child guidance approach is regarded as use- 
ful, but as not enough, since delinquents 
must be brought to child guidance clinics. 
There is favorable consideration of the 
possibilities of reaching out by child guid- 
ance teams to those who do not seek help 
but who need it. 

The New York City Youth Board re- 
port on narcotic addiction is a clear, brief 
summary of this unsolved problem. Most 
drug addiction begins in the teens. The 
chief drug is heroin. The drug habit is a 
symptom more than a cause of a defeated 
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life, and this is what makes its effective 
treatment so difficult. Voluntary treatment 
is rarely effective. After detoxification, pref- 
erably in a hospital, what is called an 
anchor relationship with an adult with au- 
thority is needed. Reduction in frequency 
or extent of return by addicts to drugs 
should be recognized as improvement. 
RICHARD L. JENKINS 


PETITS VOLEURS DE GRANDS MAGASINS 
(Juvenile Thieves in Department Stores). 


Chr. Debuyst, G. Lejour, and 
A. Racine. 


Brussels: Centre d'Etude de la Délin- 
quance Juvénile, 1960. pp. 133. 
100 francs belges. 


A disturbing increase in the number of 
thefts by children and adolescents in the 
big department stores in Brussels was the 
occasion for this study. An average of 37 
such thefts monthly in 1956 and 1957 as 
compared with only 8 monthly during the 
years 1953-1955 aroused growing concern. 
A discussion of this observation took place 
in one of the sections of the Fourth Inter- 
national Congress of Criminology, Septem- 
ber 1960, in The Hague, Holland. It seems 
that this type of thievery is becoming a 
More serious problem in many countries. 

This book is based upon the unusual un- 
dertaking by stores themselves of the em- 
ployment of the services of a psychologist 
and a social worker. A specialized study 
was conducted for one month. The report 
is summarized in the book. 

The basic observations and interviews 
took place during the regular business 
hours in December 1958, in three different 
department stores and one supermarket 
operated by self-service. The majority of 
the child offenders lived in the vicinity of 
the stores where the study was conducted, 
but some had to come by streetcar. Most 
of the offenses were committed on school- 
free afternoons, In each of the stores an 
office was made available for the project 
personnel, a psychologist and a social 
worker. 


- 


“BOOK REVIEWS 


Twenty-eight children were examined, 
22 boys and 6 girls, ranging in age from 
9 to 15 years (median and mode 12 years). 

The initial interview with the child oc- 
curred immediately after his detection. It 
was undertaken by one of the project team, 
who thereafter took him home. Further 
interviews and the psychological examina- 
tion followed later. During the trip home 
valuable psychological insight into the de- 
linquent’s reactions to the apprehension 
could frequently be obtained, such as his 
way of facing the consequences. In general 
the suggestions made by the interviewer to 
the parents were accepted surprisingly 
well. Some of the interviews with the par- 
ents were rendered difficult by their emo- 
tional defensiveness, social fear, or puni- 
tive irateness. Only gradually were such 
parents able or willing to provide informa- 
tion of factual importance about those in- 
stances of the life history socially and psy- 
chologically relevant for the offense of 
their child. 

Few of the facts presented differ signifi- 
cantly from those discovered in the sur- 
roundings in which American young de- 
linquents develop, except possibly the au- 
thoritative harshness of some of the 
fathers. 

The authors consider the entire group to 
be “scholastically maladapted.” This is by 
no means entirely the result of low IQ’s 
but is the outcome of a lack of family in- 
terest in achievement and the inability or 
unwillingness of the parents to assist with 
schoolwork if necessary. In some of the 
bourgeois families the opposite creates 
trouble; a too pronounced demand for 
high grades is combined with rigid cuntrol 
of homework and severe discipline if 
school reports are critical of the child. 
The teachers in many cases did not seem 
to realize sufficiently the damaging effects 
of being a permanent “tail-ender” in class. 
There is evidence that several of the 
youngsters had become deeply discouraged 
as a result of having to compete on a 
scholastic level too high for their modest 
intelligence. 

Murray’s Thematic Apperception Test 
was used but the comments on its useful- 
ness are guarded, although the authors 
found it useful to group themes under 
delinquency,” “hostility to the surround- 
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ing world” and “conflict and revolt.” 

In considering factors contributory to 
this kind of delinquency, the authors be- 
lieve that the widespread impersonal at- 
mosphere of the big stores and the ease of 
unsupervised access to tempting objects 
give to the inexperienced child the impres- 
sion that they “do not belong to anybody.” 
Improvement in supervision would cer- 
tainly help because it emphasizes: “These 
things do belong to somebody.” If a child 
attempts to move away from a counter 
without giving evidence of intending to 
pay, an immediate reminder of this ne- 
cessity may prevent thievery. In certain 
respects the attitude of the department 
store personnel is limited because they are 

rone to feel satisfied after having re- 
covered stolen goods. They are usually un- 
willing to pursue the matter further, and 
are especially reluctant to notify parents, 
fearing the loss of customers. This, of 
course, leaves the child with the prospect 
of gain from successful thievery, and no 
truly sobering experience from the unsuc- 
cessful attempt. Parents must not only be 
notified about the action of their child but 
also need to be influenced in a manner that 
turns their initial agitation, disgust, and 
hostility neither against the store nor 
against the child but in the direction of re- 
medial action. 

It is unrealistic to hope that each de- 
partment store can employ a person spe- 
cially trained for adequate dealing with 
delinquents, but several of them might 
combine in employing one person compe- 
tent in this field and able to proceed in 
contact with the appropriate social and 
psychological-psychiatric agencies. If the 
young delinquent is properly dealt with the 
first time he is apprehended, the chances 
for a second delinquent attempt decrease. 

The survey that the research team made 
after one year about the development of 
the children appears encouraging although 
the data are somewhat limited. The im- 
pressions received during one interview or 
several contacts did give reassurance that 
the original treatment effort undertaken 


proved successful. None of the offenders 
had been caught again in a similar offense 
or any major delinquency. 

IRMGARD R. NORDEN 
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IN THE COMPANY OF MAN. 
Edited by Joseph B. Casagrande. 


New York: Harper, 1960. pp. 540. 
$6.50. 


This is a book of many fascinations, for 
it contains twenty personality sketches 
written by anthropologists of natives they 
have come to know well. There is Pa 
Fenuatara of Tikopia, that incredibly tiny 
speck in the far Pacific; there is Petrus 
Mailo of the island of Truk, another speck; 
there is Durmugam of Australia, and the 
Omda (lesser chief) of a group of semi- 
nomadic Arabs, to mention but a few. For 
the anthropologist the book is an absorb- 
ing study of the processes of Westerniza- 
tion and Americanization as seen through 
the life vicissitudes of representatives of 
aboriginal cultures around the world, in 
the Old World and the New. Through 
these lives one comes to understand, as 
rarely in anthropological works, the way 
cataclysmic cultural transformation has af- 
fected native peoples, Some of the people 
described in this book have achieved stat- 
ure and enhanced well-being in the up- 
heaval; others have been uprooted and de- 
based. 

For the sociologist the book will be in- 
teresting because it shows how some an- 
thropologists, becoming attached to an in- 
formant, tend to see the culture through 
his eyes. Sometimes, as in the case of 
James Watson's sensitive study of “A New 
Guinea ‘Opening Man,’” one sees the cul- 
ture through a person despised by others. 
In Conklin’s rare study of a Philippine girl, 
one sees the culture through the eyes of a 
growing child. 

For the orthopsychiatrist, interested in 
broad perspectives of psychological proc- 
esses, and desiring to learn something of 
the present state of native cultures and its 
impact on personality, there is much in this 
book that shows how cultural change taxes 
personality integration or fits it like a 
glove. The whole process of the adaptation 
of personality to rapid cultural change is 
illuminated through these pages. Mead’s 
biography of Mrs. Parkinson, daughter of 
a European father and a Samoan mother, 
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is especially engrossing not only because it 
is the lone study of a woman but also and 
especially because it is the legend of a half- 
caste who has stepped completely into the 
alien culture. Many of the studies are writ- 
ten with considerable psychological sophis- 
tication. 

One word of caution: the orthopsychi- 
atrist should not try to read all of this 
book wtihout some help from an anthro- 
pological friend, for from time to time the 
understanding of particularly fascinating 
problems depends on the interpretation of 
the meaning of social and ceremonial life. 
But, then, an anthropologist reviewing a 
book for nonanthropologists might be over- 
cautious. 

JULES HENRY 


ESKIMO CHILDHOOD AND INTERPER- 
SONAL RELATIONSHIPS: NUNIVAK 
BIOGRAPHIES AND GENEALOGIES. 


Margaret Lantis. 


Seattle: University of Washington Press, 
1960. pp. 215. $4.75. Publication of the 
American Ethnological Society. 


This volume consists of varied state- 
ments and autobiographical reminiscences 
given by eighteen West Alaskan Eskimos, 
of Nunivak Island in east Bering Sea, to 
the anthropologist, through interpreters, 
during field interviews in 1946 and again 
ten years later. One appendix summarizes 
protocols of some Rorschach tests admin- 
istered by the author; and another charts 
family genealogies, 

The presentation is incomplete, organ- 
ized by no explicit theme or theory except 
appreciation of individuals (p. vi). Un- 
doubtedly the Eskimo specialist can find 
much that is useful in the fairly raw source 
materials, but for other readers there 1$ 
need of editing, of a glossary and of sub- 
stantial theoretical orientation and purpose. 
The Conclusion provides some systematic 
insights, and should be read first. There 
are photographs of Nunivak carvings and 
line drawings. 

RUTH LANDES 


NOTES AND COMMENTS 


NOTE FROM THE PROGRAM COMMITTEE 


The Preliminary Program for the 1962 
meeting in Los Angeles has reached you 
by this time. If you have not yet sent in 
your advance registration, may we urge 
you to do so at once. 


We hope that you agree with us that 
the program content is stimulating and 
sound. If you have comments, suggestions 
or criticisms, these will be most welcome 
to the Committee for use in continued 
planning. 


The Program Committee has had two 
meetings, one in December and one in 
early January, to initiate program planning 
for the 1963 meeting. This will be the As- 
sociation’s Fortieth Meeting. We will meet 
for the first time in the Association’s his- 
tory in Washington, D.C. 


Careful consideration is being given by 
the Program Committee to the continua- 
tion in 1963 of the plan to devote a day 
of the meeting to a single theme. We 
would very much appreciate having from 
members the following: 


a. Your reaction to devoting one day of 
the Annual Meeting Program to a 
single theme. 

b. Theme or themes that you would like 
selected for the program. 


The Program Committee appreciates the 
Cooperation of members and nonmember 
participants in making possible the As- 
Paes high standard of program opera- 

n. 


MORTIMER SCHIFFER 
IrvinG N. BERLIN, M.D. 
Epwarp J. Hornick, M.D. 
Program Chairmen 


LUTHER E. WOODWARD 


We are deeply sorry to report that Dr. 
Luther E. Woodward died on November 9, 
1961. An obituary will appear in a later 
issue. 


GENERAL 


The International Association for Child 
Psychiatry and Allied Professions an- 
nounces that its Fifth Congress will be 
held August 24 to 30 at Scheveningen, The 
Hague, Holland. The main subject of the 
Congress will be “Prevention of Mental 
Disorders in Children.” The general topic 
of prevention will be subdivided into the 
prevention of three groups of noxious fac- 
tors: somatic, psychical, and social. One 
day of the Congress will be devoted to 
each of these methods of approach. 
Another day will be reserved for the sub- 
ject of “General Prevention” and another 
for panel discussions among the main 
speakers of the foregoing plenary sessions. 
Plenary sessions will be held in the morn- 
ing; the afternoons will be devoted to 
group discussions and to the reading of 
short papers. Details from the Secretariat, 
Fifth International Congress of Child Psy- 
chiatry, ¢/0 Holland Organizing Centre, 
16 Lange Voorhout, The Hague, Holland. 


The International Conference on Health 
and Health Education, organized by the 
International Union for Health Education 
in collaboration with the World Health 
Organization, will be held in Philadelphia, 
Pa., June 30-July 7, on invitation of the 
American National Council 
Education of the Public. The theme of the 
Scientific Program will be i 
Environment.” Further information from 
the Secretariat, 1962 International Con- 
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ference on Health and Education, 800 
Second Ave., New York 17. 

The benefits of membership and oppor- 
tunities for participation in the Union’s 
work are available to individuals and 
groups. Details from the Secretariat, In- 
ternational Union for Health Education, 
3 Rue Viollier, Geneva, Switzerland. 


The Social Science Institute, Washing- 
ton University, announces vacancies, for 
the year 1962-63, in its program of train- 
ing in community mental health research 
for students who seek the Ph.D. degree in 
psychology, sociology, anthropology, eco- 
nomics, or related social sciences. Annual 
appointments in this program carry a 
minimum stipend of $2,000, plus tuition, 
and are available to students who have 
completed one year of graduate training 
in one of the social sciences. Details from 
Dr. John C. Glidewell, Program Director, 
Community Mental Health Research Train- 
ing Program, Social Science Institute, 
Washington University, St. Louis 30, Mis- 
souri. Applications should be submitted by 
March 31, 1962. 


Psychiatrists who have completed three 
years of psychiatric residency and who 
wish to specialize in the field of community 
mental health may apply for training at 
the Harvard School of Public Health, 
Three or four new students who fulfill the 
general admissions requirements may be 
accepted each year. The basic course of 
study is 1-3 years, and may lead to the 
degrees of Master or Doctor of Public 
Health and Master or Doctor of Science 
in Hygiene (Community Mental Health). 
Fellowships are available from the National 
Institute of Mental Health and from the 
Grant Foundation of New York. Those 
wishing admittance to the 1962-63 Class 
are urged to apply before April 1, 1962; 
however, applications completed by July 31 
will be processed subject to availability of 
space. Write to Dr. Gerald Caplan, Com- 
munity Health Program, Harvard School 
of Public Health, 55 Shattuck St., Boston 
15, Mass. 

The 


Hofheimer Prize of $1,500 is 
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awarded annually by the American Psy- 
chiatric Association for an outstanding re- 
search contribution in the field of psychiatry 
or mental health which has been published 
within a 3-year period up to the date of 
the award. The next award will be made 
at the annual meeting of the Association 
in May 1962. The competition is open to 
citizens of the United States and Canada 
who were not over 40 years of age when the 
study was submitted for publication; or to 
a research group whose median age did 
not exceed 40 years at that time. Eight 
copies of each entry as well as data con- 
cerning age and citizenship should be sub- 
mitted to Dr. Peter H. Knapp, Chairman, 
Hofheimer Prize Award, Boston University 
School of Medicine, 80 East Concord St., 
Boston 8, Mass., before March 2. 


The University of Chicago announces 
two Workshop Seminars in the Rorschach 
Test to be held in the summer of 1962. 
I. The Foundations, June 18-22: Adminis- 
tration. Processing the associations. Psy- 
chologic significance of the test variables. 
The whole personality. Introduction to 
interpretation. II. Advanced Clinical Inter- 
pretation, June 25-29; Adults in acute 
stress. The younger child in neurotic con- 
flicts. The test in mental deficiency. Intel- 
lectual symptoms in schizophrenia. Treat- 
ment problems in an adolescent disorder. 
Dr. Samuel J. Beck will conduct both sem- 
inars. Write to Rorschach Workshops, De- 
partment of Psychology, University of 
Chicago, Chicago 37, Ill. 


The Society of Medical Psychoanalysts, 
Fifth Avenue and 106 Street, New York 
29, announces a Symposium on “The 
Etiology of the Neuroses” to be held on 
March 17 and 18 at the Hotel Commo- 
dore, New York City. 


The Seventh Annual Conference of the 
American Academy of Psychotherapists 
will be held on October 6 and 7 at the 
Palmer House, Chicago, Ill. The theme of 
the conference is “How Can the Scientist 
Help the Psychotherapist?” Further in- 
formation from Dr. Albert Ellis, Parc Ven- 
dome, 333 West 56th St., New York 19. 


NOTES AND COMMENTS 


Dr. Samuel J. Beck received the Distin- 
guished Contribution Award from Division 
12 of the American Psychological Asso- 
ciation at the annual convention, held in 
September 1961, in New York. The cita- 
tion read in part: 

Never satisfied to view a test simply as a 
technique, he developed his own methods to 
make the Rorschach into a procedure for fun- 
damental research analyzing the subtleties of 
personality dynamics. Never content with the 
scientific rigor of his instrument, he labored 
toward quantitative scoring which would not 
blunt its power, toward heightening its reli- 
ability and determining its validity. Never 
happy with limited scope, he advanced the 
projective study of psychopathology, applying 
it to children and adults, to schizophrenics 
and other psychotics, to neurotics, to patients 
with character disorders. His numerous writ- 
ings contain rich variations on a single theme 
—sensitivity to nuances of communication 
among men together with insistence on replic- 
ability and objectivity. 

Long associated with this division and one 
of its past presidents, long associated with 
the interdisciplinary American Orthopsychiat- 
ric Association and also a past president of 
it, representing psychology’s interest, he con- 
tributed to professional organizations as well 
as to practice and research. 


On December 13, 1961, Drs. Karl and 
William Menninger of the Menninger 
Foundation, Topeka, Kansas, were pre- 
sented with Gold Medal Awards by the 
National Institute of Social Sciences. The 
Institute has for many years made a prac- 
tice of recognizing, through the medium of 
annual awards, outstanding works on be- 
half of mankind. The awards to the Men- 
ninger brothers were made in recognition 
of their work in the field of psychiatry and 
as leaders “responsible for the improved 
diagnosis and treatment of mental disease 
in this country.” 


Dr. Paul Huston, Head of the Depart- 
ment of Psychiatry of the State University 
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of Iowa, announces the dedication on De- 
cember 8, 1961, of a child psychiatry 
building adjacent to the State Psychopathic 
Hospital. The building has a capacity of 
25 beds, plus offices for an outpatient serv- 
ice. Ten children who have been housed in 
the children’s unit of the State Psycho- 
pathic Hospital will be moved into the new 
building at once and full capacity will be 
achieved later. Dr. Richard L. Jenkins, 
Professor of Child Psychiatry, is Chief of 
the Child Psychiatry Service. A program 
of residency training in child psychiatry is 
being offered. 


New York City’s first Commissioner of 
Mental Health Services is Marvin E. Per- 
kins, M.D., who since January 1960 has 
been the City’s Director of Community 
Mental Health Services and the Chief Ex- 
ecutive Officer of the New York City Com- 
munity Mental Health Board. As Commis- 
sioner, Dr. Perkins continues in the posi- 
tion of Chief Executive Officer of the 
Board. 


A bibliography entitled “Bibliographic 
Sources of Existential Thought” has been 
compiled by Arthur Burton and Donald T. 
Lunde of Agnews State Hospital, San 
Jose, Calif. A limited number of copies 
are available from Dr. Burton (mailing 
charge, 50 cents). 


Two recent publications of the Child 
Study Association of America (9 East 89th 
St., New York 28) are: When Children 
Need Help with Emotional Problems by 
Greta Mayer and Mary Hoover (30 pages, 
40 cents); and Books of the Year, 1961, 
which combines two separate annual lists: 
“Books of the Year for Children,” selected 
by the Children’s Book Committee; and 
“Books of the Year About Children, Par- 
ents and Family Life,” selected by the 
Book Review Committee (30 pages, 50 
cents). 


Counsellors (Residential Workers)}— 
For state Neuro-psychiatric training 
and research center. Design Thera- 
peutic milieu and effect planning 
prescribed for children in residential 
treatment unit. Require Master's de- 
gree in Psychiatric Social Work, So- 
cial Case or Group Work, Psychol- 
ogy, Education, Nursing, Child Care 


UNUSUAL CHALLENGE We do 
not pay a high salary by compari- 
son. We do have a most dynamic 
program of often hoped for and 
rarely found quality. We need two 
qualified clinicians who are capable 
of adjusting to a multi-disciplinary 
diagnostic and treatment program 


or Development followed by one 
year experience in child care pro- 
gram. 


that requires skill, tact, and compe- 
tence. Unusually well staffed hospi- 
tal for mentally retarded and emo- 
Salary: Counsellor | $5774-$7508 tionally disturbed children and ado- 

Counsellor Il $5237-$6809 lescents. (Department of Clinical 


APPLY: | Psychology has staff of ten.) 
HAROLD E. MILLER P ; 
PERSONNEL DIRECTOR APPLY: Pineland Hospital and 
N.J. Neuro-Psychiatric Institute Training Center 
Box 1000 Box C 


Princeton, N.J. Pownal, Maine 


THE AMERICAN 
JOURNAL OF 
ORTHOPSYCHIATRY 


. is a quarterly publication, unique in the consistent 
application of the collaborative approach of psychiatr) 
bsychology and psychiatric work to the study and treatmen 
of human behavior. 


Issues include a large number of the papers and their dis- 


cussion presented at the Association's annual meetings 


C Yearly subscription (quarterly) within U. S. 


Peas tiieesieur vie. $12.00 

LC) Foreign’ o cteeheuenr a dateitrs ay. wk 12.50 
(_} Student (full-time in universities; interns, residents, clinical trainees) 6.50 
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American Orthopsychiatric Association, 1790 Broadway, New York 19, N.Y 
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From The Free Press 


CLINICAL PROCESS 
By E. Kuno Beller 


An important book for anyone concerned with the clinical process as 
it relates to the psychopathology of children. Dr. Beller proposes a system 
for organizing clinical data in the treatment of personality disorders in 
children and their parents. He reviews and discusses basic concepts and 
data from representative research and investigations; these form the 
foundation for a series of guides for organizing and assessing data in each 
phase of the clinical process. Dr. Beller also presents a quantitative 
method for analyzing and evaluating clinical records in practice and 
research. He shows how this method can be used to assess the suitability 


of any particular set of clinical records for specific research studies. 
$10.00 


ON ADOLESCENCE: A Psychoanalytic Interpretation 
By Peter Blos 


This book offers a unified theory of adolescent development based on 
psychoanalytic principles. Dr. Bios describes the intrinsic conflicts, lia- 
bilities, tasks, and resolutions typical for each phase of adolescent devel- 
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FOREWORD 


This Digest is new. 


sin te oe of the orainean and oa rope li 
OME pplementary issue of the 

Why? For several reasons. For one, lots of people told us: Look, we 
are coming a long way in order to attend, how about giving us a chance 
to pick what we want or what we need, or to figure out what else we 
really should get first hand, on a more specific basis than we can by 
poring over a program? Others reminded us that they couldn’t be there 
this time and that it would make them feel more a part of it all if 
they didn’t have to wait for the reports of those lucky enough to attend. 
Some, again, said they were helped a lot by having these abstracts as a 
reminder—something they could organize their own back-home reports 
around. 

Don’t get us wrong—this is still only a digest. And, by the way, not 
even a complete one. Then, too, even where digests came in on time to 
be included, there is many a slip between pre-Conference announcement 
and in-Conference lip. 

In short, we don’t claim that this digest is a substitute for being there. 
Especially since none of the things that will be said to those who par- 
ticipated in the sessions can be included here, and, as we all well know, 
the discussion is often the most exciting part of it all. 

By the way, did you notice this year’s change in program? We are 
having, for the first time in our history, the whole first day set aside for 
a special over-all theme. Please have a look at this feature in its own 
right and let us know what you think of it, whether it was worth the try 
and should be repeated. The first day’s theme—and some of this is 
carried into the later days—is “Action for Mental Health.” What do you 
think next year’s theme should be? Also please note the six sessions on 


“The Environment of the City.” ; en 
credit for the preparation of this digest 


should go to your program committee, to program chairmen Mortimer 
Schiffer, Irving Berlin and Edward Hornick, to our hard-working office 
staff and, finally, to our indefatigable “Spirit of 

We all hope that thi igest will help to make your Los Angeles ex- 


perience more profitable and enjoyable, 
you who can’t be with us this year the message that we want you to be 
with us, in spirit, at least, even while the Conference 1s in session. 
Greetings and welcome to all who will be there and to all who will 
thumb through this digest, wherever you are. 
Fritz REDL 
President 
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Wednesday Evening, March 21, 1962 


ACTION MENTAL HEALTH PROGRAMS 
IN EDUCATION 


(Joint Session of the World Federation for Mental Health and the 
American Orthopsychiatric Association) 


a 


MEMORIAL SESSION TO ALBERT DEUTSCH, who was to have 
reported at this session on the World Federation of Mental Health study 
session in England, during which his death occurred. A PROGRAM OF 
PSYCHIATRIC ASSISTANCE FOR THE MEMBERS OF A PRO- 
FESSIONAL ORGANIZATION. Paul Sevadon, Director, Psychiatric 
Services of the General Mutual National Education of France. (no 


digest) 
EMSS 


RE-EDUCATION OF DISTURBED CHILDREN 
A DEMONSTRATION AND EXPLORATION PROJECT 


William C. Rhodes 
George Peabody College, Nashville, Tennessee 


Project Re-ED is an American adaptation of a European approach to 
socially and emotionally maladjusted children which will add educa- 
tional approaches and teacher personnel to the existing United States 
pattern of resources for such children. It is an 
with a grant from the National Institute of Mental Health and using the 
resources of the education departments and mental health authorities of 
two states. It includes plans for two residential schools, a college selec- 
tion and training program for special teachers, and a center for coordi- 
nation and evaluation. i 
The project was stimulated by (1) the Southern Regional Education 
Board study of existing mental health training and research facilities, (2) 
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a report and suggestions by Dr. Nicholas Hobbs based on his observa- 
tions of European residential facilities, (3) the mental health manpower 
study of the Joint Commission on Mental Illness and Health. 

Dr. Hobbs’ observations of European approaches were confirmed by 
later site visits by representatives of the National Institute of Mental 
Health and the Southern Regional Education Board, and by state Men- 
tal Health Commissioners and legislators. 

The eventuating project has these goals. It will: 


1. Help solve the mental health manpower problem 
2. Make for more effective use of highly trained mental health spe- 
cialists as consultants 


3. Provide a buffer against hospitalization of children 


4. Offer a learning experience for disturbed children through “nat- 
ural” workers whose personality and background could help these 
children develop more wholesome ways of feeling and behaving 


Project Re-ED’s uniqueness exists only in the patterning and organi- 
zation of its demonstration. Education has been involved through special 
classes, special schools, services in residential treatment programs, and 
several university special education training programs. 

An important project assumption is that, next to his family role, the 
child’s most important social institutional role is “student” in the pre- 
scribed child environment of “school.” A school which, among other ef- 
forts, places emphasis upon helping the emotionally disturbed child 
with this role might make a difference in freeing him to cope with other 
internal and relationship problems. 

Jacques Maritain has analyzed the function of teaching as imitating 
the ways in which nature and environment interact in developing the 
man from the child. In this dynamic imitation, education fosters the 
growth principle by proceeding from the already present gestalt of cog- 
nitive knowledge, emotional Capacities, social ability and physical being 
toward a potental human gestalt which could, but has not yet, come into 
existence. The trilogy of the teaching method involves (a) careful ob- 
servation of this unfolding, (b) experimentation with environmental as- 
pects which will foster this growth, (c) the artistry of knowing when to 
and when not to intervene in its evolution, 

Bruner recently identified the way in which education serves the un- 
folding of the individual toward his future fitness for living through: (1) 
specific transfer of training, or extension of habits or associations, (2) 
transfer of principles and attitudes as a basis for approaching subsequent 
problems as special cases of that which was Originally mastered. Both 
types of future-oriented learning episodes are being built into the cur- 
riculum for emotionally disturbed children, The mental health specialist 
should help define the content and structure of this curriculum. 
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TYPES OF MENTAL HEALTH CONSULTATION 


Gerald Caplan 
Harvard University School of Public Health, Cambridge, Massachusetts 


Mental health consultation is defined as one of the methods whereby a 
mental health specialist may improve the functioning of other profes- 
sional workers, such as general practitioners, nurses, teachers and clergy- 
men, in relation to the prevention, management and rehabilitation of the 
mentally disordered in a community. The essence of consultation as a 
community method is that while help is being given in relation to solving 
the current work problem, the knowledge and skills of the consultee are 
being supplemented so that in the future he may be better equipped to 
handle, on his own, similar work situations. 

A fundamental of the approach to consultation is that the consultant 
should have no administrative authority over the consultee and no re- 
sponsibility for the actions of the consultee which may follow the con- 
sultation. The consultant accepts the responsibility for doing his best to 
help the consultee by clarifying the work problem. The consultee retains 
the freedom to accept or reject any or all of the consultant’s formula- 
tions. 

The paper describes four categories of this type of consultation: 

Al—Client-centered Case Consultation, in which the primary focus 
of the consultant is upon a specialized assessment of the mental health 
problems of the consultee’s client and of ways of solving them. 

B1—Program-centered Administrative Consultation, in which the 
consultant deals similarly with the problems in designing or administer- 
ing a program or with institutional policies relating to the prevention, 


control and rehabilitation of mental disorders. 


‘A2—Consultee-centered Case Consultation, in which the primary 
emedying the work diffi- 


focus of the consultant is upon assessing and r 
culties of the consultee as manifested in his request for help with the 
client, rather than upon assessing the problems of the client. The con- 
sultant tries to increase his cognitive understanding of the client and to 
help him overcome emotional blocks which may be impeding his realis- 
tic appreciation of the work problem. In dealing with the latter, the con- 
sultant does not inquire into the personal or institutional sources of the 
consultee’s subjective distortion of professional functioning, but deals 
only with the final common path. He offers the support of his own un- 


distorted appraisal and thus provides the consultee with an opportunity 
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to correct his misperceptions and misunderstandings. 

B2—Consultee-centered Administrative Consultation, in which a sim- 
ilar approach is made in helping an administrator or a staff group im- 
prove their capacity to handle difficulties in the planning and implemen- 
tation of programs. This type of consultation sometimes differs from the 
others in that it may be carried out on a regular continuing basis 
through a scheduled series of discussions of intercurrent work difficul- 
ties, rather than in the form of short series of sessions initiated on an ad 
hoc basis in response to an emergent problem. 

The paper discusses, with examples, some of the technical character- 
istics of these main categories of mental health consultation and ends 
with a short reference to the factors which influence the consultant’s 
choice of method in any particular situation. 


SOME ADMINISTRATIVE ASPECTS OF CONSULTATION 


William G, Hollister 
Community Services Branch, NIMH, Bethesda, Maryland 


Mental health consultation from the consultee’s side of the relation- 
ship is examined. Particular emphasis is placed on the role of the ad- 
ministrator (in the agency receiving consultation) in improving the im- 
pact of consultation on his staff. Generalizations about the administrator’s 
role are derived from the author’s experience in working with school 
administrators setting up mental health consultation programs. 


y The author focuses attention on six important tasks for the admin- 
istrator: 


1. Working with the consultant and staff toward defining purposes for 
the consultation that are centered on the agency’s mission. Resist- 
ances to “mental health-centered consultation” purposes are briefly 
noted. 

2. The paper then describes the “preparation of the staff to receive 
consultation” with emphasis on an interpretation of consultation 
that avoids implication of a subordinate role for the consultee. 
Stress is laid on the job-relatedness of the consultation, the con- 
sultant’s freedom from evaluative and Supervisory responsibility, 
and the consultee’s freedom to use or not to use the service. 

3: Several methods which the administrator can use to “prepare and 
orient the consultant” are described, Attention is called to the im- 
portance of allowing the consultant time for building relationships, 
for assessing problems, and for learning about scholarships in the 
program field of the consultee, 


4. Also described are the rationale and several methods for “pro- 
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moting the consultant’s growth in competency” through planned 
learning experiences that increase his capacity to make his recom- 
mendations in the language of the consultee discipline and to make 
suggestions that are feasible in the consultee’s agency. 

5. The phenomenon of role evolution and the progressive redefinition 
of the function of a consultant are briefly described. The process 
by which a consultant wins his way through to policy-level con- 
sultation by overcoming stereotypes about his discipline and by 
meeting certain “tests” of his ability to identify with the con- 
sultee’s mission is depicted. It is suggested that administrator and 
consultant should consider the consultation role as “continuously 
negotiable” so that it can be reviewed periodically, can unfold dy- 
namically, and can be kept responsive to new needs. 

6. It is important for the administrator to safeguard the integrity of 
the consultant’s role by carefully watching his own use of the con- 
sultant and avoiding the temptation to lure him off into super- 
visory or psychotherapeutic functions. Continuous re-education of 
the staff on the differences between supervision, counseling, train- 
ing and consultation is emphasized. 


A number of suggestions are offered to administrators on concrete 
practical steps they can take to obtain greater benefit from a mental 
health consultation service. There are also cues to assist mental health 
trained consultants in preparing to work in an agency that does not have 
a primary mental health mission. 


EDUCATION OF SOCIAL WORKERS FOR 
MENTAL HEALTH CONSULTATION 


Rose Green and Maurice B. Hamovitch 
University of Southern California School of Social Work 


Los Angeles, California 


This paper contains a description of the rationale, content and teach- 
ing methods of a postgraduate seminar on mental health consultation 
offered by a professional school of social work. Material for the course 
consists of: theoretical formulations by the instructors, from their own 
experiences; the available literature; case material supplied by the stu- 
dents from their personal experiences. i 

Three clusters of concepts are dealt with in the seminar: (1) the char- 
acteristics of the role of the consultant; (2) the responsibility of the con- 
sultant; (3) the process of consultation. A primary concept in the role of 
the consultant is the need for him to lend his knowledge and the strength 
of this knowledge to another professional person. He must also accept 


226 EDUCATION FOR MENTAL HEALTH CONSULTATION 


the consultee as independently competent in his own work area. The 
consultant must be willing to study the problem situation within the 
larger context of its reality. He should accept and encourage the con- 
sultee’s freedom to accept or reject the counsel, or to modify it in ways 
that seem appropriate to the consultee. 

The second cluster of concepts has to do with the responsibilities of 
the consultant in mental health. The first responsibility is to study seri- 
ously the request in the situation and to decide whether or not he is 
expert in the area for which he is sought. The consultant then has a 
responsibility to ascertain the administration’s support and plan for con- 
sultation service based on felt needs in the social institution, specified 
fees, time and other practical considerations. It is important also to sense 
as much as possible the realities, tones and emotional interactions of the 
organization’s particular subculture. Of significant value is the con- 
sultant’s participation with agency administrators and staff in developing 
some structure and plan for the most effective use of the consultant. 
Clarification by the consultant with the administrative group and the 
consultee group that he does have an evaluative function concerning an 
individual’s performance is necessary. 

The consultation process should be problem-focused and centered in 
the consultee’s professional role with his client. The consultant’s eye and 
mind are focused upon the problem situation per se; and his eye, ear 
and mind are centered on what the consultee is telling him of his im- 
passe in dealing with the problem situation. The consultant’s knowledge 
and skills are directed toward understanding the consultee’s dilemma in 
dealing with the problem. The purpose of understanding this dilemma is 
to help the consultee deal more effectively with the situation he faces. 
Questions and exploration by the consultant in order to understand the 
problem better, and to consider alternatives for thought and action, re- 
flect the consultant’s involvement with the consultee in the early case 
presentation. Moving into the next phase of the process, the consultant 
freely offers ideas out of his discernment of the situation—with aware- 
ness of its double base—concerning the problem of the client in his 
situation and the consultee’s dilemma in dealing with it. The consultant 
needs to engage the consultee in discussion of the new knowledge or 
new awareness and of the implications these have for directions for 
activity. From such discussion the consultant, with all the awareness he 
has gained of the consultee’s own dilemma in the situation, may help the 
consultee make some choices or decisions as to next Steps. 
~ The authors believe that the course itself is a good beginning, but by 
itself it is not enough. Ideally, preparation for consultation should in- 
clude a one-year program, with Supervised practice an essential in- 
gredient. This could readily be developed within the Third Year Pro- 
grams already in existence in many schools of social work. 
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THE DAY CARE CENTER 


DAY CARE AS A SUBSTITUTE FOR INPATIENT CARE 


Rafael Canton and Robert J. Hagest 
Napa State Hospital, Imola, California 


This paper is based on the experiences of the first eight months of 
operation of the Napa State Hospital Day Care Center at Imola, Cali- 
fornia, This report will be of special interest to people who are consid- 
ering the creation of a Day Care Center as part of a state hospital. 

Initially there was no budget for the project, so that personnel, equip- 
ment and material were reallocated from other areas of the hospital. 
The staff was selected on the basis of experience and enthusiasm. Be- 
cause the total hospital population has greatly decreased in the past 
year, ample space was available—that which was previously occupied 
by one ward. Patients were transferred from other wards at first and 
later admitted directly from the community. 

Up to December 81 patients were interviewed for admission. Of these, 
66 were admitted; 20 have been discharged; 3 were unimproved after 
less than a week of being admitted, usually because of change in plans 
of the relatives; 5 were unimproved after a considerable stay at the Day 
Care Center; 12 improved. Twelve of the patients who are at present in 
the Day Care Center are improved to the point where they would or- 
dinarily be placed on indefinite leave if they were inpatients. Eighty per- 
cent of the patients admitted to the Day Care Center would have been 
admitted as inpatients; 73 percent have a psychotic diagnosis. 

The basic philosophy involves a pragmatic, eclectic approach; treat- 
ment is a combination of symptomatic and psychosocial measures. 
Acutely disturbed patients are diagnosed and treated on an emergency 
basis—if necessary, ECT is instituted the day of admission; up to six 
treatments may be given in one day, at intervals of 5-10 minutes. In 
such cases, every attempt is made to shorten the duration of ECT so 
that the patient may be ready for the other therapies as soon as possible. 
ECT is always given after intravenous injections of sodium amytal or 

d tranquilizers are used in most cases. 


pentothal. Energizers an s n 
Psychosocial treatment measures involve: special emphasis on the 


role of the “key relative” in the treatment plan, as well as that of the 


day-to-day interaction between staff and patients, rehabilitation thera- 


pies, and individual, joint and group therapy, insofar as the staff avail- 
able can supply them. 


Also temporary foster home living arrangements 
have been encouraged and assistance 


has been given in working this out. 
With the goal of achieving democratic group process, 


the staff meets 
daily. Considerable progress has been made in this area, leading to the 
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patients’ feeling more comfortable in the presence of the staff. Creative j 
thinking has been required in deviating from the traditional, authori- 
tarian system. 


DAY TREATMENT—A STUDY OF A YEAR’S OPERATION 


Maurice J. Zemlick and Thomas M. McMillan 
San Diego Day Treatment Center, San Diego, California 


This is a report on the first year’s operation of the California Depart- 
ment of Mental Hygiene’s first independently operated Day Treatment 
Center (day hospital). The report encompasses treatment orientation and 
methodology, setting, staff, patient population, criteria of selection and 
treatment outcome. Practical and theoretical considerations in the treat- 
ment of the acute psychotic are elaborated. 

The treatment orientation of the Center is to provide, in addition to 
the classical forms of psychotherapy and drug therapy, an intensive pro- 
gram of social, recreational and vocational interaction between patients, 
staff, volunteers and the community at large. Patients are involved in 
individual therapy, group therapy and psychodrama, and also in family 
and “family group” psychotherapy within a social-rehabilitative milieu. 
Prevention of full-time hospitalization with close family participation 
defines purpose and treatment methodology. 

The setting is the San Diego Day Treatment Center, located in the 
heart of this metropolitan area. Aside from staff and clerical offices, the 
physical facility consists of a reception room and lounge, an activity 
area, and two group therapy rooms. An arts and crafts area and a home- 
making center are on the periphery of the central activity zone and are 
immediately accessible to patients and staff. A woodworking shop and 
recreation patio are outside of but adjacent to the Center. 

A professional staff comprised of three psychiatrists, a part-time 
clinical psychologist, two psychiatric social workers, four rehabilitation 
specialists, a psychiatric nurse and a psychiatric technician assume the 
treatment responsibility jointly with the patient’s family. A patient’s 
treatment program is determined and coordinated by an administrative 
therapist to whom the patient is assigned on admission. 

The study contains a report on 171 (including 11 readmissions) 
acutely disturbed individuals in need of immediate hospitalization. The 
majority (or 65%) of these patients were diagnosed “Schizophrenic Re- 
action” (including all types) upon admission. The socioeconomic level 
of the patient population ranges from medically indigent persons to 
those in a high middle-class economic bracket, Median family income is 
$4,900 per year. Age ranges from 15 to 67, with a mean age of 35 
years. The sex distribution approximates two females to each male. 
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Of the 72 patients treated and subsequently discharged, 49 (or 69%) 
were rated as improved and showed increased integration in their fam- 
ily, social and vocational spheres of adjustment. Before-and-after Min- 
nesota Multiphasic Personality Inventory profiles reflect significant im- 
provement in patient's adjustment at discharge consistent with clinical 
assessment. A significantly greater number of patients were improved at 
discharge when they had received intensive treatment, as compared with 
those who had received nonintensive treatment. The study points to the 
conclusion that conventional therapies coordinated with family partici- 
pation, social and environmental rehabilitation hold increasing promise 
for the heretofore full-time hospitalized patient. 


THE ROLE OF THE PSYCHIATRIC DAY HOSPITAL 
IN A COMMUNITY MENTAL HEALTH PROGRAM: 
A GROUP PROCESS APPROACH 


Harris B. Peck 
Division of Social and Community Psychiatry 
Albert Einstein College of Medicine, New York, N.Y. 


The program described is that of a Psychiatric Day Hospital estab- 
lished within an urban Health Department Center to facilitate the study 
and management of those processes reflected in the Day Hospital pa- 
tient’s dual status in both the institution and the community. A primary 
focus of the program involves the utilization of the small group as an 
instrument for both study and treatment of the patient in the community 
and in the institution. Some preliminary directions and findings which 
especially pertain to the small-group aspects of the program are pre- 
sented. For the initial phase of the program we concentrated on the pa- 
tient’s family group because of its intimate connection with the proc- 
esses of pathology and health and because we usually have access to it 
both during and after the patient’s hospitalization. It is also anticipated 
that some of the approaches developed in connection with family will 
serve as a prototype for our approach to other small groups in the pa- 


tient’s life in the community, such as those in industrial and educational 


settings. We are interested in studying the change in status of an individ- 
hiatric care and in studying 


ual which necessitates his institutional psyc i 
the relationship of this change in status to alterations or decompensation 


in certain small groups of which the patient is a nuclear, interacting 


member. $ Wa : 
We attempt in as many instances as possible to maintain maximum 


contact with the patient's family group for purposes of diagnosis, treat- 
ment and follow-up. During the patient’s hospitalization he is attached 
to a small group of 8 to 10 patients under the leadership of a nurse and 
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a doctor who may or may not be the doctor responsible for the individ- 
ual and family treatment. The “activity group” meets for discussion 
daily and patients spend more than half their time in the hospital on 
Various group activities which they plan with their staff leaders. There 
is some indication that it may be possible to discern interactional pat- 
terns in the activity groups which are related to those delineated in the 
patients’ families. Such patterns would appear to have great relevance to 
the course of hospitalization as well as post-discharge adjustment. 

Within this context, the experience of a patient in the Day Hospital 
may be viewed as a procedure which becomes necessary when there is a 
break in the homeostasis of some small community group of which he is a 
member. The effectiveness of the Day Hospital may then be measured in 
terms of its contribution to the reconstitution of such groups, and a pa- 
tient’s post-discharge course may be studied in its relationship to the 
group’s development and stability. Selected community agencies appear 
to have a potentially crucial role in influencing the fate of such groups. 
However, if family service agencies, schools, community centers or shel- 
tered workshops are to fulfill this role, their traditional functions must 
be modified and extended so that they can join the Day Hospital in the 
network of community mental health services. 


REHABILITATION PROGRAMS 
FOR THE MENTALLY ILL 


MEASURING THE EFFECTIVENESS OF DIFFERENT 
REHABILITATIVE PROCEDURES IN A PSYCHIATRIC 
REHABILITATION PROGRAM 


Victor Goertzel, John H. Beard and Raymond B. Pitt 
Fountain House, New York, New York 


This paper reports preliminary findings of a two-year experimental 
research Study undertaken by Fountain House Foundation, a psychiatric 
rehabilitation agency in New York City. The project was designed to 
evaluate the effectiveness of rehabilitative services upon the community 
adjustment of recently released psychiatric patients. The experimental de- 
sign established three experimental groups and a control group. The 
experimental groups received varying degrees of rehabilitative services. 
The control group did not receive any of the Fountain House services 
following their intake interview. During twenty months of intake, a 
sample consisting of 240 (approximate figures) experimental subjects 
and 80 control subjects was accumulated, All subjects lived within trav- 
elling distance of the agency, had been hospitalized at least two months, 
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and had been released from a psychiatric hospital no longer than four 
months prior to research assignment. 

Eighty percent of all applicants had a diagnosis of schizophrenia, 10% 
of applicants had other psychotic disorders, and the remaining 10% 
were evenly divided between primary behavior disorder and psycho- 
neurosis. Most subjects had had at least two hospitalizations for a total 
time of over one year. The majority of applicants were referred by 
either the New York State After-Care Clinics or state hospitals. The vol- 
ume of referrals was not affected by the establishment of a control group. 

The data presented is based upon surveys undertaken every three 
months on experimental and control subjects in regard to their employ- 
ment and hospitalization. Information was secured on 90% of the sub- 
jects. Rehospitalization data demonstrate a lower rehospitalization rate 
for experimental subjects during the first year. It was significantly lower 
during the second quarter. The high rehospitalization of controls, over 
50% during the first year, suggests that Fountain House attracts a 
highly unstable population whose tendency for rehospitalization can be 
reduced or at least delayed by being given its rehabilitation services. 
The findings suggest that these services should come promptly after re- 
lease from the hospital. Although there were no significant differences 
between the experimental and control groups in the securing of employ- 
ment, controls tended to secure employment earlier than the experimen- 
tal group. However, by the end of the year, there were significantly 
fewer controls still working in the community, due primarily to their 
higher rate of rehospitalization. 

Attendance patterns and the multiple characteristics of all subjects are 
examined with reference to determining the correlation with patterns of 
employment, rehospitalization and dropouts. 


A WORK REHABILITATION SERVICE FOR THE HOSPITAL- 
IZED CHRONIC SCHIZOPHRENIC, WITH CASE ILLUSTRATION 


Eric Layne and Carl M. Einhorn 
Veterans Administration Hospital, Lyons, New Jersey 


A night hospital program that expands the institutional team concept 
by including certain community agencies is described. The unique com- 
bination of a VA hospital interdisciplinary team and active participation 
of state and local agencies is intended to effect the transition of hospi- 
talized chronic schizophrenic patients from hospital living to occupa- 
tional and social adjustment in the community. i 

The basic program is made up of three steps: (1) The patient goes 
out from the hospital each day to a sheltered training center in a nearby 
community, undertaking a work adjustment program, (2) as he shows 
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improvement in the training setting, the patient is prepared for and does 
enter a family care setting outside the hospital while continuing on the 
work adjustment program; and (3) job placement in the community is 
provided. 

Full facilities for training in many vocational areas are available at 
the hospital and in one of the largest in-hospital sheltered work pro- 
grams in the country. However, for some patients nothing substitutes for 
the self-responsibility experienced in traveling daily to and working in 
the community. They must relearn the everyday realities which have 
been forgotten through long disuse. 

Patients are visited at the shop weekly by the counseling psychologist, 
who coordinates the program, for brief individual counseling sessions. 
Some are seen also in individual psychotherapy. Those in family care 
are seen biweekly in that setting by the social worker. Each patient is 
seen at least once a month by the psychiatrist. Frequent meetings by all 
concerned hospital personnel help determine when the patient is socially 
and emotionally ready for each Step. Meetings of the Counseling Psy- 
chologist, the Workshop Director and the State Employment Counselor 
take place weekly to discuss how the patient is progressing vocation- 
ally. Some of the many problems affecting each patient on the program: 
handling of funds, interpersonal and heterosexual contacts, maintaining 
a schedule, developing awareness and concern for personal appearance. 

The case reported shows the importance of cooperation of disciplines 
and agencies at every step. It presents a brain-damaged schizophrenic of 
ten years’ hospitalization who overcame assaultive behavior and gained 
control to the point where he was selected to initiate this program. 

With the goal of finding a place “outside” for himself, he began with a 
patient assignment in the hospital, progressed to commuting to and from 
the sheltered workshop in the community (returning to the hospital each 
night), and finally reached the stage of job placement. The problems in 
the gradual assumption of responsibility, increased interpersonal con- 
tacts and vocational training are illustrative of the needs—and the chal- 
lenges—met by this program. The temporary failure, in the third phase, 
due to placement in the wrong job and to overestimation of the patient's 
self-reliance, is instructive with regard to the pitfalls in rehabilitation of 
the chronic, hospitalized schizophrenic patient. 


SOME SIGNIFICANT COMPONENTS OF A SERVICE FOR 
THE RESOCIALIZATION OF PATIENTS DISCHARGED 
FROM PSYCHIATRIC HOSPITALS 


Seymour Silverberg 
The Hilda and Israel Strauss League, New York, N.Y. 


In the past ten years, there has been a rapid growth of organizations 
for the resocialization of patients discharged from psychiatric hospitals. 
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Considerable variation exists in programs developed. Few objective 
studies have been made of this work. Empirical reports on existing ex- 
patient organizations are limited, but they have described some trends, 
problems and methods. To help amplify and supplement the available in- 
formation and thinking, this paper reports on the experiences of an €x- 
patient group in New York City, the Hilda and Israel Strauss League. 

The League is an outgrowth of a succession of ex-patient groups 
which have been in existence since 1934, connected with Hillside Hos- 
pital, a nonprofit voluntary psychiatric hospital. Having begun as a self- 
help organization governed and supported by the ex-patients themselves, 
the League eventually evolved into a professional, community-sponsored 
social rehabilitation agency and more recently has been administered by 
the hospital as an integral part of its after-care program. 

The current pattern of the League reflects some of the components 
which have been found in its history to be significant in the resocializa- 
tion of ex-patients. References are also made to some of the recent litera- 
ture on this subject as the following components are stressed: 

Delimitation of Function—The League specializes in the resocializa- 
tion of ex-patients because this appeared to be the major unmet need of 
its members. Earlier attempts at covering the multiplicity of needs pre- 
sented by ex-patients resulted in a dilution of resources and in a hetero- 
geneous range of members, which reduced the effectiveness of the sociali- 
zation program. 

Screening and Selection of Members—Ex-patients should not be cate- 
gorized as though they comprise a homogeneous mass. They display in- 
dividual differences in age, background, symptomatology, level of per- 
formance, capacities and needs. Hence it is neither possible nor desirable 
to serve them all within the same social environment. The widespread 
generalization that ex-patients are supportive of each other is not en- 
tirely accurate. The extent to which an ex-patient milieu can be suppor- 
tive may depend on the nature of the ex-patients included and on the 
circumstances under which they meet. Separate and differentiated 
sources are needed and members should be carefully selected in accord- 
ance with the specific function of the agency. 

Leadership—Organizations which rely upon ex-patient leadership 
have tended to be highly vulnerable and less stable than those led by 
professionals. The professional structure can enable ex-patients to de- 
velop the degree of initiative, responsibility and self-sufficiency which 
they desire and can handle. 

Services Offered—Simply bringing ex-patients together and exposing 
them to diversified social activities has been insufficient to effectuate re- 
socialization, Individualized and intensive services are needed. One of 
the media found to be particularly effective has been the “therapeutic 
social club,” a small peer subgroup of selected members who plan, ex- 
perience and discuss common social activities relative to commonly 


agreed-upon goals. 
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Transitional Influences—Ex-patients may progress satisfactorily within 
the sheltered group and yet be unable to adapt these gains to more nor- 
mative settings. Additional influences need to be developed that will 
intensify the transitional effect of the ex-patient group. The segregation 
from normative peers, the obstacles in joining regular community social 
centers, and the absence of a time limit have been viewed as inhibitive 
factors. The League is therefore currently exploring the feasibility of two 
major changes: (1) locating its entire service within a regular com- 
munity center and (2) collaborating with the community center staff to 
formulate a short-term program of controlled socialization experiences 
which might facilitate the integration of selected ex-patients into normal 
social groups. 


THE SCHOOL DROP-OUT 


THE CRITICAL DILEMMA OF THE SCHOOL DROP-OUT 


Robert C. Taber 
Division of Pupil Personnel and Counseling 
School District of Philadelphia, Philadelphia, Pennsylvania 


The great American tragedy of our times is symbolized by the school 
drop-out, a problem that has always challenged the ingenuity of educa- 
tors. It will assume alarming proportions during the next decade, when 
7.5 million youth presumably will drop out of school, and 2.3 million 
(or 30%) of them will have completed less than the eighth grade. Our 
schools, despite strenuous efforts, have not reached their full potential in 
reducing the number of drop-outs, and we are in error if we think the 
schools can solve this problem alone. I am making a plea for more 
vigorous public support which will bring the problem closer to solution: 


A. Additional funds must be appropriated for our schools to enhance 
their over-all program and to increase their special services. 
B. The community must share in providing work opportunities for 


those youth who are limited in their interests, abilities and aca- 
demic motivation. 


We recognize that many youngsters cannot earn a high school di- 
ploma no matter how long they remain in school. The problem of the 
school drop-out is far from an academic one. The situation will become 
worse rather than better unless we immediately mobilize our efforts to 
cope with the problem. 

A four-pronged dilemma confronts us: 


1. Our youth are caught in the dilemma of having no salable skill, or 
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of having limited skills, at a time when technological change, ac- 
centuated by automation, is reducing job opportunities of a semi- 
skilled or unskilled nature. The unemployment rate of drop-outs is 
several times that of high school graduates. 

2. Our schools are also caught in the dilemma. They have made 
tremendous strides in sensitizing teachers, who are sometimes the 
first to identify early symptoms of maladjustment. Perhaps the 
greatest weakness of our school systems throughout the Nation, 
with few exceptions, is the lack of occupational training at a semi- 
skilled level which would result in a salable skill. Many school sys- 
tems offer technical-vocational training which generally requires a 
minimum of eight or nine completed grades. The organization of 
terminal schools for occupational training is a most expensive un- 
dertaking. Only as we increase public support can the schools ful- 
fill their potential. 

3. A new dilemma confronts the employer. The vast technological 
changes require higher level of worker skills. There are many un- 
employed youth, yet we are confronted by the irony that jobs go 
begging because of the upgrading of nearly all jobs to levels re- 
quiring higher skills. 

4. An increasingly critical dilemma confronts the community in that 
unskilled youths are experiencing a squeeze play in the labor mar- 
ket. The youngsters who are excess baggage on the labor market 
are problems to the community as well as to themselves. The 
sporadic breadwinner is deprived of his normal masculine role, 
which, in turn, has its effects on his role as husband and father. 
This often leads to instability in family life, if not to desertion, neg- 
lect of family and crime. 

It is essential that the principle of an orderly and uninterrupted 
transition from school to job be established. It is abundantly clear today 
that the changing nature of our economy will absorb fewer and fewer 
unskilled youth. Hence, we must develop a subsidized work program 
in conjunction with the schools. A publicly financed work program 
comparable to that offered by the National Youth Administration could 
absorb a substantial number of youth in our nonprofit institutions, such 
as hospitals, recreation centers and the like, without displacing workers 
presently employed. 

A tremendous task lies ahead if we are to cope with the problem of 
the school drop-out effectively. We need the concerted effort of all 

rofessional disciplines and basic understanding and vigorous support 
from the public. We can no longer afford a pedestrian pace. We should 
rise to the challenge of upgrading our pupils’ performance levels to 


e increased needs for higher skills. The problem is one that 


meet th 
can be solved only by investing more heavily in the development of our 


human resources. 


236 EARLY SCHOOL LEAVING RELATED TO PART-TIME WORK 


THE RELATIONSHIP OF PART-TIME WORK 
EXPERIENCE TO EARLY SCHOOL-LEAVING 


Marcia K. Freedman 
National Committee on Employment of Youth, New York, N.Y. 


Work experience under school supervision has long been available 
to limited numbers of high school students, particularly in clerical oc- 
cupations and in the wholesale and retail trades. In addition, many 
thousands of students. work part time outside the regular curriculum, 

In recent years, work experience for adolescents has come to be 
viewed as a means for changing the attitudes of “alienated” youth and 
as a program for prevention of school drop-out. This discussion seeks 
to raise a number of questions and to examine the assumptions under- 
lying the establishment of such programs. 

Part-time work experience usually has little vocational significance. 
It is considered an aid to Positive attitude formation and the strength- 
ening of self-concept. However, there are certain limitations: 

1. Part-time jobs are most often available in marginal occupations 
(messengers, delivery boys, etc.) and in marginal business establish- 
ments. Large enterprises typically will not hire workers under 18 
for any kind of job. 

2. The marginality of the employment raises questions as to, first, 
the quality of Supervision on the job, and, second, the possibility 
of acquiring training. 

3. Although work experience, per se, may enhance feelings of manli- 
ness and usefulness, negative effects are also possible. The feeling 
that one’s future seems to lie forever in such low-level, poorly 
paid, dead-end Occupations may further alienate some of the 
participants. 

4. Often, participation in a school-work program is accompanied by 
Special curriculum and guidance modifications. Usually these are 
not so organized as to differentiate the effect of various program 
elements, For example, changes in faculty attitudes toward non- 
achieving students may accompany the inauguration of a new 
program, and these changes may act to reverse a hitherto hostile 
social climate. In such a case, a lessened drop-out rate may have 
little to do with the work experience provided under the pro- 
gram. 

5. Very little is known about the effects of unsupervised work experi- 
ence. The factors determining which students seek and find jobs on 
their own have not been examined. 

6. There is no instrument available for measuring adolescent attitudes 
toward work, so that the criteria for program effectiveness gen- 
erally fail to measure this crucial variable. 
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These are some of the questions which should be kept in mind when 
work experience is contemplated as a measure of school holding power. 
They are raised, not as contraindications, but in an attempt to look more 
closely at the processes involved. 


THE REHABILITATION OF HIGH SCHOOL DROP-OUTS 


Livingston E. Beane 
Neighborhood House Job Upgrading Project, Richmond, California 


This paper will attempt to describe how a small, culturally deprived 
community mobilized its resources to help its drop-outs learn how to 
find and keep jobs, and how this same community came to realize its 
responsibility in providing employment and training for these youths. 

Neighborhood House, founded in North Richmond by the Ameri- 
can Friends’ Service Committee in 1951, has for years operated an 
effective delinquency prevention program. As tensions lessened and 
gang wars decreased, the staff became more concerned about the needs 
of these teen-agers as they grew into adulthood. Because of weak 
motivation and low expectation on the part of parents and the com- 
munity, many teen-agers were dropping out of school and unsuccess- 
fully competing for the few jobs that were available because of their low 
school achievement and their lack of work experience and employment 
sophistication. 

In March, 1960, the project was started with 24 boys. In 18 months 
our enrollment had increased to 52. Working with boys, 17 to 19 years 
of age who dropped out of high school, and with high school graduates 
who have been unemployed six months or more, we sought to develop 
motivation, self discipline and simple skills in order to help these boys 
qualify for and hold full-time jobs. 

Our methodology consisted of involving the registered youth in both 
group and individual counseling. We sought out the boys at their 
homes, on the street, and at the pool halls. We followed them in and 
out of jail as one crisis led to another. We helped to interpret them to 
their families, to the community, and to themselves. In this way we 
were able to effect an ego involvement which encouraged participation 
in group meetings held two mornings a week. We worked out a training 
course which included learning to fill out applications, learning to read 
want ads and street maps, studying for Civil Service examinations. 
Psychological and achievement testing enabled us to do better evaluating 
and counseling. We encouraged and provided opportunities for self 


evaluation reports. 
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The most important part of the project was the paid supervised work 
experience stations. The men knew that in order to maintain their 
Status of being paid, they had to attend the group sessions regularly, 
and this provided a means of integrating theory with practice. 

These work placements provided the opportunity for the Upgrader 
to make a little much-needed money. In the process he was helped to 
develop regularity, good job habits and attitudes. He had an oppor- 
tunity to develop a positive feeling of satisfaction by doing a job well 
under the sympathetic eye of his foreman. The written work evaluations 
from the supervisors were gone over with the Upgraders at conferences, 
In some placements, the employer was reimbursed by the project. 

From our own observations and the reports of court judges and the 
Probation Department, we know there is both a decline in the incidence 
of juvenile crime and a change in the nature of the crimes committed. 
There is a marked change in the attitudes and expectations of the boys 
regarding the possibilities of employment even within the tight labor 
market that exists. There is change, too, regarding their responsibility 
to their jobs and their employers. One evidence is the greater use made 
of the California State Department of Employment. Another is the 
change of values regarding employment on the part of the peer group 
in the community. Parents and wives of the boys, school personnel, the 
Probation and Social Service Departments all express appreciation for 
the changes induced by the project. Most tangible and significant of 
all is the fact that 23 of the 52 boys registered in the program have held 


jobs of various degrees of permanency. In addition, some 20 returned 
to school, although not all 20 remained. 


It would be unrealistic, however, to leave the impression of un- 
qualified success. The 29 youngsters for whom we have not been able 
to find employment include three who are currently in jail, one for 
murder. Also included are several with whom we have been unable to 


work to any degree of success because of their hyperactive and dis- 
ruptive personalities, 


Se EE 
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STATE AND GENERAL HOSPITAL 
PROGRAMS—INPATIENT CARE 


PROBLEMS IN PROVISION OF PSYCHIATRIC 
INPATIENT CARE 


Hyman M. Forstenzer 
Community Mental Health Services 
New York State Department of Mental Hygiene, Albany, New York 


Improved, expanded technology and changing attitudes have resulted 
in a consensus of professional opinion which calls for sharply reduced 
institutional.care and increased emphasis on community facilities and 
Services as alternatives to institutionalization of the mentally ill. Growing 
acceptance of the concept that hospitalization may induce greater dis- 
ability than that inherent in the illness itself is sharply influencing pro- 
grams for the control of mental disorders. The trend toward community 
care is predicated on “the realization that much of the disability seen 
in the mentally ill is neither inherent in the mental process as such nor 
an inevitable accompaniment of mental disorders.”* 

The present size and role of the state mental hospitals are the result 
of the technology, attitudes and approaches of the preceding hundred 
years. Large-scale use of the psychotropic drugs and the “open” hos- 
pital have produced a marked increase in the release rate and a reduc- 
tion of the in-hospital population. However, admissions to state hospi- 
tals continue to mount. Thus, despite major progress from custodial 
institution to active treatment center, the role of the public mental 
hospital in the control of mental disorders has not been altered sig- 
nificantly. For this to occur, state hospital staff must be given some 
control over admissions by being permitted to participate in decidin, 
whether the patient will benefit most from hospitalization or from an 
alternative method of treatment in the community. If choices are to be 
made, alternatives must be available. A most important alternative to 
State hospital care is the general hospital psychiatric division. But of 
the almost 700,000 hospitalized psychiatric patients, only 1 to 3 per 
cent are in general hospitals. 

Why have the more than 6,000 general hospitals in the Nation made 
Provisions for only slightly more than 20,000 psychiatric patients? Atti- 
_ tudinal obstacles are related to the century-old concept that the mentally 
) ill are “wards of the state.” The still widespread belief, shared by many 
P * "Guide to Control Methods for Mental Disorders.” Monograph to be pub- 
lished by the American Public Health Association, New York, N.Y. 
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members of the medical profession, that mental illness is deteriorating 
and irreversible feeds into the view of general hospital trustees and 
medical staff that their hospital is intended to cope with acute conditions. 
Although experience has shown that the average psychiatric patient 
presents no greater management problem than the average medical or 
surgical patient, general hospital personnel continue to equate mental 
illness with disordered behavior. The possibility of suicide is of great 
concern. 

Integral to the medicolegal problems which slow up the provision 
of psychiatric care in general hospitals is the conflict in our society be- 
tween two values: preservation of individual liberties and provision of 
medical care. Concern over the hospital’s legal responsibilities in ad- 
mitting and releasing psychiatric patients is amply justified by the failure 
of most states to bring up to date their archaic statutes dealing with the 
care of the mentally ill. Additional problems are posed by the attitude 
of the psychiatric professions about confidentiality of records. 

Differences in staffing patterns and space requirements between medi- * 
cal and surgical areas and the psychiatric unit present additional ob- 
stacles. Most psychiatric patients are ambulatory. Therapy simultane- 
ously requires interview rooms in which confidentiality can be main- 
tained and activity space to facilitate the social functioning of patients. 

How long “a stay is possible in a general hospital? What groups of 
psychiatric illnesses can best be cared for in a general hospital? In a 
State hospital? What does short-term treatment mean? How much 
modification of general hospital architecture is feasible to meet the 
needs of milieu therapy? What are the essential differences in inpatient- 
outpatient relationships as between the medical-surgical sections and 
the psychiatric sections of general hospitals? 

These are some of the problems encountered in providing inpatient 
psychiatric care as part of a community program for the control of 
mental disorders. 


amprour PSYCHOTHERAPY 


(Joint Session of the American Group Psychotherapy Association and 
the American Orthopsychiatric Association) 


—_—_____ 
GROUP PSYCHOTHERAPY AND THE 
THERAPEUTIC COMMUNITY 


Maxwell Jones 
Education and Research, Oregon State Hospital, Salem, Oregon 


In institutional work, one is faced by the problem of treating up to 
several thousand patients with a relatively small staff, many of whom 
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have had little or no training in group work or in the social sciences. 
How can we begin to organize treatment for so many patients with a 
small staff some of whom may be inadequately trained? 

Decentralization is occurring in many state hospitals and represents 
an attempt to create a series of relatively small units within the larger 
hospital. The goal of this decentralization is achieving a more manage- 
able social organization, improving communications and gaining op- 
portunities for examining roles and role relationships. Such decentral- 
ized units lend themselves to the development of a therapeutic com- 
munity, by which is meant the optimal use of the skills and potentials 
within both staff and patient groups. The patient role in particular is 
enhanced by the maximum responsibility compatible with the patient's 
state of health. An important factor in this role is the opportunity to 
participate in the treatment of other patients during daily group and 
ward meeings. Decision-making in significant areas, like patient dis- 
charges and transfers, is shared with the staff. Treatment and training 
tend to overlap. The staff and, to some extent the patients, develop 
some awareness of group techniques, transference, ego defenses and the 
like. 

The main thesis is that the potential within the patient population 
has until now been relatively neglected, as has the rolerelationship 
between staff and patients. To effect an improvement in these areas, 
it is necessary, first, to have a skilled ward administrator who develops 
and handles ward meetings with all patients and staff present. These 
meetings should be followed by a staff meeting in which the inter- 
action that occurred during the ward meeting can be discussed. This 
represents an ideal setting for multidisciplinary training. It is my con- 
viction that ward or community meetings of up to 80 patients and staff 
have a special place in institutional therapy, particularly in the estab- 
lishment of what one might call the therapeutic culture. By this, I mean 
the day-after-day examination of the problems existing on a ward. 
Consideration of the roles of all staff members and of the patients 
leads in time to substantial modification of the ward structure. Trad? 
tional attitudes and beliefs can be scrutinized and we are in a positioa 
to ask ourselves why we do what we do when we do it. 

A learning experience of the kind I am describing is far from easy 
and clearly causes the staff considerable anxiety. Often the doctors 
themselves have had less training in this area than either social workers 
or psychologists. The doctors’ training in a general hospital has tended 
to give them a feeling of considerable authority and even omnipotence. 
Questioning of their performance in these daily meetings by their juniors 
and other professional colleagues can be extremely painful. It is un- 
doubtedly a valuable learning experience, however, if the personality of 
the individual allows this to happen. Nevertheless, it must be made clear 
at the start that there are many people not suited to this kind of com- 
munity practice. My feeling is that every resident should be afforded 
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the opportunity of learning therapy of this kind. Many of them will 
not be comfortable in this type of community situation and will prefer 
to operate in the more traditional authoritarian role. I see nothing wrong 
with this. 

In any case, I think that a ward will tend to develop along the lines 
prescribed by the most senior member—who is, at the present time, 
the doctor. I should like to think, too, that doctors trained in this way 
who are able to assimilate this kind of orientation will be well prepared 
for future roles as hospital superintendents. To some extent it can be 
seen as valuable training for community psychiatry. My own experience 
is that the doctor who can relate to his ward personnel and to the pa- 
tients in an easy, relaxed way and who can listen to their opinions and 
questions is frequently the doctor who in outpatient departments or in 
community psychiatry automatically feels at home when meeting the 
patient in his social setting along with his own family group. 


GROUP PSYCHOTHERAPY IN THE SERVICE 
OF ORTHOPSYCHIATRY 


S. R. Slavson 
New York, N.Y. 


Orthopsychiatry has two missions: prophylaxis and therapeusis. The 
author holds that the former is far more important than the latter from 
the point of view of individual and community mental health. Ortho- 
psychiatry addresses itself not only to the therapeutic agencies such as 
clinics and hospitals, but also to the settings of life in which personality 
is conditioned and where it functions. These consist of the social instru- 
mentalities of family, school, recreation, religion, industry and social 
action. In all of these, group and interpersonal dynamic interactions 
and felations are involved. Where these fail, particularly the first three, 

| pathology of varying nature and degree results, the problem then be- 

~ Coming the concern of guidance or psychotherapy. Group psychotherapy 

~ has in recent years taken a prominent place in the literature. Less known 

is the group psychotherapist’s contribution to the normal settings in 
which the personality is molded. 

The paper will therefore address itself to two foci: 

1, how group psychotherapy functions in the prevention of emo- 

tional illness, and, when that fails, 

2. how it serves the end of therapy. 

The discussion will deal with group counselling, guidance, psycho- 
nursing and psychotherapy in relation to orthopsychiatry. 
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INTEGRATION OF SCHOOLS AND MENTAL 
HEALTH PROGRAMS FOR DISTURBED 
CHILDREN IN THE COMMUNITY 


DISCOVERING AND MEETING THE MENTAL HEALTH NEEDS 
OF EMOTIONALLY DISTURBED ELEMENTARY SCHOOL 
CHILDREN, WITH SPECIAL EMPHASIS ON CHILDREN 

OF NORMAL INTELLIGENCE WHOSE PARENTS 

ARE REJECTING OR INADEQUATE 


Sol Gordon, Philadelphia Public School District ay 

Committee on the Emotionally Disturbed Child, Philadelphia 
Anne Wright, Philadelphia Public School District 3, Philadelphia 
Morris Berkowitz, Key School, Philadelphia 

Charles Cacace, St. Martha’s Settlement House, 

Philadelphia, Pennsylvania 


We view with concern a general failure of most established child 
guidance and family agencies to meet the mental health needs of an 
ever-growing number of seriously disturbed elementary school children 
from working class and other families whose parents are unable—too 
threatened or overwhelmed—to accept referrals to social agencies. All 
too often intake policies of family, mental health and child guidance 
clinics are geared, though not always with conscious intent, to meet 
the needs of middle class families. They are also more prepared for the 
neurotic than for the character-disordered families. 

Inspired by current “reaching out” and “crisis intervention” tech- 
niques, we have developed a demonstration school project focused on 
early detection, secondary prevention and/or modification of disturbed 
behavior in children. á 

In one school located in a working class neighborhood, two groups 
of nine socially maladjusted and academically retarded boys were se- 
lected for participation in a “club.” Their parents were known to be 
rejecting, inadequate or overprotecting. Children and parents had re- 
sisted all efforts of the dynamically oriented school administration to 
help them. The parents were hostile and explosive, they projected blame 
on the school for their children’s failure to learn or behave. The school’s 
only contact with the parents came when their children were in trouble— 
at a time when the parents themselves were most upset by intolerable 
guilt feelings. 

Our approach was to organize a “club” for the children (guided by 
principles of activity group psychotherapy) and to secure parental per- 
mission for a child’s participation. Beyond this no contact was to be 
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initiated with parents unless we could say something favorable about 
their child. The clubs met twice weekly under the leadership of a group 
worker, once in school during school hours and once at the cooperating 
settlement house. 

The program is now in its third year of operation and the results have 
been more than gratifying. All children who were in the club for at least 
two years have modified their behavior so that they could learn and 
behave more acceptably in the classroom. The improved behavior in 
some of the most difficult acting-out children in the school enabled the 
classroom teacher to devote more of her energies to the instructional 
program. In almost all cases the relationships of the parents with the 
school improved remarkably. 

Concurrent with our group therapy project we conducted an inservice 
school mental health program for teachers. Bimonthly meetings for a 
two-year period resulted in an increased understanding on the part of 
the teachers, as well as modification of the inadequacy feelings teachers 
often experience in their efforts to instruct the emotionally disturbed 
child. 

In addition, a research study, “Early Identification of Emotionally 
Handicapped Children in School,” employing some of the techniques 
developed by Eli M. Bower, will be described, and the role of a mental 
health consultant (a psychologist) in the total program will be defined. 


A PILOT PROJECT IN SETTING UP A GROUP THERAPY 
PROGRAM IN THE NEW YORK CITY BOARD OF 
EDUCATION’S SCHOOL FOR DISTURBED GIRLS 


Eugene D. Glynn, Girls’ Service League 
Esther Rothman, Livingston School for Girls 
Cecile Schwartzman, Girls’ Service League, New York, N.Y. 


The Livingston School for Girls was set up by the New York City 
Board of Education in 1958 to provide educational facilities specially 
designed for girls of high school age who could not be contained in the 
regular New York City school system. A curriculum geared to voca- 
tional and training subjects, with small classes and much therapeutic 
physical activity, even food, is part of the specially designed setting. 
The majority of the students present severe behavior disorders, char- 
acterized chiefly by extreme aggressiveness. Almost every girl in the 
school has a history of assaultiveness toward peers or teachers and fre- 
quently has been destructive of property. These girls come from homes 
that show social and emotional pathology of the most extreme sort. 
Hostility, impulsiveness and profound distrust of relationships char- 
acterize this group. 

The Group Psychotherapy Department of the Girls’ Service League 
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has long treated delinquents in groups specially designed to meet the 
needs of the acting-out adolescent. In conjunction with the Livingston 
School in 1960, the League undertook a pilot project to study the possi- 
bilities of providing therapy for so disturbed a group. The immediate 
aims of the study were to determine: 


a. Whether techniques developed with other groups were applicable 
here 

b. Whether these girls could relate sufficiently with each other or with 
a therapist to form a group 


Other problems to be investigated were: providing therapy in an 
institutional setting; clash of programs; and the effectiveness of agency 
and school cooperation. An important consideration was the possibility 
of group treatment for the mothers of these girls. 

Intake studies began in November 1960. The standard intake ap- 
proach was found to be too lengthy and too difficult for the girls to 
sustain. Our study pointed to the need for a faster, more experimental 
approach. Meetings with a group of five girls started in April 1961 and 
ran until December. One difficulty became apparent immediately: The 
girls knew each other so well that the group lacked identity. The meet- 
ings became just another part of the school program, not a distinct 
therapeutic procedure. 

Attendance was more irregular than in most groups but exactly 
paralleled the girls’ school attendance. The chief interest of the girls 
was in food, particularly food as the expression of the therapist’s inter- 
est. Showing little interest in each other, they continually tested the 
therapist’s interest in them, mostly through elaborate acting-out around 
food. A striking note was the intense concentration of these girls on 
the immediate present. They talked primarily about that day’s school 
problems. Striking by its absence, even in comparison with a delinquent 
group, is any mention of the their past lives, their families, and par- 
ticularly their mothers. Even serious and pressing concerns in their 
outside lives were rarely mentioned. Equally absent was the sexual ma- 
terial so typical of groups of this age. 

The group’s immediate closing was determined by the pregnancy of 
the therapist. No emotion was expressed toward the therapist’s leaving 
and interpretations of any emotion were denied. However, severe anger 
and disturbances in their school behavior broke out the following week. 
This is one of the chief indications to us of the group’s establishment. 

No aggressive or assaultive behavior appeared in the group meetings. 
Mounting tensions were usually allayed by the girls responding to con- 
cern from the therapist, expressed through food or verbally. In one 
instance, most important for demonstrating the potential effectiveness 
of therapy, a threatened outburst of aggression toward the school was 
clearly circumvented by the meeting. 

Parallel group meetings with the mothers were held. The mothers 
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were like their daughters—impulsive, acting-out and severely deprived, 
but, unlike the adolescents, able to relate and unburden themselves, 

This project was necessarily limited in scope. However, the indica- 
tions that group treatment for these girls could be effective were suffi- 
cient to convince us that the program should be continued. In the Fall 
of 1961 intake procedures for the second group were started. 


A SCHOOL THERAPY PROJECT FOR AGGRESSIVE ACTING- 
OUT CHILDREN UNDER AGE TEN EXCLUDED 
FROM THE PUBLIC SCHOOLS 


Rachel A. Levine, Julius Rubin Mental Hygiene Clinic 
Henry Street Settlement, New York, N.Y. 


The major aims are: to extend mental health facilities to a population 
of children suspended from school and to their families, within existing 
community resources; to demonstrate that such children and their fami- 
lies can be rehabilitated and the children returned to the regular schools. 
Aims are to be achieved through treatment in a settlement offering a 
wide variety of social, recreational and cultural facilities; directed by 
a team of educators and clinicians, utilizing personnel and facilities in 
ways which depart from traditional clinical practice. 

The New York City elementary school system, like the schools of 
many urban centers, is increasingly confronted with the problem of 
meeting the needs of large numbers of children, mostly boys of good 
intelligence, who reveal symptoms of learning disabilities coupled with 
behavior disorders of such severity that they cannot be contained in the 
regular school setting. In 1958, the community in which Henry Street 
Settlement is located became deeply concerned with the large number 
of children, approximately 1300, who were suspended or likely to be 
suspended from school. Among these are a sizeable number under age 
ten who cannot be contained even in the Junior Guidance Classes Pro- 
gram established for emotionally disturbed children in the city schools, 
These are predominantly boys from large, often broken families, of 
mixed ethnic groups, beset by a multiplicity of social, economic and 
emotional problems, unable to use the limited help available from com- 
munity clinics. The project, planned for a three-year period, began in 
September 1960 with one class of seven boys aged 8-9. The Board of 
Education supplied the teacher, lunches and school supplies; the clinic 
furnished the classroom and clinical services. For the first half-year, 
clinical personnel was used in the traditional pattern, that is, individual 
sessions with the children and their parents conducted, respectively, by 
two psychiatric social workers; after-school recreation programs; weekly 
full team conferences chaired by the Chief Psychiatrist to evaluate prog- - 


COMMUNITY VOLUNTARY MENTAL HEALTH PROGRAM 247 


ress and give direction. Certain changes were made: Group treatment 
with the children was begun in the second half of the year; group rec- 
reation was extended to week-ends, holidays and summer vacation; the 
children and their families were treated by one social worker instead 
of two; and treatment of parents in the office was replaced by treatment 
in the home, to deal with problems on the spot and by demonstration, 
rather than as a verbalizing medium, and services were extended to all 
members of the family. 

On the basis of improvement of the children now aged 9-10, and 
their families, the project was expanded to include a second class of boys 
aged 7-8, with three teachers for two classes, the structure for the Junior 
Guidance Program in the city schools. 

Aims of the design for the second year were: 


1. To improve collaboration of all disciplines and agencies involved, 

2. To introduce supervision in all areas of group activity, 

3. To continue and extend the inclusion of individual boys in group 
activities with normal children, 

4. To emphasize the experimental method of working with the whole 
family in the home, 

5. To provide more intensive medical examinations with remedial 
follow up, 

6. To elaborate a research design to serve these goals. 


THE DEVELOPMENT OF COMMUNITY 
MENTAL HEALTH PROGRAMS 


A COMMUNITY VOLUNTARY MENTAL HEALTH PROGRAM: 
SOME EMERGING PATTERNS OF DEVELOPMENT 


Glen W. Rollins, Dallas Association for Mental Health 
Harry W. Martin, Southwestern Medical School 
Robert L. Stubblefield, Southwestern Medical School, Dallas, Texas 


The pattern of program development in a community mental health 
association is traced: (1) to illustrate processes leading to acquisition 
of new goals and to program expansion; (2) to raise questions about the 
possible consequences of such developments for the function and organ- 
izational structure of local associations; and (3) to speculate on the 
present and future status of community organization for mental health. 
The analysis is based on information from historical accounts and 
records of the Association and from participants in the program. 

The analysis indicates that a key factor in the program’s development 
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was assumption by the Association of joint sponsorship of a club for 
formerly hospitalized psychiatric patients in 1954. During the following 
five years the other two cosponsoring agencies withdrew and the As- 
sociation gradually assumed full responsibility for the club. Although 
by this time the club was a major activity of the Association, it was 
not a fully formalized part of the Association program and not func- 
tioning at the desired level of effectiveness. As a result, the Association 
faced a decision either to abandon the club or to give it full-scale 
support. The latter choice was made. 

Over the years, operation of the club had successively shifted from 
professional persons who volunteered their time to lay volunteers and 
finally to a part-time professional staff of four persons. With the decision 
to place the club on a full-time basis, a psychiatric social worker was 
appointed Executive Director of the Association and another was 
placed in charge of the club with the continued assistance of the part- 
time professional staff. Up until this time the club had served as a 
mechanism for calling the Association’s attention to many additional 
problem areas related to mental illness in the community. Now, having 
a full-time staff with a service orientation, the Association was able to 
explore several of these areas. By utilizing a relatively large, well- 
motivated and supervised corps of volunteers, it has moved in the direc- 
tion of developing programs to meet some of these previously unat- 
tended needs of the mentally ill in the community. 

Movement in this direction poses questions with regard to the 
mandate and service functions of local mental health associations. 
Extensive development of nonclinical service programs has important 
implications for the size and nature of an association’s organizational 
structure. It also gives rise to problems of integrating these services 
with those already existing in the community. Finally, and perhaps of 
greatest importance, the development of new service and preventive 
programs generates questions about the future status of community 
organization for mental health. This paper speculates about some of 
the possible queries and outcomes which may emerge from the current 
and extensive experimentation taking place in many communities. 
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THE PLANNED USES OF A STATEWIDE PSYCHIATRIC 
REGISTER FOR AIDING COMMUNITY MENTAL 
HEALH PROGRAMS 


Kurt Gorwitz, Maryland Department of Mental Hygiene 

Baltimore, Maryland 

Anita K. Bahn, Outpatient Studies Section 

Biometrics Branch, NIMH, Bethesda, Maryland 

Caroline A. Chandler, Community Services Branch, NIMH 

Bethesda, Maryland 

William A. Martin, Health and Welfare Council Baltimore, Maryland 


For the first time, statistics regarding the numbers and kinds of 
services received by Maryland residents recognized as emotionally dis- 
turbed or mentally defective will be collated and analyzed on an 
accumulated basis. This paper describes how such longitudinal data, 
obtained through the cooperation of all inpatient and outpatient psy- 
chiatric facilities and a variety of social, educational and welfare agen- 
cies in the state and nearby areas, will be used. 

The possible uses of the register are discussed for different levels of 
services and planning. Psychiatric hospitals and clinics will be provided 
routinely with descriptive information on the number of individuals 
served and with follow-up data on the outcome of these services. 
Equivalent information will be available to participating nonpsychiatric 
community agencies about the mentally ill they serve. Thus, these 
agencies can learn the extent to which their programs provide educa- 
tional, health and welfare services associated with the problems of 
mental disorders. 

State and local planning functions will be aided by the register. Local 
health officers will be provided with all currently available data about 
their community’s mental illness problems. This will assist them in 
tailoring their mental health services to fit the community’s particular 
needs. Coordinated data available on a state level from all types of 
facilities will provide planning, legislative and fiscal bodies with a state- 
wide picture of assets and deficits in health and welfare services for 
the mentally ill. Thus, immediate and long-range planning of compre- 
hensive services will be possible based on reliable documentation. 

The uses of the register for scientific research will include a systematic 
longitudinal investigation of the effectiveness of various modalities of 
care and of the natural history of mental disorders. It will provide bet- 
ter estimates of the prevalence of mental disorders. Also, for the first 
time, approximations of incidence will be attainable. Although these 
data will have limitations and will therefore require careful interpreta- 
tion, their importance for epidemiological sociocultural studies of mental 
illness cannot be overemphasized, since our community case-finding 
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agencies are still the only source of “hard” data in this field today. 

Register data will be summarized only in terms of groups of indi- 
viduals. Individual case histories will not be released because of their 
confidential nature. Therefore, the register will not assist in individual 
case management. Indirectly, case management by individual agencies 
will benefit from register research. Few agencies and communities have 
been able to conduct a broad sociological review and appraisal of their 
services and programs largely because of service pressures. In this sense 
the register will be truly operational research. 

The collection of these data will not require additional effort by psy- 
chiatric facilities, since all now report for administrative purposes. 
However, the register will provide greater utilization of these reported 
data. Although social and welfare agencies have not previously sub- 
mitted reports regarding mentally ill individuals served by them, such 
information will be readily available, we believe, through the established 
data collection systems of these agencies. 

We are still in the experimental phase regarding the mechanics of 
maintaining the register. We anticipate, however, that through the use 
of newer electronic methods we will develop an efficient record 
prototype which can be adapted by other states and communities. 


PERCEPTION, REALITY AND PLANNING IN COMMUNITY 
MENTAL HEALTH PROGRAMS 


John Cumming and Claire Rudolph, Mental Health Research Unit 
New York State Department of Mental Hygiene, Syracuse, New York 


Two experiments designed to gain more information about the care 
of the mentally ill in a community setting are described, and a program 
is outlined which grew out of the studies. Social agencies were asked 
to estimate the proportion of their case load who had “mental health 
problems” and to give their opinions of the help they needed in dealing 
with these problems. It was reported that the most seriously ill were 
treated most often in agencies whose staff had the least formal training. 
Some of the most seriously ill were considered too difficult to treat and 
were also considered inappropriate for treatment by a psychiatric clinic, 

The validity of three public health nursing agencies’ perceptions was 
checked by searching their records for evidence of contact with the 
families of recently discharged mental patients. Over 12 per cent of the 
families of these patients were known to the nursing agencies over a 
three-year period. We interviewed nurses in charge of these cases to 
find out whether they recognized the cases as cases of mental illness 
and to ascertain what problems were encountered in dealing with them. 

A program to establish a better structure for the referral of ex-patients 
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to nursing agencies was begun. A short description of the special educa- 
tion programs for staff and supervisory nurses is given, as well as a 
summary of comments which supervisory nurses have made about the 
training program. 


RURAL AREAS AND MENTAL HEALTH NEEDS FOR 
SERVICES FOR CHILDREN AND ADOLESCENTS 


William B. Beach, Jr., State of California 
Department of Mental Hygiene, Sacramento, California 


This paper concerns itself primarily with the mental health needs 
of children and adolescents in the rural areas of California. It is felt 
that while California may present unique problems that are character- 
istic only for that area, there are problems common to any rural area 
regardless of geography, so that the thinking of services in rural areas 
for one state has implications for other states as well. 

As background to the problems considered, various approaches for 
meeting the mental health needs of children and adolescents are pre- 
sented and are described with special emphasis on the solutions now 
being used in California. Ten specific major problem areas may be 
identified as follows: 


. Distance of the rural area from treatment centers, 

. Small population, high cost of service, 

. Small case loads, 

. Insufficient number of trained professional personnel, 

. Local agency personnel who are insufficiently trained, 

. Receptiveness of the community for programs, 

. Tremendous cost in money and time for traveling units, 

. Lack of interest on the part of professional personnel because 
of frustrations, 

9. Difficulty in meeting situations of emergency crisis, 

10, How to provide a program which has continuity. 
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Some of the possibilities of handling various difficulties that are being 
explored by different groups within the state are given, such as the need 
for increased coordination and planning for services on both state and 
local levels. The problem of financing is also discussed with implications 
for the use of local tax resources as opposed to state and federal funds. 
The need for specialized approaches through such resources as special 
school programs is considered. Some consideration is given to the 
problems encountered in providing a direct treatment program through 
the means of air travel. 

This idea is explored further, with its potential for use in providing 
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a coordinated approach by several state agencies. Through this means 
could be provided not only a diagnostic evaluation service but a stimu- 
lus for the development of locally administered programs. It is recog- 
nized that any approach or solution to the problem requires consider- 
able community organizational activity. Without such activity of a high 
order the chances of success are minimal. 

The ways in which state personnel may participate in a coordinating 
role to help local areas review their needs are considered, as well as 
means for assisting in the development of programs. 


MENTAL HEALTH PROGRAMS FOR THE 
SOCIALLY DEPRIVED URBAN CHILD 


ORTHOPSYCHIATRIC PROGRAMS FOR 
SOCIALLY DEPRIVED GROUPS 


Kermit T. Wiltse 
School of Social Welfare, University of California, Berkeley, California 


In this country, a particular program of public financial aid called 
Aid to Dependent Children,* stemming from Title IV of the Social 
Security Act of 1935, provides the source of economic livelihood for 
more than 2,250,000 children living in 750,000 families. Since eligi- 
bility for this type of aid hinges upon the death, incapacity or continued 
absence from home of the breadwinner of the family, this means that 
these are fatherless families, or, in the approximately 10 per cent of all 
cases where eligibility is based on the incapacity of the father, the 
present father is unable to carry out a crucial phase of the typical father 
role. Thus, in this most obvious respect, these are socially deprived 
families from a mental health standpoint, with children deprived of a 
present or functioning father as an object of love and identification 
and mothers deprived of the emotional fulfillment and psychological 
support inherent in marriage to men who would be able to help them 
fulfill the expectations of parenthood as husbands to them and fathers 
to their children. 

Deprivation is partly relative. In a society with the high standard of 
living typical of our own, those who must live at a scant “minimum 
health and decency” level feel deprived. In this money-oriented society, 
wherein the capacity to own and to spend become intimately associated 
with the development of one’s image of oneself, not to be able to own 
and to spend is likely to result in a poor image. 

Certain social characteristics of the Aid to Dependent Children fami- 


* In all states and territories except California, where essentiall 


y the same pro- 
gram is termed Aid to Needy Children. 
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lies might be listed to suggest the hypothesis that individuals with poor 
ego functioning tend to sift into the case load of this program. 

In some sections of the country, as many as half or more of all ADC 
mothers have had one or more children out of wedlock. It is the fre- 
quency of repetition of this personally and socially destructive experi- 
ence that is particularly impressive. Many of these families might be 
described as multiproblem families because of the interrelationship of 
physical, emotional and social problems which are evident to the agen- 
cies administering the aid program. Little systematic study of even the 
“counting” variety has been done that would give a clearer profile of 
the typical Aid to Dependent Children family and the range of its diffi- 
culties. Those that have been done, however, such as the study in Cook 
County, Illinois, by Greenleigh Associates, show that the typical urban 
ADC family is likely to be poorly housed, poorly equipped educationally 
and socially for meeting the demands of modern urban living, and beset 
by constellations of specific physical and psychological disabilities. In 
contrast to this rather negative picture, this and other studies have shown 
that the typical ADC parent yearns for a better life for his children. 
Where a community has developed adequate social services, usually on 
a demonstration basis, these services have shown encouraging and 
sometimes dramatic results. 

Drawing upon findings of a project conducted in the San Francisco 
Department of Public Welfare, focused upon Aid to Dependent Chil- 
dren recipient families, a picture of the personal and social problems 
typical of ADC parents and their children is developed. A “situational 
depression syndrome” characteristic of many ADC mothers is described 
and discussed, particularly in terms of the behavioral symptoms that 
seem to be related to the underlying feelings of inadequacy and isolation. 
Individual and group approaches are discussed both as research and as 
treatment tools. As resources become available through federal and state 
programs, opportunities are increasing for mental health workers (psy- 
chiatrists, social workers, psychologists and others) to make a con- 
spicuous contribution to the mental health needs of this socially deprived 
segment of the community. Both research and treatment approaches are 
badly needed. Opportunities are now becoming available for projects of 
either kind or in combination. 


THE INTELLECTUAL DEVELOPMENT OF SLUM CHILDREN 
Vera P. John 
Department of Sociology and Anthropology 


University of Rochester, Rochester, N.Y. 


Some aspects of the patterns of development in language and cogni- 
tive skills of lower-class Negro children will be discussed. The theoretical 
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formulations and the data to be reported are only a small segment of 
the research program currently under way at the Institute of Develop- 
mental Studies. This program encompasses the study of elementary 
school children of various social classes and ethnic backgrounds. Among 
the aspects of their behavior investigated are language skills, reading 
ability, performance on IQ measures, motivational variables and cogni- 
tive performance. 

The basic question asked is: What is the impact of the social en- 
vironment upon the patterning of intellectual behavior of young chil- 
dren? The implications of such an inquiry would be particularly im- 
portant to the teachers of lower-class children, If these children are 
indeed characterized by a different patterning of intellectual skills than 
their middle-class age mates, can the school system effectively educate 
both groups using their current procedures? 

In this particular study we ask whether relatively small differences in 
the socioeconomic environment of groups of young children are reflected 
in their performance on language and cognitive tasks. Patterns of per- 
formance among first and fifth grade Negro children brought up in a 
lower-class urban environment are compared. Approximately one-half of 
these children are from lower-lower class (LL) homes, while the re- 
mainder come from upper-lower class (UL) homes. When assigning the 
children to one of these two groups, factors such as the person-to-room 
ratio in their homes, the education of their parents, and the occupation 
of the main breadwinner were taken into account. Though these factors 
reveal only a limited aspect of the children’s home life, by relying on 
this information we can make some inferences concerning the “style of 
life” of the families. 

A basic mastery of the spoken language is a necessary and crucial 
achievement of young children before they enter school. The young 
child, if he is to master word skills, needs the presence and active assist- 
ance of another speaker. One of the assumptions of these studies is 
that LL children are less likely to be given sustained adult attention at 
crucial stages of their intellectual growth than those of their neighbors, 
the UL children, whose standard of living is higher and whose family 
structure is more stable. Though the world of the LL child is filled with 
noise and words, providing him the opportunity to hear language, his 
own speech is not frequently listened to, corrected or reinforced by 
adults. 

Our hypothesis is that UL children perform better than their LL peers 
on language and cognitive tasks which require that the child himself 
structure the test stimuli, choose a most appropriate response, and in- 
hibit the less appropriate ones. On tasks requiring a more passive per- 
formance, these two groups are expected to behave similarly. 

The following is a sample of the great number of tests administered 
to the study children: the PPVT (a test of receptive vocabulary); the 
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Lorge-Thorndike (a group intelligence test); measures of labeling as well 
as of verbal abstraction; word association tasks; a task of concept sort- 
ing. Preliminary results of this study indicate that the fifth grade LL and 
UL children show patterns of performance which differ along predicted 
lines, The differences on some of the indices reach statistical significance. 
Similar trends are found among the first grade children. 

Thus, some sensitive indices of language and cognitive behavior reveal 
performance differences between children of the same ethnic group but of 
a slightly different socioeconomic background. By carrying out further 
comparisons we expect to acquire knowledge about the dynamics under- 
lying these group differences. 


THE SOCIAL WORLD OF THE URBAN SLUM CHILD 


Suzanne Keller 

Institute for Developmental Studies 
New York Medical College 

New York, N.Y. 


The cluster of social and psychological characteristics that distinguish 
slum children from children growing up in more favored social environ- 
ments is summarized and analyzed. To date, even though all major 
urban areas continue to have slums in which children are born and 
raised, relatively little is known about how these children experience and 
perceive the world, especially at young ages. Any understanding we pos- 
sess comes either from clinical accounts of individual cases or from de- 
linquent youths. But the majority of children in slum areas are probably 
“normal” in the sense of being adjusted to their environment and func- 
tioning in it with more or less success. It is the nature of their “normalcy” 
that interests us here, their common round of life that shapes their pres- 
ent and their future. 

Nature of the Evidence—The data are drawn from a large study of 
the relationship between social class and language development in chil- 
dren. In this study, more than 300 middle- and lower-class, Negro and 
white, first and fifth grade pupils in the New York City public schools 
were tested and interviewed. Their parents were also contacted. The re- 
sult was a fairly extensive picture of the backgrounds, aspirations and 
day-to-day activities of the children and their families. 

For the present paper, about 60 of the protocols from the larger study 
were selected for special attention. The analysis will deal with the typical 
structure of the families of these Negro and white slum children, their 
daily and week-end activities, the extent and nature of their contacts 
with their parents and other adults, as well as their radio-listening and 
TV-viewing habits. The rituals of the home and of the street, such as 
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meals, discussions and play, will be discussed with a view to assessing 
the impact of these factors on the kinds of children, not to say adults, 
that they will be. Throughout, middle class childhood and family life 
will be used as a frame of reference. 


THE NURSE IN THE 
PSYCHIATRIC TREATMENT PROGRAM 


THE NURSE IN AN INTEGRATED ACTIVITY PROGRAM 
FOR HOSPITALIZED PSYCHOTIC CHILDREN 


Maleta J. Boatman, Jane Paynter, Matha Block, 
Marietta C. Eng, Esther Omachi and Berta Mejia 
The Langley Porter Neuropsychiatric Institute, San Francisco, Calif. 


This paper describes one method of utilizing nursing personnel on 
a small intensive-treatment ward for severely disturbed psychotic chil- 
dren. The material presented is drawn from the last five years’ experience 
on the 14-bed Children’s Ward at Langley Porter Neuropsychiatric In- 
stitute. The reasons why the method evolved; the current state of its 
development; clinical examples to illustrate its therapeutic potential; 
and a discussion of its advantages and disadvantages will be presented. 

The method is based on the fairly familiar plan of assigning a nurse or 
nurses for special work with an individual child. The particular aspects 
discussed concern the nature of the nurse’s active participation in 
every aspect of the child’s activity program in order to facilitate thera- 
peutic learning. In its early stages, the method was tried primarily for the 
purpose of solving two problems, (1) the difficulty of adequate staff com- 
munication about a given child and (2) the shortage of specialized staff 
such as teachers and recreational and occupational therapists. Initial 
attempts at having a nurse participate with her assigned child in school 
and occupational therapy resulted in an evident increase in the child’s 
capacity to utilize these activities. Because of this, it has been the staff’s 
method of choice for the last five years. 

With the aid of a National Institute of Mental Health Project Grant 
designated for the preparation of nurses in work with psychotic children, 
it has been possible to test the method more thoroughly on a few chil- 
dren in the past year. Clinical examples from this work illustrate the 
method and its therapeutic potential. Discussed will be the ways in 
which the method increased opportunities for consistent and detailed 
staff communication about a given child and how it can be used in help- 
ing a child integrate his various experiences. 
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Problems are encountered because nurses lack experience in the 
goals and methods of education and rehabilitation therapies. Other dis- 
advantages may be encountered in the need for each nurse to modify 
her way of working with the child in every activity and in the length of 
time it takes each new nurse or activity specialist to learn to use her own 
particular skills in such combined efforts. 

The ways are presented in which this staff hopes to reduce the prob- 
lems and to develop and test this method further. 


PUBLIC HEALTH NURSES IN THE HOME CARE OF 
PSYCHIATRIC OUTPATIENTS AND THEIR FAMILIES 


Anita Gilbert, Gerald D. Klee 

University of Maryland Psychiatric Institute, Baltimore, Maryland 
Anna Scholl 

Baltimore City Health Department, Baltimore, Maryland 


The report of The Joint Commission on Mental Illness and Health 
has stressed the inadequacy of facilities for emotionally ill persons in the 
United States. The need to encourage auxiliary workers in the mental 
health field is acute. Public health nurses have been considered particu- 
larly adapted to help emotionally disturbed individuals and their families. 

A pilot project was established in July of 1961. Its purpose was to 
develop a collaborative relationship between the University of Maryland 
Psychiatric Outpatient Department and The Western Public Health Nurs- 
ing District of the Baltimore City Health Department. Directly involved 
in the project were psychiatrists, social worker, nursing supervisor and 
selected nurses. 

The results of a specific aspect of the program were reported, to- 
gether with impressions based upon the total collaborative experience. 

Ten cases were randomly selected for intensive nursing care from 
among applicants to a University Psychiatric Outpatient Department. 
The impact of public health nursing activities was observed on a variety 
of psychiatric symptoms and syndromes. Much time was also spent on 
examining the role of the nurse in the family and on exploring her sub- 
jective reactions to these experiences. 

Although the clinic retained medical rsponsibility, it was the nurses 
who maintained close contact with patients and families. Conferences 
between nursing and clinic staffs were frequent. Any community facili- 
ties were called upon which could benefit families. 

Experiences in the program supported the belief that public health 
nurses can be developed into effective members of the group directly 
concerned with mental health. In all cases nurses were warmly received 
as members of the clinic team. There was strong evidence of positive 
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nurse-family relationships. In most cases involvement of family members, 
other than the patients, facilitated changes. During the period when 
nurses visited in homes, significant changes in interaction between family 
members were noted and amelioration of symptoms was reported. With 
one exception, the families involved in the program were not likely to 
have been selected, or to have remained in therapy in the clinic. 

During the course of their activities with project families, the nurses 
at times experienced considerable anxiety unrelated to the degree of 
family disturbance. The intensity of nurse-family relationships was dis- 
quieting. Taught to deal with concrete disease entities, the nurses were 
faced with abstract and nebulous concepts. They found it difficult to ap- 
praise their own contributions or effectiveness. 

Communication among the disciplines involved in the program also 
presented difficulties. Added to the natural professional language diffcr- 
ences were the problems of translating patient and family dynamics into 
appropriate nursing activity. 

With emphasis on reorganization of psychiatric services to provide 
help for larger numbers of people, programs utilizing public health nurses 
are bound to increase. Experiences in the program under discussion in- 
dicate that further exploration in a variety of areas is necessary to the 
end that the liaison between psychiatry and public health nursing will 
become most useful and effective. 


Thursday Evening, March 22, 1962 


ENVIRONMENT OF THE CITY—SESSION II 


THE ENVIRONMENT OF THE METROPOLIS 
A Symposium and Inquiry 


Leonard J. Duhl 
National Institutes of Mental Health, Bethesda, Md. 


The purpose of bringing 26 people together at this meeting is to pre- 
sent aspects of the environment of the metropolis different from those we 
have heretofore considered. 

Those of us working in the field of mental health have become in- 
creasingly aware that it is the totality of the environment that affects 
the way people live, behave and are ill; much in the same way that the 
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total environment of the treatment setting affects the course of therapy, 
cure and rehabilitation of the ill. 

The six sessions scheduled in the program have been designed to pre- 
sent different aspects of the total environment. Though presented to the 
members of the American Orthopsychiatric Association, this program 
is directed to all persons concerned with the welfare of the metropolis 
and its people. 

The participants are drawn from almost as many disciplines as there 
are individuals. They are psychoanalysts, public health physicians, psy- 
chologists, animal ecologists, sociologists, biologists, city planners, ad- 
ministrators, philosophers, educators, lawyers, journalists, humanists 
and scientists, and more. Each has taken a look at the urban environment 
in a different way. Each way presents a different facet of the environ- 
ment and yet each of those giving this presentation is unique in that his 
concerns are not limited by his professional orientation. 

Even given this breadth of concerns, there are omitted various other 
viewpoints of the many faces of urban life: poet, artist, architect, min- 
ister, business man, investor, and so on. We do not propose to present all 
that is the metropolis—either its good points or bad. But out of this 
presentation may come a clarification of the infinite complexity that 
gives the metropolis its special life and some new leverage points by 
which interventions can take place. We have no answers, no one solu- 
tion, no one theoretical model which explains it all. 

What is clear is that in the complexity and chaos of the metropolis 
there is order, and a way of comprehension. In this chaos there is not a 
complete hopelessness, even if we are faced by the possibility that the 
tools and creations of man take life and control or destroy man. 

What man has made, he can and must learn to control, not with an 
infinite power to curb all evil, but with a sense of curbing the inequities 
and the unleashed forces that now seem almost out of control. What man 
has made, man can cope with. But it requires new tools, new con- 
ceptualizations, new values, and a new use of ourselves in a broadly 
cooperative endeavor. 

We cannot overcome the dilemmas just by giving strength to man 
through understanding and the ability to cope with himself. This is not 
an individual problem. It is a problem of all men and of society; their 
institutions, laws, buildings and culture. It is this that we are trying to 
look at—a little more clearly than we have looked at it before. 


MENTAL HEALTH AND THE ENVIRONMENT—Frich Linde- 
mann (no digest) 
PROBLEMS OF URBAN PLANNING—Robert C. Weaver (no di- 


gest) 
PERSONAL SCIENCE—John R. Seeley (no digest) 
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TREATMENT OF CHILDHOOD SCHIZOPHRENIA—| 


THE USE OF FORMAL SPEECH CHARACTERISTICS 
AS A DIAGNOSTIC AID IN CHILDHOOD PSYCHOSIS 


I. Hyman Weiland and Donald R. Legg 
Eastern Pennsylvania Psychiatric Institute, Philadelphia, Pennsylvania 


A comparison has been made of the proportions of certain parts of 
speech used by psychotic and nonpsychotic children in an unstructured 
interview. The psychotic group used more nouns, verbs and imperative 
verbs, and fewer conjunctions and forms of “we.” There were no differ- 
ences in use of pronouns, personal pronouns, adverbs, adjectives, prep- 
ositions, articles, proper nouns or forms of “I.” 

The psychotic groups were more variable than the controls in use of 
most of the parts of speech, and several of the differences are significant. 
The various findings are interpreted as reflecting the relative simplicity, 
concreteness, perseveration and idiosyncratic use of psychotic speech. 

Preliminary attempts to use these methods to establish a differential 


diagnostic instrument based on the formal characteristics of language 
are presented. 


THERAPEUTIC PROBLEMS RELATED 
TO THE EXPRESSION OF SEXUAL 
DRIVES IN PSYCHOTIC CHILDREN 


Wilson Yandell, University of California School of Medicine 


Children’s Service, The Langley Porter Neuropsychiatric Institute, 
San Francisco, California 


Much has been written, particularly in psychoanalytic literature, de- 
scribing the psychosexual development of the child and its relationship 
to psychopathology. However, the author, at least, has been unable to 
locate a single discussion of the therapeutic handling of problems speci- 
fically arising from the massive inhibition of or chaotic eruption into 
expression of the conflictive sexual (sensual) drives of the child and their 
derivatives in behavior. Such problems are regularly encountered in 
work with psychotic children. The experience of the author in work 
with such children has developed in the course of six and a half years 
as a trainee and, later, staff member of the Children’s Service, The 
Langley Porter Neuropsychiatric Institute, San Francisco. Here the staff 
is engaged in an ongoing research evaluation of the psychogenic hypo- 


IDENTITY PROBLEM OF THE COLLEGE STUDENT 261 


thesis for the etiology of childhood schizophrenia and of the efficacy of 
psychotherapeutic work with psychotic children and their parents. 

In the discussion of clinical work presented in this paper, an effort 
is made to explore (1) the nature of such problems as manifest by the 
child; (2) the task of the therapist in seeking to deal with the child’s 
behavior in a therapeutic manner; (3) both evidences of and speculation 
about commonly experienced countertransference problems in therapists; 
and (4) a description of specific problems arising in the course of psy- 
chotherapeutic work, with clinical examples. 

Sensual expression appears to be the most profound area of inhibition 
and distortion of impulse, as well as one fraught with anxiety about the 
free expression of affect, on the part of the psychotic child. Given care- 
ful work with such a child and his parents, we can begin to obtain evi- 
dence about the kinds of experience a given child has with his parents 
in which the roots of this disturbance may lie. We see manifest sympto- 
matic evidence of such unsuccessfully repressed, distorted impulses in 
self-destructive and obsessively ritualistic behavior, and in provocative, 
ambivalent moves for contact with the therapist. The origins and meaning 
of the child’s behavior may remain unintelligible for long periods, or 
the primitive and often frankly phallic nature of the child’s wish for 
contact may arouse in the therapist suppression and denial of its mean- 
ing, anxious withdrawal, or even retaliatory behavior. In this way a 
child may be only further convinced of his own essential “badness.” At 
the least a child may experience at such times rejection within an im- 
portant relationship when he seeks acceptance most poignantly. 


THE IDENTITY PROBLEM OF 
THE COLLEGE STUDENT 


(Joint Session of the Mental Health Section of the American College 
Health Association with The American Orthopsychiatric Association) 


PERSONALITY DIMENSIONS RELEVANT TO THE 
CONCEPT OF EGO IDENTITY 


Elizabeth Slocombe 
The University of Michigan Mental Hygiene Department 
Student Health Service, Ann Arbor, Michigan 


As a complement to the papers by Dr. Wilms and Mr. Keye on the 
subject of identity, this paper discusses some of the personality dimen- 
sions observed in college students as they might be predicted by Erikson’s 
theory of epigenesis. 
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In this theory, the personality of postadolescents who are undergoing 
an identity crisis must be considered as the result of the formation of 
personality during the first four psychosocial stages of development. 

After a brief consideration of the processes occurring in each stage, 
some effects of each stage on later personality formation are suggested 
and illustrated in frequently observed behavior of college students. This 
is an attempt to predict from theory, rather than the reverse of attempt- 
ing to explain observed behavior by reference to selected aspects of Erik- 
son’s concept of identity. 

Erikson’s definitions of identity suggest far-reaching possibilities but 
they are not stated in operational terms, nor are the definitions clear-cut. 
Time here imposes a limitation of discussion to only a few of the more 
strongly emphasized factors in his definitions. These factors are the in- 
dividual’s awareness of selfsameness and continuity, the use of defenses, 
the development of capacities, and relationships to meaningful groups. 
An examination of these factors brings out the desirability of comparing 
and possibly integrating Erikson’s theory of epigenesis with the theory 
of psychoanalytic ego psychology; other developmental theories, particu- 
larly Piaget’s; other self concept theories; the findings in group dynamics; 
and the current research on cognitive style. An operational statement of 
this concept would help greatly to encourage further research on identity, 
of which very little has so far been done. 

The occurrence of a crisis in identity formation at postadolescence is 
the central point in Erikson’s contribution to understanding college stu- 
dents. This crisis is hypothesized to be universal and optimally timed 
during postadolescence. Erikson emphasized the commitment to occupa- 
tional choice usually demanded of undergraduates in this crisis. 

Erikson’s theory has a great advantage of providing for the next stage 
of the student’s development of a life plan by preliminary experience 


with the next stage of intimacy for which a healthy identity is pre- 
requisite. 


CLINICAL MANIFESTATIONS OF IDENTITY PROBLEMS 
ON THE UNIVERSITY CAMPUS 


John H. Wilms 
Student Health Center, Purdue University, Lafayette, Indiana 


The objective of this presentation is to view the reactions of uni- 
versity students to stress, interpreting these reactions as manifestations 
of identity crises, as described by E. H. Erickson and others in recent 
literature. The author believes that this frame of reference is useful in 
the understanding and treatment of the maladaptive behavior seen in 
psychiatric practice within a university student health center. 

Homeostatic mechanisms of the personality are disturbed by a variety 
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of stresses during the career of the student on campus. These stresses, 
which lead to disturbances of self concept or identity, will be discussed, 
including parental attitudes, ambivalence toward the personality change 
involved in pursuit of education, the threat of new, undesired identifica- 
tions, and the new intimacy with peers. 

The reactions to identity crises available to students will be considered 
as choices leading to progression, fixation or regression, healthy or un- 
healthy behavior. The range of conduct from that of the ideal student 
through varying degrees of rebellion to psychosis and suicide will be pre- 
sented as responses to the anxiety of identity crises. 

Psychotherapy of these students reveals problems which may be par- 
tially resolved by understanding of the phenomena described in this 


paper. 


INDIVIDUAL PATHOLOGY IN THE 
SOCIAL MILIEU 


(Session arranged by the American Orthopsychiatric Committee on 
Social Issues.) 


SOCIOCULTURAL FACTORS IN THE 
DEVELOPMENT OF PSYCHIATRIC DISORDERS 


Charles C. Hughes 
Center for Advanced Study in the Behavioral Sciences 
Stanford, California 


The focal question is: How do social and cultural forces help to 
create aberrant behavior in individuals and groups of individuals? An- 
swers to this query are heavily influenced by assumptions made with 
regard to other questions, such as basic characteristics and potentialities 
of the individual, source of his sentiments and values, nature of his 
transactions with an environment, ontological properties of groups, and 
so on. Such assumptions in turn derive from the fundamental concep- 
tion of the individual in nature—the “idiographic” conception, focusing 
on that which makes him unique; the “specimen in a series,” one of many 
similar units; or the “medium” by which other patterns in nature are 
actualized, the constituent and sustainer of institutional forms. 

Depending on the view taken, the concepts and variables employed in 
research will differ. They may center on presumed intrinsic attributes of 
the person or the unit, or they may center on features of his environ- 
ment. In addition, they may be diffuse in their empirical implications for 
the unit or environment, or restrictive and segmental. 

The types of evidence presented as answers to the focal question de- 
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pend upon the concepts chosen. Use of a unit-segmental concept such as 
occupational role will yield types of data different from use of a concept 
such as urban residence (environmental-diffuse concept). And lying be- 
hind all concepts is the basic fact of the life-arc of the person, who as a 
changing organization and synthesis of experience moves through events, 
shapes them, and is shaped by them. 

The manner in which time as a factor is incorporated into the basic 
framework is of pre-eminent importance in influencing the type of an- 
swers suggested. Theories differ as to the relative importance of various 
points in the life-are in terms of susceptibility to social and cultural in- 
fluences. 

Broadly speaking, three types of research strategies have characterized 
investigation into the basic question: (1) the clinical, having advantages 
of close attention to empirical detail and intensive examination of the 
complexity of factors involved, disadvantages of self-selection of cases, 
lack of comparative data and common concepts and language; (2) the 
“culture personality,” conceptually embracing both the sociocultural and 
personality levels of phenomena, generating insightful hypotheses and 
investigating patterns of interrelationships, but often failing to define 
psychiatric aspects in meaningful terms, working with multiple concepts 
and techniques which make repetition and cross-comparison difficult; 
(3) the epidemiological, seeking as a first step to establish the empirical 
distribution of psychiatric phenomena with respect to social and cultural 
factors, having the disadvantages at present of alternative terminologies 
and psychiatric units but with the advantages of a basic inductive ap- 
proach that lays the groundwork for successive levels of refinement in 
delineating causal relationships, some of which have been implied by cur- 
rent investigations. It is suggested that this last-named approach will 
prove most fruitful in outlining answers to the basic question posed. 


DELINQUENCY MEASUREMENT AND PREDICTION 


FOLLOW-UP STUDIES. IV. APPLICATION OF 
GLUECK SOCIAL PREDICTION SCALE IN 
THE IDENTIFICATION OF POTENTIAL 
JUVENILE DELINQUENTS 


Carmen Miller Michael and Frances C. Coltharp 
University of Texas Southwestern Medical School, Dallas, Texas 


Sheldon and Eleanor Glueck have developed and published several 
Prediction Scales in the course of their work in criminology. The pres- 
ent study is concerned with an attempt to predict juvenile delinquency 
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through the use of the Social Prediction Scale as presented in Predict- 
ing Delinquency and Crime. 

Subjects for this study were 26 white males, aged 4 to 13 years, who 
were seen at the Dallas Child Guidance Clinic from 23 to 31 years 
prior to the follow-up. The follow-up consisted of a review of files of 
relevant agencies and institutions. The 26 subjects were comprised of 13 
boys with later records of juvenile delinquency, who were matched in- 
dividually according to various specified characteristics with 13 boys hav- 
ing no such records. 

The Prediction Scale was applied to the old clinic histories of the 
subjects by three judges, each a trained social worker and each working 
independently. The judges did not know the purpose of the study. They 
were asked to rate each case by checking the appropriate subcategory 
under each of the five factors of the rating scale: (1) discipline of boy by 
father; (2) supervision of boy by mother; (3) affection of father for boy; 
(4) affection of mother for boy; (5) cohesiveness of family. The judges’ 
ratings were than assigned the weighted “failure scores” developed by 
the Gluecks. 

To determine the extent of the judges’ agreement on their ratings, 
Pearson product-moment coefficients of correlation were calculated. The 
resulting r’s were .45, .57 and .62 (pooling the ratings increased the 
reliability coefficient to .80). Although these results show substantial 
agreement between the judges, there are many divergences of opinion. 
It therefore appears that there would be questionable accuracy in the ap- 
plication of the Glueck Social Prediction Scale by an individual judge to 
an individual subject. 

The total failure scores were divided into two classes, using the 
Gluecks’ suggested score of 250 or more to predict delinquency. (Pre- 
dicting this way, the judges agreed with each other 88, 92 and 81 per 
cent of the time. When the results are so treated, the Scale appears to 
be more reliable.) According to the pooled ratings, the judges would have 
accurately predicted delinquency in 92 per cent of the delinquent cases. 
However, delinquency would have been inaccurately predicted in 77 per 
cent of the nondelinquent cases. 

The nondelinquency group in this study was not a “well-adjusted” 
group. It was a guidance clinic group manifesting behavior which might 
be described as predelinquent. However, it is within this very group that 
a predictive instrument is needed. A lowering of the cutting score did 
not significantly improve the predictive judgments. 

It is concluded that although the judges did agree well with one an- 
other according to their final qualitative rating of the subjects, the quan- 
titative ratings indicated that even well-qualified judges differ more than 
one would hope in using the Scale. Even when used most reliably, the 
Scale did not accurately discriminate between the future delinquent and 
the future nondelinquent. 


266 CARE OF CHILDREN WITH PSYCHOTIC MOTHERS 


CARE OF CHILDREN AT HOME 
WITH SEVERELY DISTURBED PARENTS 


THE ADJUSTMENT OF CHILDREN WITH 
ACUTELY PSYCHOTIC MOTHERS 


James N. Sussex, Frances Gassman and Sherman C. Raffel 
Medical College of Alabama, Birmingham, Alabama 


Advances in psychopharmacotherapy have made it possible to main- 
tain many mentally ill patients on an outpatient basis. A clinic at the 
Medical College of Alabama has been treating selected psychotic pa- 
tients since 1957 with successful results in preventing hospitalization. 
However, it seems valid to ask: What effects might maintaining a gravely 
ill person at home have on intrafamily relationships, particularly on 
the children, if the patient is the mother? 

A preliminary study to evaluate the effects, if any, which occur in 
the psychosocial adjustment of children whose psychotic mother remains 
at home is reported. Selected for study were all children between their 
sixth and tenth birthdays whose mothers were receiving treatment in 
this clinic. The purpose of limiting the age to the latency period was to 
avoid the intrapsychic and interpersonal factors which would complicate 
adjustment in the preschool and adolescent years and to obtain an esti- 
mate of adjustment from one structured environmental situation, the 
school. 

The goal of the procedure was to acquire data concerning the child’s 
adjustment in the home, school and clinic. The method involved (1) ad- 
ministration by the social worker of a questionnaire type of rating scale 
to a responsible adult member of the family and to the child’s teacher, 
(2) psychological testing and structured psychiatric evaluation of the 
child. At re-evaluation three to four months later, the same scales were 
used by the same examiners. The data were compiled to determine 
changes in the psychosocial adjustment of each child and were studied 
in relation to family composition and the duration of the mother’s ill- 
ness. Findings tend to confirm those of Clausen, who observed that 
mothering is frequently the last function to be impaired by mental illness. 
Many children whose mothers have been under outpatient treatment for 
an extended period show no more significant degree of pathology than 
the children of mothers whose illness is of recent onset. This seems to 
prevail when the family is intact, in the sense of there being a father in 
the home, or when other relatives provide substitute or supplementary 
care for the children. 


Such studies will produce more conclusive data when children can be 
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systematically examined at or near onset of the mother’s illness and can 
be re-evaluated periodically for several years. The criteria and rating 
scales used in this study for measuring adjustment changes in children 
are not completely adequate. It is difficult for relatives and school refer- 
ences to provide objective judgments on some questions. The psychiatrist 
has difficulty in numerically rating on a scale clinical data ordinarily 
described verbally. Psychological tests now available are not sufficiently 
sensitive to detect subtle changes in adjustment. 

Nevertheless, results obtained thus far indicate that (1) it is possible 
to devise objective criteria for measuring the adjustment changes and 
adjustment potential of the child himself, (2) there is need for further 
study of the factors influencing family resourcefulness in mobilizing sup- 
portive measures for children, and (3) these should be taken into con- 
sideration when medical decision is made whether a mentally ill mother 
should remain at home or be hospitalized for treatment. 


MALIDENTIFICATION OF MOTHER-BABY-FATHER 
RELATIONSHIPS EXPRESSED IN INFANT FAILURE 
TO THRIVE. THE PEDIATRIC-NURSE-SOCIAL WORK 
TEAM AS A PRIMARY PREVENTIVE FORCE IN 
ESTABLISHING POSITIVE MOTHER-BABY 

SELF IMAGES 


Giulio J. Barbero, Marian G. Morris and Margaret T. Reford 
The Children’s Hospital of Philadelphia, Philadelphia, Pennsylvania 


Babies showing failure to thrive have been increasingly appearing in 
pediatric centers with symptoms of excessive crying, vomiting, rumina- 
tion and diarrhea. These babies weighed only a few ounces over their 
birth weights on admission to the hospital months after birth. In a num- 
ber of such instances, derangements in the cardiovascular, genitourinary, 
gastrointestinal, or central nervous systems were discovered. However, 
laboratory and radiological examinations revealed no clear explanation 
for the failure to thrive in the cases we are presenting. Contacts with the 
parents and observation of the babies revealed poor maternal self 
images which prevented the mothers from carrying the social role of 
nurturing parent. 

The pediatrician-nurse-social worker team discovered that losses of 
loved ones, absence of mother models, unresponsiveness of the babies 
and the criticism the mothers felt caused feelings of incompetence as 
mothers and as women in general. These mothers pressed the team mem- 
bers for routines and foolproof methods of child rearing. 

In setting up these cases, the pediatrician used an open frame of 
reference, promising only careful study of the baby’s physiology, growth 
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and development. No implicit or explicit promises for success or magical 
child-rearing methods were given. 

Parents were included in the team. They were respected and accepted 
as responsible parents as evidenced by their presentation of the baby for 
medical care. Our attitude was that the baby must be ill, or he would 
be thriving. Parents met this approach with relief at not being criticized. 
They were quick to cue us on their basic concepts about their situation 
and their child. 

The social worker was presented as the team member responsible for 
seeing the baby through his parents’ eyes, for helping them review the 
stresses parenthood presented for them, and to help them ventilate their 
fears and feelings about the diagnostic process. When these fears and 
feelings were nonmodifiable, the parents were encouraged to bring them 
up for discussion with the pediatrician or with the pediatrician and the 
social worker in the joint interview. 

Inquiry into the parent's life experiences produced information about 
their experiences in stress and tension management. Parents inevitobly 
included their own experiences in stressful situations: headaches, ab- 
dominal pain, muscular tension, fatigue, irritability and general feelings 
of uneasiness. They made the point that this was physiological tension 
not under conscious control. These experiences led parents to question 
whether the same situation could be true for their babies and if these 
tense situations could contribute to or cause these severe symptoms in 
their babies. 

The mother and the nurse were able then to move into the second 
stage of observation of the baby and the sharing of knowledge about the 
baby in a noncompetitive relationship. 

Fathers were also involved in the intervention process. When seen 
as procreators without their nurturing role in the family, fathers lose 
self-esteem. The fathers’ involvement in the diagnostic-intervention 
process provided opportunities for them to recreate or create positive 
parental images of themselves. When this process was successful, the 
mothers were able to turn to their husbands for support rather than 
exclusively to their babies. 

This dynamic approach tended to reflect potentially good parental 
self images. In creating interpersonal relationships for diagnostic pur- 
poses, neutral concepts of concern, stress and tension, were used, rather 
than positive or negative ones such as love or rejection, in an effort to 
prevent our prejudgements and a static diagnostic potential. In such a 
relationship, reality testing ability and self-esteem tended to increase. As 
the mother’s ability to nurture her baby increased, his tension was re- 
placed by comfort and the baby thus served as proof of his mother’s 
nurturing capacity. 

This method can furnish a dividend beyond diagnosis. It offers a pri- 
mary potential for prevention of the condition in which these babies 
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came to us. All these babies had previously been presented to well baby 
clinics and accident wards with these same symptoms. We believe this 
method would be transferable to pediatric areas where babies are first 
presented. We also believe this method would readily lend itself to re- 
search. 


MARITAL TREATMENT 


THE CONJOINT PSYCHOTHERAPY 
OF MARRIAGE PARTNERS 


Andrew S. Watson 
University Hospital, Ann Arbor, Michigan 


This paper describes the author’s goals, techniques and theories re- 
garding the conjoint psychotherapy of marriage partners. This consists 
of treatment of both marriage partners simultaneously by a single thera- 
pist, aimed at producing insight through interpretation of the multiple 
transference manifestations. 

After the therapeutic goal of clarifying the neurotically distorted 
marital communication system has been explained to the partners, a 
thorough individual anamnesis is taken of each and then conjoint ther- 
apy is begun. All interpretation in these sessions focuses on those as- 
pects of the dynamics which relate to the process of communication be- 
tween the spouses. The fact that marriage partners are psychodynami- 
cally interactive and complementary gives the therapist much thera- 
peutic leverage and versatility and facilitates comprehension of the in- 
dividual and marital problems. This greatly outweighs the disadvantages 
created by added complexity of the interaction. 

Various special problems are created by the method. For instance, the 
need to move more swiftly into material necessitates prompt psycho- 
dynamic comprehension and conceptualizing of the transference com- 
plex. Also, countertransference reactions are much more involved, but 
compensating factors facilitate handling them. 

Conjoint therapy appears to provide the distinct advantages of in- 
creased objectivity regarding data about the patients which increases 
reality testing potential for the partners, facilitates improvement in the 
family’s psychic functioning, and brings distinct economic advantages to 
the patients, treatment agencies and therapists alike. 

A specific statement of indications and contraindications is not yet 
possible. It does appear that conjoint treatment holds clear promise of 
usefulness in all types of psychological dysfunction in multiple family 
members who remain in interactive relationships. 
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MARITAL DISHARMONY: CONCURRENT PSYCHO- 
ANALYTIC THERAPY OF HUSBAND AND WIFE 
BY THE SAME PSYCHIATRIST. IV. THE 
TRIANGULAR TRANSFERENCE TRANSACTIONS 


Bernard L. Greene and Alfred P. Solomon 
University of Illinois, Chicago, Ill. 


Concurrent therapy offers not only therapeutic advantages in the man- 
agement of marital disharmony, but also a unique opportunity to gain 
additional information about family transactions. With added experience 
the operational techniques have become pragmatically more flexible. 

This paper will confine its interest to the study of the triangular trans- 
ference transactions as a therapeutic element in concurrent therapy. 
Five foci of transference phenomena will be presented as they occur in 
concurrent psychoanalytic treatment. The authors believe that this ex- 
panded concept of the transference reproduces with greater clarity the 
developmental psychologic growth of each spouse as these are reflected 
in the analytic situation and affords an opportunity to time interpreta- 
tions with greater psychoanalytic precision. 

The concurrent treatment of husband and wife by the same psychia- 
trist confirms the field, role and communications theories as valid means 
of explaining the transactions which occur in family life. The trans- 
actions include the transference neuroses, new object-relationships, in- 
teractions to the analyst as a person, countertransference phenomena, 
interactions of one mate to the analyst as component emotional feed- 
backs to the other spouse, and the interactions between the spouses to 
their nuclear and extended families and to the society in which they live. 
We have used the term psychoanalytic therapy both to differentiate our 
technique from psychoanalysis and to emphasize in every respect that 
we have utilized our knowledge of psychoanalysis, particularly the psy- 
choanalysis of dreams, in understanding and developing the therapeutic 
process in concurrent therapy. The technique is representative of a 
trend toward family treatment. Our main goal is eventually to deter- 
mine what modifications in our theoretical concepts and practice must 
be made to make concurrent therapy a useful technique. A condensed 
case history of one couple in our series of 50 will be reported. This 
series comprises those cases which have been studied collaboratively by 
both authors since 1955. : 
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CLASS AND ETHNIC FACTORS 
IN CHILD GUIDANCE 


EXPECTATIONS OF PSYCHOTHERAPY IN 
LOWER SOCIOECONOMIC CLASS PATIENTS 


Betty Overall and H. Aronson 
Psychiatric Institute 
University of Maryland Medical School, Baltimore, Maryland 


One of the greatest problems presented by lower-class patients is 
their minimal involvement in therapy. About half the patients terminate 
after only one or two interviews. It was felt that an important causative 
factor of drop-outs might be the patient’s negative evaluation of his 
initial contact with the therapist in terms of his expectations. Hollings- 
head and Redlich have described patients in the lower socioeconomic 
classes as expecting the therapist to be active rather than passive, warm 
and supportive. They state that the patients believe their difficulties to 
be physical in origin and expect medical rather than psychiatric treat- 
ment. 

To study the usefulness of an expectancy theory of drop-outs, four 
specific hypotheses were chosen: 


I. There is a general tendency among the lower social class patients 
to expect the therapist to assume an active medical role in the 
initial interview. 

II. The actual conduct of the interview by the therapist is less active 
or less medically oriented than the patient expects. 

III. Those patients whose anticipations are less accurate will be less 
likely to return for further treatment: that is, those patients who 
do not return for treatment will feel a greater discrepancy between 
the expectations and their perception of the interview. 

IV. The discrepancy between a patient’s expectations and his per- 
ception of the interview is a better prediction of return to treatment 
than is the discrepancy between a patient’s expectations and his 
therapist’s perception of the interview. 


Forty randomly selected lower-class patients were taken from an out- 
patient clinic population. They were administered a questionnaire con- 
sisting of 35 behavioral descriptions devised to test for the areas of ex- 
pectation suggested by Hollingshead and Redlich. 

The questionnaire was administered both prior to and after the pa- 
tient’s initial therapeutic contact to test for expectations and patient ob- 
servation of the interview. The therapists were also given the question- 
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naire at the conclusion of the interview to compare their perceptions of 
the interview with those of the patients. 

Results indicate that lower-class patients tend to expect a medical- 
psychiatric interview, with the therapist taking an active supportive role. 
Those patients whose expectations were most inaccurate were signifi- 
cantly less likely to return for treatment. It was also found that patients 
and therapists substantially agree with one another on the events which 
had taken place. However, the patients’ observations of the interview 
were a better predictor of return to treatment than the therapists’ ob- 
servations when both were compared with patient expectations. These 
findings corroborate the suggestion advanced by the authors that expec- 
tations are important in understanding the problem of high premature 
termination by the lower-class patient. 

Significance of these results for therapy with lower socioeconomic 
class patients are discussed. It is suggested that rather than simply 
screen out these patients as candidates for therapy, an attempt be made 
to bring the problems of expectations into consideration during the 
initial phase of treatment. 


CASE REPORTS OF TREATMENT 
OF THE ADOLESCENT 


TREATMENT OF A SEVERE PHOBIC REACTION OF 
ADOLESCENCE THROUGH FAMILY GROUP INTERVIEWS 


Saul L. Brown 


Department of Child Psychiatry, Mount Sinai Hospital 
Los Angeles, California 


The patient is a 17 year old girl suffering from a severe phobic reac- 
tion and from moderate obsessional symptoms. Before institution of the 
clinical procedure described in this paper, she had been treated first for 
six months as an outpatient, then for seven months on a small hospital 
ward organized as a therapeutic milieu, and later for several months, 
again as an outpatient. Her mother had been assigned to a therapy group 
during the patient’s hospitalization, and her father had been seen regu- 
larly for casework therapy. 

Despite this, the patient seemed to be making no progress and a retro- 
gression in her adjustment seemed imminent. She used her therapy 
hours for occasional expressions of anger, mistrust and fear, but she 
seemed unable to move on to productive insight. At home she could 
commit herself to nothing but an all-out effort to control her parents, 
especially her mother. She would hardly let mother out of her sight, 
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threatened suicide when her parents spoke of going out in the evening, 
and carried on a constant depreciative verbal vituperation against 
mother, while refusing to speak to father. 

Mother and patient were seen to be locked in a mutually regressive 
(symbiotic) relationship. From childhood, the patient had been a nar- 
cissistic object choice for mother and had been a displacement object for 
father’s hostility toward mother. The basic marital discord blocked a 
successful working through of oedipal ties to father and rivalry with 
mother. This, together with a somewhat narcissistic-schizoid personality 
organization, led to a regression from emerging adolescent sexuality. 
Mother’s marital frustration and her masochistic character offered ready- 
made compliance and reinforcement for the regression. The mother- 
daughter symbiosis in turn reinforced the marital failure. The patient’s 
continuing symptoms disguised the marriage conflict. 

Eighteen interviews with both parents together and 14 meetings with 
both parents and the patient reduced the symbiotic regression dramati- 
cally and freed the patient to return to school. Obsessional symptoms 
also were reduced. A floating anxiety state persisted and the marital con- 
flict remained severe but now manifest. 

The mother was repeatedly confronted with the manner in which she 
used the patient as a vehicle for her own depressive-masochistic retreat 
from life. Father could allow slight insight into his own covert depend- 
ency and his stoical-compulsive defense. Each parent ventilated painful 
frustrations with the other. Mother made manifest her deep rage at the 
patient. The therapist took the role of benign, firm authority but also 
offered a variety of confrontations and interpretations as the interaction 
allowed for these. The mother-daughter alliance against father became 
sharply evident to all three and they give it up. The patient herself pro- 
tested the parents’ plan for independence and admitted her rage that they 
might enjoy life when she cannot. Mother’s and daughter's unverbalized 
“death alliance” was exposed. 


ACUTE CATATONIC REACTION OF ADOLESCENCE 


Leonard Kurland 

University of Southern California School of Medicine and In-Patient 
Psychiatric Treatment Service, Los Angeles County General Hospital 
Joseph D. Teicher 

University of Southern California School of Medicine and Child Psy- 
chiatric Service, Los Angeles County General Hospital, Los Angeles, 
California 


This is a preliminary report based on a study of 21 cases of catatonic- 
schizophrenic reaction of adolescence covering the age range 14 through 
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19. The study was carried out on the treatment service of the Psychiatric 
Unit of the Los Angeles County General Hospital. Sexual conflict situa- 
tions and fundamentalist or otherwise orthodox religious orientation of 
the family were regular features of most of our cases. We hypothesized 
that the sexual conflict situations grew out of incompatible sociocultural 
attitudes and normal adolescent psychological and physiological drives. 

With this as a working hypothesis and having defined the catatonic 
reaction as those schizophrenic reactions in which the body behavior and 
posture are the primary devices whereby the patient seeks to limit physi- 
cal contacts, we formulated the “defined body contact” technique as a 
means of facilitating the reversal of the catatonic behavior. These con- 
tacts were defined explicitly and implicitly as nonsexual and included 
shaking hands each time the patient was seen, sitting close to the pa- 
tient, putting one’s arm around the shoulder in a supporting gesture of 
encouragement toward some desired action such as eating. Joint family 
interviews were used with parents, patient, therapist and social worker 
as a setting for reenforcing the sanction to explore new (hitherto forbid- 
den) attitudes and behavior. 

Fourteen of the cases involved disruptive homes for significant pe- 
riods of childhood or adolescence and all of our cases are from the low 
and very low middle-income group. Nine of the patients came from 
fundamentalist church backgrounds including the Assembly of God, 
Nazarene, African Baptist and Jehovah’s Witnesses. Five came from 
Roman Catholic affiliations, all of them having had parochial schooling, 
with transfer to public schooling during the period of adolescent emer- 
gence. Incest was a factor in four of the female cases and masturbatory 
guilt was a prominent reaction in the remainder of cases. Sex education 
consisted mostly of misinformation and threats of dire consequences for 
sexual activity. Mostly, sex education was not given. 

In 13 of the cases, the catatonic symptoms remitted in days to sev- 
eral weeks; 7 required electroshock therapy and one patient was trans- 
ferred to a state hospital. The range of hospital stays was from 23 to 
125 days. Of the 21 patients, 20 returned to their homes or to non- 
institutional residences. The length of stay in the hospital in most cases 
was extended beyond the time we felt the patient actually needed to be 
hospitalized, in order to prepare further the outside environment to 
which the patient was returning. 

We do not have comparative studies with groups of patients from 
different socioeconomic-cultural groups and the idiosyncratic behavior of 
the therapist toward his patient may never really be standardized. We 
believe that useful extension of this preliminary study would include a 
long-term follow-up study both of the patients and of subsequent adoles- 
cent sibling emergence in the families; the latter in relation to alterability 
of family attitudes toward adolescent strivings as affected by exposure to 
family therapy. This might then lead to a plan of study aimed at evolving 
a preventative psychosocial therapy. 


i 
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PUPPET PLAY OF A PSYCHOTIC ADOLESCENT GIRL 
WITHIN THE PSYCHOTHERAPEUTIC PROCESS 


Rudolf Ekstein 
Reiss-Davis Clinic for Child Guidance, Los Angeles, California 


The sixtieth session of the psychotherapy of the patient, approxi- 
mately 16 years old at that time, will be analyzed. This will serve to 
elucidate the nature of psychotic puppet play in terms of the transfer- 
ence psychosis, the fluctuating struggle of fragmented introjects, and the 
technical leverage of the psychoanalyst, as well as his interpretive choices. 

The taped session, in addition to the therapist’s notes of this hour, 
will be used, thus allowing a better understanding of this interview be- 
tween the patient, her puppet and the psychotherapist. The psychothera- 
pist and the patient discuss the patient’s conflicts via the puppet, which 
she has spontaneously introduced in this hour. This puppet, at first ex- 
pressing the views of the maternal aunt who takes care of the patient, 
slowly changes into the voice of insight and identifies almost impercepti- 
bly with interpretive views of the therapist. One has the impression that 
the psychotic patient starts to play via the puppet which she controls, 
who is at the same time allowed to absorb certain notions of the thera- 
pist, with the idea of recovery and normalcy. Children’s puppets usu- 
ally express the forbidden wish or the parental threat. This puppet be- 
comes the voice of cautious play with ego integration. It is as though 
secondary process functioning, reality testing and the educational task 
are tried out via the psychotic puppet play. 

The clinical material, as it will be reproduced on tape, will allow a 
further look at psychotic play and psychotic acting-out, as well as the 
intervention choices of the therapist. 


THE CHILD CARE WORKER IN 
RESIDENTIAL TREATMENT 


THE BASIS OF RESIDENTIAL TREATMENT 


Joseph J. Reidy 
Towson, Maryland 


The author proposes as the basis of residential treatment the thera- 
peutic operations which Freud has stated in his paper, Analysis Termi- 
nable and Interminable. These are (1) understanding of traumatic factors 
in the etiology of the illness; (2) assessment of the relative strengths of 
the instincts which have to be controlled; and (3) modification of the 
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ego. To these three therapeutic aspects the author relates the qualities of 
maturity which are necessary in the staff; the ways in which the staff 
uses various modes of treatment to bring about necessary changes; and 
how work with the family and the environment influences these opera- 
tions, particularly in the case of traumatic factors. 


Friday Afternoon, March 23, 1962 


TREATMENT OF CHILDHOOD SCHIZOPHRENIA—II 


MODIFICATION OF TREATMENT OF 
AUTISTIC CHILDHOOD PSYCHOSIS 


I. Hyman Weiland 
Eastern Pennsylvania Psychiatric Institute, Philadelphia, Pennsylvania 


Results of the application of a new treatment procedure, based on 
concepts of imprinting, for autistic childhood psychosis are described, 
and both advantages and limitations of the method are discussed. Al- 
though we have been able to induce some increase in relatedness, we 
have been unable to develop further social behavior. A number of con- 
siderations are offered to suggest treatment procedures for fostering fur- 
ther social development. The treatment attempts to reproduce condi- 
tions and experiences which are presumed to exist at the time that in- 
fants normally develop their first awareness of people as unique objects. 


THE USE OF FANTASY MATERIAL IN THERAPY 
OF A BORDERLINE PSYCHOTIC CHILD 


Gertrude Pollitt 

Jewish Children’s Bureau of Chicago 

Sherman C. Feinstein 

Michael Reese Hospital and Medical Center, Chicago, Illinois 


The therapeutic value in entering fantasy productions of a borderline 
psychotic child in the service of reality testing, ego integration, repres- 
sion and sublimation is illustrated. The therapist in her work with Ann, 
age 61⁄2 years, presented a consistent ego ideal who helped Ann with 
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reality testing and helped her repress acting-out through the therapeutic 
use of fantasies brought to treatment by the child. 

When Ann was first seen at the Jewish Children’s Bureau of Chicago, 
where she has been in treatment and in placement for the past five years, 
she was an anxious, profoundly disturbed child, fixated at the oral level 
of development. There was an inability to sublimate adequately and to 
channelize aggressive drives. C.A.T. stories indicated deep feelings of 
rejection and fear of abandonment by parents. The Rohrschach indi- 
cated a poor level of reality testing. 

Despite Ann’s original severe disturbance, some ego functions re- 
mained intact namely, her intelligence, although at first she functioned 
at a borderline level; her hopes for a better future; her initial fantasy of 
a good, caring mother; and her ability to differentiate between her thera- 
pist and her mother despite a strong symbiotic tie. 

Ann’s fantasy productions related to her basic traumas: (1) her fears 
of abandonment, (2) her identity, and (3) her aggressive and destruc- 
tive impulses. The therapist represented an extension of Ann’s ego who 
at first gratified many of her unmet affectional needs. She became the 
soothing, giving mother figure who accepted aggressive destructive im- 
pulses within limits. This illustrated in fantasy and re-enactment in 
sessions and in unacceptable drives. At first, by the therapist’s acceptance 
of Ann’s anxiety and guilt, the drives subsided—they proved not as 
destructive as she imagined. 

Only as the therapist entered Ann’s fantasies in the figure of the all- 
powerful magical person could she puncture the child’s omnipotent fan- 
tasy and implement reality testing. The later utilization of Ann’s fantasy 
of abandonment helped Ann toward the establishment of ego boundaries 
for herself. This resulted in a better integrated concept of herself. 


THE CONTRIBUTION OF PHYSICAL RESTRAINT TO 
AN UNDERSTANDING OF OTHER FORMS OF 
INTERVENTION DURING PSYCHOTHERAPY 


Samuel Susselman 
The Langley Porter Neuropsychiatric Institute, San Francisco, California 


An effort is made to identify what physical restraint, the most active 
of all active measures used in psychotherapy, has in common with the 
classical “passive” psychoanalytic techniques. 

Starting with the formulation advanced by Szurek and Berlin regard- 
ing the important role of physical restraint in the preliminary work with 
aggressive and destructive schizophrenic children, clinical examples are 
cited which illustrate the similarity between the effect of physical re- 
straint and other forms of intervention. The concept generalized and ex- 
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amined is as follows: Any kind of intervention into any piece of stereo- 
typed behavior which, by definition, is the expression of conflicted feel- 
lings, brings these feelings into awareness, however evanescently. The 
experience of emotion emerging from suppression, by its very appear- 
ance in awareness, is more therapeutic for the individual than the state 
of affairs which existed the moment before intervention unless the sub- 
jective experience of this emotion is interfered with by the attitude and 
behavior of the intervening individual. The subject matter is developed 
to demonstrate that as the patient learns to intervene more actively him- 
self, the therapist conversely becomes more passive. 


COMPARATIVE RESEARCH IN DELINQUENCY 


COMPARATIVE RESEARCH ON DELINQUENCY: SOME 
PERSPECTIVES FROM EUROPE AND JAPAN 


George A. De Vos 


School of Social Welfare, University of California, Berkeley, California 
Clyde E. Sullivan 

International Survey of Corrections, Institute for the Study of Crime and 
Delinquency, Berkeley, California 


The two papers will be given, followed by an integrated discussion 
concerning the perspectives gained through cross-cultural comparison of 
research on causes and treatment of juvenile delinquency. 

The Japanese perspective and the European are not as dissimilar as 
one might Suppose. Japan has become an urbanized, industrial nation. 
In this respect it is subject to social processes similar to those prevailing 
in most of Western Europe and the United States. The participants plan 
to comment on the similarities and differences in the social roles of 
adolescents, problems in family life, and other social environmental in- 
fluences seen comparatively. Particular emphasis will be put on empirical 
research in the various countries, Attention will be called to recent com- 
parative research findings, the social ecology of delinquency, the physio- 
logical developmental problems related to delinquency, and the tests on 
psychological personality factors involved in the genesis of delinquent 
behavior. There will be discussion of some of the implications of re- 
search for treatment measures. 


a P 
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BRAIN DAMAGE. I. DIAGNOSTIC PROBLEMS 


VISUAL PERCEPTION IN THE BRAIN-DAMAGED CHILD 


Marianne Frostig 
Marianne Frostig School of Educational Therapy 
Los Angeles, California 


A test of visual perception has been developed and standardized on 
more than 2000 public school children between 3 and 8 years of age. 
Perceptual quotients and age equivalents were calculated in a manner 
similar to that used in determining mental ages and intelligence quotients 
for evaluating intellectual functions. 

The test measures five relatively independent areas of visual percep- 
tion which have implications for school learning: eye-motor coordina- 
tion, figure-ground, form constancy, position in space, and spatial rela- 
tionships. The function of a visual perceptual test is to indicate the level 
of a child’s visual perceptual development and to predict difficulties in 
early school learning. Moreover, deviations from the normal pattern of 
visual perceptual development may have significance for the differential 
diagnosis of children with developmental disturbances. 

Our findings tend to show that, in the normal child, perceptual de- 
velopment is most important as an indicator of the child’s general de- 
velopment between the ages of 3 and 7 years and that perceptual re- 
tardation at this age level is usually accompanied by general maladjust- 
ment. 

In a sample of public school children, the classroom teachers’ ratings 
of classroom adjustment and the perceptual test results were correlated. 
The findings show clear agreement between disabilities in visual percep- 
tion and poor classroom adjustment at the kindergarten and first grade 
level. At the second grade level, the high correlation between visual per- 
ceptual disturbances and classroom adjustment diminishes. Our findings 
therefore support Piaget’s contention that the approaches of the child in 
communicating with the environment change at this age level, when cog- 
nitive processes gain dominance over perceptual ones. 

The findings of nearly all the relevant research studies confirm the 
frequency of perceptuai disturbances in children with probable or cer- 
tain brain damage, although there is disagreement as to the exact per- 
centage of the children so afflicted. Perceptual ability is also impaired in 
cases of emotional disturbance. Neurosis as well as psychosis inhibits 
the ability to perceive reality accurately. 

In a sample of children with certain or probable brain damage, both 
the total score and the scatter or range of scores deviated markedly from 
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the values for normal children. The average P.Q. of these children was | 


significantly lower than the average I.Q. 

Test results are used as the basis for special training and teaching 
procedures. A case history is given as an example of the changes which 
such training can bring about in children with perceptual disturbances. 
Samples of testing and training material will be demonstrated. 


BEHAVIORAL ASSESSMENT OF BRAIN DAMAGE 
IN INFANTS 


Judy F. Rosenblith 
Massachusetts General Hospital, Boston, Massachusetts 


This is a preliminary report of ongoing research on neonatal assess- 
ment and follow-up validations. This work is done in conjunction with a 
study of perinatal factors in child development. 

The period in which our primary focus has been on studying be- 
havioral techniques of neonatal assessment, using Graham’s measures 
as a basis, has come to an end. The test-retest reliability data for 
these measures, together with normative data on them as used by us and 
with our sample, has been published. 

Modifications were made in the measures as a result of this work. 
These changes include breaking the total maturation score of Graham’s 
battery down into subscores, eliminating an item from the maturation 
scale, scoring two items more finely, and considering auditory responses 
separately (as Graham had done with visual responses), Our final re- 
vision of the manual of instructions took these changes into account and 
gave additional specification to other items and to minor changes in pro- 
cedure. 

Our data led us to conclude that, working in the Providence Lying-In 
Hospital (where babies routinely go home in the fourth day), assessments 
made in the third day were most apt to represent stable and reliable 
behavior of the newborn. We also developed the hypothesis that the dis- 
crepancy between performance on the first day and performance on the 
third day might prove to be related to the degree of trauma suffered at 
birth and consequently might also prove to be prognostic. 

A tentative examination of the prognostic value of these measures 
(including subscores and discrepancy scores) is being made using the 
results of the pediatric examination at 4 months and of the psychological 
assessment at 8 months as the validating criteria. The 8 month assess- 
ment provides data on the performance of the infant on the Mental and 
Motor Scales of the modified Bayley Examination. Although the final 
analysis of the data will examine each item separately, the data cur- 
rently reported are only for the over-all Motor and Mental Scales. 
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The number of cases for whom we have both discrepancy scores and 
the 8 month Bayley Examinations is limited, so that the results for these 
measures can only be considered suggestive. 

A comparison will be made between our results and those obtained 
by Graham and Ernhart in their follow-up at 3 years of children tested 
as neonates. 


CEREBRAL DYSFUNCTION AND SEVERE 
BEHAVIOR DISORDER 


Max Pollack 
Department of Experimental Psychiatry, Hillside Hospital 
Glen Oaks, New York 


The neuropsychological deviance in hospitalized children diagnosed 
as schizophrenia is readily defined by the history and clinical examination 
(Bender, Goldfarb). In adolescent and adult patients, however, the dys- 
function often calls for more sensitive indices such as EEG, psychologi- 
cal tests and special neurological procedures (Kennard). 

These behavioral syndromes are classified as functional disorders be- 
cause neurological examination is generally negative. In part, this is due 
to the fact that standard neurological tests define focal abnormality and 
are less sensitive to diffuse cerebral dysfunction. For this reason special 
methods have been developed to detect diffuse dysfunction in the pres- 
ence of severe behavior disorder. These include tests, simultaneous tactile 
stimulation, postural and vestibular examination, motor proficiency ex- 
amination, such as tandem walking and Oseretsky tasks, tests of lateral- 
ity, speech measures, and activated EEG. These tests reveal a variety of 
deviant patterns at each age level which are significantly related to age 
of onset and type and severity of behavior disorder. 

Also, the response of the subgroup of patients with a history of severe 
childhood behavioral disturbance to psychotropic drug therapies differs 
from that of the group of schizophrenias, thus providing additional evi- 
dence of physiological abnormality. 

The use of neuropsychological techniques to define subgroups of psy- 
chiatric populations subsumed under functional diagnoses will be dis- 
cussed. 
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STAFF TRAINING ASPECTS OF RESEARCH 
PROJECTS IN THE CLINICAL SETTING 


(Joint Session of the American Association of Psychiatric Clinics 
for Children and the American Orthopsychiatric Association) 


NEONATAL AND MOTHER-INFANT OBSERVATIONS 
IN CHILD PSYCHIATRY TRAINING 


Karl Easton and Abram Blau 
Child Psychiatry Division, Mount Sinai Hospital, New York, N.Y. 


The educational value to trainees of a child psychiatry liaison unit in 
connection with the nursery and obstetrical service is described. This 
unit functions to observe neonatal and maternal behavior in the lying-in 
period, to study and treat problems of infant-mother relations, and pos- 
sibly to prevent psychiatric complications. The subsequent development 
of the baby and of infant-mother interaction is studied by monthly home 
visits in selected cases. The procedure of categorizing neonates accord- 
ing to their activity and responsivity is described. Case illustrations are 
offered to demonstrate the varied experience, for trainees, of behavioral 
differences in neonates, the variety of mother-baby interactional experi- 
ences, and the influence of the infant’s constitution on the mother, as 
well as the more commonly recognized reverse situation. 


APPROACH BEHAVIOR IN THE NEWBORN— 
THE IMPACT OF A STUDY ON THE 
RESEARCH ENVIRONMENT 


Justin D. Call, Robert Constas, Richard Rawson and Robert Settlage 
University of California Medical Center, Los Angeles, California 


The major purpose of the present report is to focus upon some of the 
problems ordinarily considered as peripheral to the major research focus. 

The project “Approach Behavior in the Newborn” was one which 
required intensive observation of infants (seven bottle-fed and ten breast- 
fed) and their mothers during each feeding for the first four days of life. 
Motion pictures were used to record mother-infant interaction. All ob- 
servations were made on the obstetrical unit of a teaching hospital. Our 
findings demonstrate that a specific adaptive modification of the various 
components of the rooting reflex and other inborn available movement 
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patterns are used by the human infant in approaching his specific mother 
and becoming anchored to her. The way in which the rooting reflex be- 
comes adapted to this use is related to the mother’s style of feeding. 

Some of our observations took place in the newborn nursery. The 
nursery nurses were initially somewhat surprised by our attention to 
“their” infants and later began teasing the observers about how they 
might be able to teach the nurses how to feed the babies. We understood 
the teasing as a method which afforded the nurses an opportunity to 
express some anxiety about our trespassing and did not discourage it. 
We elicited the help of the nurses in making observations upon the in- 
fants and upon the mothers. 

Contact with the Department of Pediatrics and the Department of 
Obstetrics and Gynecology involved primarily a series of communica- 
tions designed to make clear what we were attempting to do. Once hav- 
ing received permission to proceed we have availed ourselves of all 
opportunities to include their participation in the project. We expect 
further and more involved collaboration in the future. 

When opportunity is provided for active participation of research sub- 
jects and of people in the environment of a research project, resistance 
and anxiety can be fruitfully converted into a collaborative creative ef- 
fort with therapeutic value for the subjects and teaching value for mem- 
bers of the research environment. 


TRAINING OF MEDICAL PEDIATRIC 
AND PSYCHIATRIC STUDENTS 


THE CONTRIBUTION OF THE SOCIAL WORKER TO A 
PSYCHIATRIC RESIDENCY TRAINING PROGRAM 


Margaret L. Shively and William A. Phillips 
Eastern Pennsylvania Psychiatric Institute, Philadelphia, Pennsylvania 


At the Eastern Pennsylvania Psychiatric Institute, the dimension of 
viewing the patient within his social milieu is added to training for psy- 
chiatry by the integration of social work into the resident’s experience, 
beginning in his first year of training. This interdisciplinary learning ex- 
perience progresses from total casework coverage of the resident’s pa- 
tient roster in the first year of training on the adult inpatient service, to 
the expectation that by the third year in the outpatient clinic the resident 
will have developed a basis in experience for making selective referrals, 
Psychiatric treatment is supported by casework with significant relatives 
on relationship problems with the patient. Casework service to the pa- 
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tient is also provided with regard to his functioning as a member of his 
family and of society. 

Partnership team structure in which decisions are made mutually by 
those concerned is basic to interdisciplinary training for psychiatry. The 
staff psychiatrist integrates the social worker’s contribution into the 
over-all clinical experience of the resident and resolves differences of 
opinion among team members in the best interest of the patient. The 
casework supervisor teaches the special aspects of the team relationship 
which are involved in the caseworker’s conscious use of himself as a re- 
source person in the resident’s learning experience. Supervision also en- 
ables the training social worker to resolve the conflicts and handle the 
stresses which may be involved for him. The social worker is thereby 
able to maintain a consistent attitude toward the resident as the latter 
learns to deal with the anxieties inherent in the learning process in the 
helping professions. 

Training responsibility requires specific attributes of professional and 
emotional maturity in social service staff. A therapeutic atmosphere 
which combines understanding of the principles of dynamic psychiatry 
with appreciation for the significance of social factors in mental illness is 
prerequisite to the integration of social work into residency training. An 
administrative climate is needed in which social work is viewed, not as a 
subsidiary function of psychiatry but as a parallel discipline specializing 
in the relationship between the patient and his social milieu—family and 
community. 

The aims of involving social work training in psychiatric residency 
training are concerned with observation of the reciprocal effect of the 
patient's pathology and that of other family members; awareness of the 
potential for change in relatives as well as in patients; recognition that 
patients may be clinically improved but still socially disabled; and un- 
derstanding of those elements of the team approach which are most ef- 
fective for good patient care. The goal of training is an approach to 
treatment in which clinical recovery and stabilization of social and in- 
terpersonal functioning are regarded as interdependent dimensions of 
the therapeutic process. 


THE TEACHING OF OBSERVATIONAL SKILLS IN CHILD 
PSYCHIATRY TO FOURTH YEAR MEDICAL STUDENTS 


Marvin I. Shapiro 
School of Medicine, University of Pittsburgh, Pittsburgh, Pennsylvania 


An orientation course in clinical child psychiatry, given to senior 
medical students of the University of Pittsburgh Medical School as part 
of the program in psychiatry, is described. The objectives are to stimu- 
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late interest in the subject—its problems, goals and techniques—and to 
help students become better physicians by deepening their understand- 
ing of human behavior. 

The presentation focuses upon the specific methods of teaching the 
course which evolved out of six years’ experience. The method empha- 
sizes the principle that observation is the essence of medicine. The stu- 
dents observe the behavior and problems of several different families 
and learn to describe accurately what they see and hear. This ranges 
from the identification of anger in a parent’s voice to an awareness of 
the complex levels of irrational attitudes and pathological relationships 
present in the family. Pertinent observations also include the students’ 
subjective feelings as they react to what they observe. 

The course consists of six two-hour sessions; one instructor leads 16 
students. Edited tape recordings of family diagnostic studies supply the 
teaching materials for the first three sessions. 

In the first session, students study one family from a transcript of the 
tape. This technique sensitizes the students to the discrepancy so often 
present between what is said and how it is said. The critical incidents on 
the tapes were selected because they most clearly revealed the family 
personalities and dynamics. They are analyzed one by one. In the sec- 
ond session, students enact a family scene, using a verbatim excerpt 
taken from a different family’s tape recording as the script. Three stu- 
dents play the father, mother and son, while the rest react to the drama. 
The original tape recording is played afterward to check the observa- 
tions and inferences made. Session Three is devoted to the detailed anal- 
ysis of another family whose child presented a different problem. The 
fourth session, a child engaged in play therapy, is observed through a 
one-way vision screen. In the last two sessions actual intake interviews 
of a family selected from the clinic’s waiting list are conducted by the 
instructor before the students. 

Students are trained to describe what is going on first, before they try 
to explain why it is happening. Group consensus is used to confirm ob- 
servations made by one student. Completed clinical case records, origi- 
nal tape recordings and treatment notes serve as additional checks and 
help students distinguish valid observations from unconfirmed specula- 
tions. The progressive manner in which the exercises move from pre- 
pared laboratory material to clinical cases encourages student partici- 
pation. The material’s dramatic quality literally allows the cases to speak 
for themselves. The instructor consequently acts more as guide than 
authority. The preparation and step-by-step planning aim to minimize 
student anxieties and involve them deeply in the new learning experi- 
ence, 
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EVALUATION STUDIES OF CLINICAL 
TREATMENT PROGRAMS FOR CHILDREN 


A PSYCHOPHARMACOLOGIC EXPERIMENT IN 
A TRAINING SCHOOL FOR DELINQUENT BOYS: 
METHODS, PROBLEMS, FINDINGS 


Leon Eisenberg, Roy Lachman, Peter A. Molling, Arthur Lockner, 
James D. Mizelle and C. Keith Connors 

Departments of Psychiatry and Pediatrics 

The Johns Hopkins University School of Medicine and 

Boys Village of Maryland, Baltimore, Maryland 


Background—The present study was designed as a follow-up and re- 
finement of an earlier experiment at a training school for delinquent 
Negro boys. We had demonstrated a significant improvement among 
Subjects receiving either perphenazine or placebo, when compared with 
untreated subjects in a control cottage; the drug and placebo groups did 
not differ from each other. We were, however, uncertain of the validity 
of a comparison across cottages in view of rater variability. 

Design—Twenty-one subjects referred for difficult behavior in each of 
two cottages (42 subjects in all) were, after matching for age and pre- 
treatment symptoms, assigned in equal numbers to three experimental 
treatment groups: dextroamphetamine, placebo, no medication. Drug 
dosage was increased from 5 mg. per day to 40 mg. per day in gradual 
increments, the maximum dosage being administered for a three week 
period. Drug and placebo were dispensed in double-blind design; the 
untreated subjects were undisguised. 

Methods 

1. Each subject was rated by His house parent and his teacher on a 
43-item symptom checklist that permitted registration of intensity, Three 
ratings were obtained during a five-week pretreatment period, three 
during 11 weeks of “treatment,” and one four weeks after termination 
of medication. 

2. Peer perception and self-perception for each subject were meas- 
ured by sociograms before and after treatment. 

3. Body weight was recorded weekly. 

Results—Symptom checklist scores from school and cottage were 
analyzed separately as well as by means of an arithmetic average of the 
two. Primary analysis was based on composite ratings from Cottage A, 
as groups within Cottage B had to be dropped. 

1. Although all three groups showed changes during the pretreat- 
ment period, they did not differ from each other. 
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2. A significant difference in favor of the dextroamphetamine group, 
as against either the placebo or the no treatment group, was demon- 
strated for the last month of the treatment period. 

3. During the posttreatment month, the scores were no longer sig- 
nificantly different. 

4. In order to determine whether the treatment effects would hold 
up if all subjects were included, data from surviving subjects in Cottage 
B were added to those from Cottage A. The dextroamphetamine group 
continued to be significantly superior. 

5. Peer perception (but not self-perception) for the dextroampheta- 
mine group showed a significant betterment in comparison with the 
control group (.01) and trend toward significance (.1) in comparison 
with the placebo group. 

Toxicity—Although mild insomnia and anorexia were reported by 
some subjects on drug, in no case was it necessary to discontinue or 
diminish medication. However, significant weight loss (7 1b.) occurred 
among the subjects receiving dextroamphetamine. 

Discussion—On several relatively independent measures of adjust- 
ment (school ratings, cottage ratings, sociograms), significant improve- 
ment attributable to dextroamphetamine has been demonstrated despite 
variability (noise) in the scales employed. Issues related to study de- 
sign, institutional atmosphere and statistical methods are discussed in 
the body of this paper. 


A FOLLOW-UP STUDY OF “TREATED” AND “UNTREATED” 
CHILDREN FROM ONE TO FOUR YEARS AFTER 
TERMINATION OF PSYCHIATRIC 

CLINIC CONTACT 


Peter Paul Komor 
Tompkins County Mental Health Clinic, Ithaca, New York 


This study’s main purpose was to investigate effects of psychiatric 
clinic attention on two groups of children under 19 years of age. One 
of these groups had five hours or less of clinic attention and was called 
“untreated.” The other group had more than five hours of clinic atten- 
tion and was called “treated.” 

The study used 50 treated and 50 untreated children, selected from 
the closed cases seen during the years 1953-56 at the Tompkins County 
Mental Health Clinic, Ithaca, New York. The two groups were matched 
approximately on sex, age and general diagnostic classification. Mothers 
and children were given structured interviews. Interviews covered socio- 
econmic aud vital statistics data; information about attitudes toward 
self; clinic and referral sources; subjective recollection of symptoms 


288 


FOLLOW-UP STUDY—TREATED AND UNTREATED CHILDREN 


and adjustment at time of clinic contact; and a comparison of symp- 
toms at time of clinic contact with adjustment at time of the follow-up 
interview. 

Findings can be summarized as follows: 


it 


In the demographic areas, parents of treated children tended to 
be better educated, more ambitious, better employed and some- 
what wealthier. 


. The interviews with the children indicated no differences between 


treated and untreated groups. By contrast, interviews with the 
mothers showed a number of differences between the two groups. 
This was interpreted as resulting from the decreased involvement 
of the children with both the clinic experience and the follow-up 
interview. The following findings regarding differences between 
treated and untreated groups are based on the interviews with the 
mothers. 


. The family’s decision to accept treatment was influenced by the 


members’ perception of the referral source’s authority role. Treated 
families approached the clinic with more positive initial attitudes. 
Untreated families who withdrew from the clinic frequently felt 
that their referral sources were highly authoritarian. 


. Families of both treated and untreated children reported adequate 


present adjustment in most cases. The treated children’s adjust- 
ment was reported to be better on the whole, although their origi- 
nal symptoms were described as more severe. 


. In cases where positive changes in presenting symptomatology 


were perceived, proportionately more mothers of treated than un- 
treated children attributed these changes to contact with the 
clinic, 


. A comparison of specific presenting symptoms showed that treated 


children had more symptoms at the time of referral but that their 
symptoms were more “treatable” and less acting-out in nature 
than those of the untreated group. 


. A comparison of specific symptoms at time of follow-up indicated 


that treated children had fewer residual and new symptoms than 
the untreated group. 


. Although improvement was reported for the majority of children, 


both treated and untreated, the unimproved treated children 
tended to have fewer hours of clinic contact than the improved 
treated children. 
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THE IN-SCHOOL GUIDANCE CLINIC: APPRAISAL 
OF ITS CONTRIBUTIONS 


Richard P. Emerson 

Dade County Child Guidance Clinic, Miami, Florida 
Edleff H. Schwaab 

Judge Baker Guidance Center, Boston, Massachusetts 


There is no full agreement on what type of mental health service best 
suits the needs of the public school system and by what steps such 
services can be accomplished. A definitive model of a school mental 
health program has not yet emerged—different types of schools use 
different approaches. One possible model, which has proved very 
workable, is that of an inservice branch of an established community 
child guidance center. 

In 1957, as a result of joint planning between the Judge Baker 
Guidance Center and the Newton, Massachusetts, Public School Sys- 
tem, an inservice clinic was staffed and put into operation to work in 
close collaboration with an existing pupil personnel department. An 
exceptionally favorable climate toward psychiatry had already been 
established in the community through the efforts of this department. 
The experiences gathered in rendering extensive clinical service through 
‘this collaborative arrangement have shown that certain advantages are 
gained which cannot be gained easily under differently structured pro- 
grams. 

The establishment and initial effectiveness of the in-school unit were 
of crucial significance for subsequent successes and contributions, Both 
the school and the clinic reached an early agreement regarding the 
modus operandi and their mutual obligations. The dual task of the 
in-school clinic was recognized as being, first, to provide a definitive 
diagnostic and treatment service to the disturbed school child within 
the educational setting where the disturbance is evident; second, to 
offer a mental health training program to educators which will enable 
them to relate the clinical understanding of emotional disabilities in 
children to their own knowledge of child development. When these 
two tasks were met through the common organizational structure of 
an in-school unit, a clinical thoroughness was employed which generally 
is not available in existing counseling services. In addition, a clinically 
enriched teacher training program was offered as an integral part of 
the educational setting rather than as a service superimposed through 
outside consultants. 

Communication and collaboration between clinic and school, aided 
by physical proximity, allowed feelings of conflict, even of alienation, 
between clinicians and educators to be reduced to negligible proportions. 
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Clarification of distinctions between professional disciplines occurred 
as collaborators established more strongly their own identity and role, — 
Through its organizational affiliation with the parental community insti- 
tution, the in-school branch maintained a level of clinical activities for — 
treatment in depth that was required for the more severe educational 
and psychological problems. Inservice training was directly provided 
through case-centered, extended team work with educators and through 
continuous consultative functions. It was directly formalized in differ- 
ent types of seminars which used case-oriented, didactic group-centered, _ 
or therapeutic group-centered approaches. E 

In this context the concept of preventive mental health can be de- 
fined as relating to the enhanced sensitivity of educators in dealing h 
with children who show signs of emotional disturbance and in demon- ~~ 
strating better judgment in initiating the referral process. 

School psychological services and the use of the school psychiatric 
consultant are seen as steps in the evolution toward more definitive — 
answers to school mental health problems. The in-school guidance clinic 
inherently presents many opportunities for such solutions, yet progress _ 
in this direction will be contingent on the readiness of the particular 
community. 


oe 


SOCIAL REINFORCEMENT AND 
BEHAVIOR CHANGE 


SOCIAL LEARNING THROUGH IMITATION OF 
ADULT MODELS 


Albert Bandura 
Stanford University, Stanford, California 


_ Although a certain amount of social learning takes place through 
direct training involving reward and punishment, much of a child’s 
behavior repertoire is believed to be acquired through imitation of the 
attitudes and patterns of behavior which the adults have never directly 
attempted to teach. A series of experiments concerned with the trans- 
mission of social behavior through imitation of adult models is de- 
scribed. 

An experimental test of the status envy, social power, and secondary 
reinforcement theories of imitative learning—This investigation was 
designed to study imitation in three-person groups representing proto- 
types of the nuclear family to test predictions derived from three dif- 
ferent theories of imitative learning. 

In one condition of the experiment, an adult served as controller of 
rewarding resources, a second as the consumer or recipient of these 
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resources, while the child, a participant observer in the triad, was essen- 
tially ignored. In a second condition, one adult controlled the resources, 
the child was the recipient of the positive resources, and the other 
adult was assigned a subordinate, powerless role. Following the social 
interaction, the two adult models exhibited divergent patterns of be- 
havior in the presence of the child, and the degree to which the child 
patterned his behavior on that of the models was measured. 

The results reveal that children reproduced substantially more of 
the behavior of the model who controlled the resources as contrasted 
with the powerless adult model. Triads in which the opposite-sex 
model controlled the resources elicited considerable cross-sex imitation 
from the children. 

A related experiment involving dyadic relationships demonstrated 
that children who experienced a prior nurturant rewarding interaction 
with a female model were approximately twice as imitative as children 
who experienced a relatively cold nonrewarding relationship with the 
same model. 

Imitation of film-mediated aggressive models—This experiment was 
designed to test the hypothesis that exposure of children to film- 
mediated aggressive models would increase children’s aggressive be- 
havior to subsequent frustration and would shape the form of their 
aggressive responses through imitative learning. 

One group of children observed real-life aggressive models, a second 
observed these same models portraying aggression on film, while a third 
group viewed a film depicting an aggressive cartoon figure. The results 
provide evidence for both the facilitating and modeling influence of 
pictorial stimulation. 

The influence of social reinforcement and the behavior of models in 
shaping children’s moral judgments—In this experiment a social learn- 
ing theory involving the principles of both social reinforcement and 
modeling were applied to a developmental problem that has been ap- 
proached by Piaget from a stage point of view. 

One group of children observed adult models who expressed moral 
judgments that ran counter to the children’s orientations and the chil- 
dren were reinforced with approval whenever they adopted the model’s 
evaluative orientation. A second group observed the models but re- 
ceived no reinforcement for matching the model’s behavior. The third 
group had no exposure to the models but were reinforced whenever they 
expressed moral judgments that ran counter to their dominant evalua- 
tive tendencies. 

The combined use of models and social reinforcement and the pro- 
vision of models alone were highly influential in altering the children’s 
moral judgments; social reinforcement alone was relatively ineffective. 

The implications of the findings based on these experiments and 
related studies for a social learning theory of personality development 
will be discussed. 
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REINFORCEMENT, VERBAL BEHAVIOR, AND 
PSYCHOTHERAPY 


Leonard Krasner 
Department of Psychology, Stanford University, Stanford, California 


In recent years there have been developing a series of investigations 
with children, adolescents and adults (both normal and psychiatric 
populations) that have relevance for conceptualizing the psychotherapy 
process in terms of social reinforcement. Psychotherapy, in these studies, 
is conceived of as a lawful “influence” process within the broader con- 
text of studies of behavior control which also include studies of con- 
ditioning, hypnosis, role-taking, attitude influence, “brainwashing,” 
conformity and placebo effects. 

These studies emphasize the effects of reward and manipulation of 
environmental stimuli in controlling behavior. Studies in verbal operant 
conditioning, which are cited to illustrate aspects of behavior control, 
are influenced by learning theorists like Skinner. Viewed in such terms, 
psychotherapy is presented as a controlling and directive process, 
despite theories which emphasize nondirectiveness or “growth.” The 
major emphases in these studies are on changes in verbal behavior as 
a function of social reinforcement and on the relationship between such 
changes and changes in nonverbal behavior including physiological 
functioning. 

Psychotherapy can be investigated in terms of three sets of variables 
and their interaction—therapist, patient, and situational variables. The 
key concepts most relevant to conceptualizing psychotherapy in terms 
of behavior control include personality (therapist and patient), prestige, 
socioeconomic effects, role-taking, role expectancies, placebo effects, 
values, training (programming), types of reinforcement, schedules of 
reinforcement, atmospheres, antecedent contacts, instructional set, 
ambiguity, sensory input, sensory and social deprivation, awareness, 
generalization, learning models and social imitation. The therapist can 
be described as a “social reinforcement machine.” Most of these con- 
cepts are alien to the thinking of practicing psychotherapists, although 
they are relevant to investigating the psychotherapy process as prac- 
ticed today. 

Three major implications of these behavior control studies for psycho- 
therapy are discussed. First, psychotherapy can become a more effective 
process of behavior change as future studies clarify the relationship 
between the various variables involved. Secondly, greater emphasis 
would be placed on the techniques involved in training (programming) 
future therapists. Third, there is stress on the importance of research 
investigation into therapist value systems and their relationship to his 
role attitudes and effectiveness as a behavior controller. 
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When psychotherapy was viewed in terms of behavior control, a 
growing number of ingenious techniques was developed for manipulat- 
ing patient behavior. However, as psychotherapy becomes a more 
effective technique and as newer ways are developed of modifying hu- 
man behavior, a broader problem arises from society’s viewpoint. What 
are the criteria for desirable or “healthy” behavior to be and who shall 
decide them? Therapists, using current concepts of a “disease” model 
of psychopathology, are generally reluctant to face the broader issues 
involved and usually handle them by denying their existence. To the 
extent that at present psychotherapy is not completely an effective 
process, such denial can be acceptable. But all the implications of 
studies of behavior control point to the fact that “value” problems 
will have to be faced in the near future. 


SOCIAL REINFORCEMENT, ENVIRONMENTAL 
CONDITIONS, AND THE CHILD 


Edward Zigler 
Yale University, New Haven, Connecticut 


The view is advanced that social reinforcement, broadly defined, is 
a central construct for our understanding and prediction of the be- 
havior of children. The full heuristic value of this concept will only be 
approached when certain present errors in our thinking about social 
reinforcement are corrected. Among these errors is the tendency to con- 
ceptualize social reinforcers as homogeneous entities acting upon the 
child in a mechanical manner. At least three arguments can be mustered 
against such a view. 

First, the vast array of stimuli that have been employed as social 
reinforcers—for example, smiles, nods, attention, verbal comments of 
various kinds, proximity—is much too heterogeneous to represent func- 
tional equivalents of some underlying homogeneous entity. Indeed, such 
reinforcers lend themselves quite readily to structural analyses which 
reveal differences in respect to meaningful psychological dimensions. 

Second, the mechanistic view does not appear to recognize a central 
characteristic of children, namely, the relatively rapid change in their 
structure over time. To say that a reinforcer is equally efficacious for 
the infant, for the 2 year old and for the 10 year old is patently in- 
correct. An understanding of how reinforcers can affect the behavior 
of children can only come about through a careful analysis of the in- 
herent characteristics of the particular reinforcer in question, with a 
full appreciation of the particular structure of the child to whom the 
reinforcer is being dispensed. t 

Third, the effectiveness of social reinforcers at any point in the life 
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cycle depends upon the total social reinforcement history of the child, 
the degree of early social deprivation or satiation being especially im- 
portant. 

Thus the argument is being advanced that any full understanding of 
social reinforcers requires (a) an analysis of the particular social re- 
inforcers being employed; (b) an appreciation of the structure of the 
child receiving the reinforcer, with special attention here being paid to 
the developmental level attained; (c) an awareness that differences in 
social histories produce differences in behaviors for social reinforcers 
within any given developmental level. 

Several studies conducted by the author and his colleagues will be 
presented as evidence for this last-cited view. Included in these studies 
are investigations of the effectiveness of social reinforcement as a func- 
tion of such variables as the particular social reinforcers employed, age 
of the child, early social history, birth order, institutionalization, and 
the relative degree of success experienced by the child in his efforts 
at mastery. These studies are employed to advance the argument that 
a major factor in determining the efficacy of any reinforcer is the 
developmental level attained. 

Underlying this argument is the view that early in development social 
reinforcers are valued for their hedonistic quality, while later in de- 
velopment social reinforcers become cues for self-reinforcement. It is 
this shift in the nature of social reinforcement that is central in the 
child’s progression from dependency to autonomy. As a corollary to 
this view, the position is advanced that there is an optimal amount of 
social reinforcement which the young child should receive when either 
deprivation or continuous satiation of such reinforcers has a detrimental 
effect on the development of the child. 


FAMILY APPROACH IN THE DIAGNOSIS 
AND TREATMENT OF THE CHILD 


TWO METHODS OF ANALYSIS OF FAMILY DIAGNOSTIC 
DATA IN A CHILD GUIDANCE CLINIC 


Robert J. Drechsler and Marvin I. Shapiro 
Pittsburgh Child Guidance Center, Pittsburgh, Pennsylvania 


This paper illustrates how statistical analysis may supplement and 
enrich clinical observations and contribute to their reliability. The clini- 
cal data derive from a systematic procedure for the diagnostic study 
of total families in a child guidance clinic. This procedure included an 
80 to 90 minute session with each family. Sessions were tape-recorded 
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and were observed through a one-way screen. Each session was divided 
between an interview with the whole family and a standard family task 
performed by the family in the interviewer’s absence. The interview 
probed the family’s views of the problem with their child; the family 
task concerned a 20-item family questionnaire which they were asked 
to discuss together. Families were selected from the Child Guidance 
Center’s waiting list. Thirteen families were studied. 

Each tape recording of a family session was sampled in two ways: 
(1) For clinical purposes. Twenty minutes of material were arbitrarily 
selected to present in condensed form the salient features of the family’s 
interactional pathology. (2) For statistical purposes. Twenty one-minute 
segments were extracted at equal intervals throughout the family ses- 
sion, thus providing a sample which was uninfluenced by experimenter 
biases. These samples were independently scored by counting the num- 
ber of times each person spoke to any other person during each sampled 
segment. 

The arbitrary sample and the systematic sample were used con- 
jointly in three general ways: (1) to test clinical hypotheses about spe- 
cific families, (2) to test clinically observed similarities between families, 
and (3) to test for similarities and differences which had not been 
identified clinically. 

These uses were illustrated by relating statistical methods of evaluat- 
ing data to specific clinical data, including verbatim transcripts of criti- 
cal incidents in the family sessions. In this way we have tried to illustrate 
a program of active collaboration between research methodology and 
clinical practice. 


PARENT EDUCATION FOR 
CHILD MENTAL HEALTH 


(Memorial Session to Dr. Luther E. Woodward, Past President of the 
American Orthopsychiatric Association, who was to have presented a 
paper in this session.) 


MENTAL HEALTH EDUCATION FOR 
MOTHERS OF SCHOOL CHILDREN 


L. J. Borstelmann 
Durham Child Guidance Clinic and Duke University 
Durham, North Carolina 


This is a report of a three-year demonstration project in the parent 
education approach to the promotion of child mental health, supported 


EN 
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by a grant from the U.S. Public Health Service. A child’s readiness and 
aptitude for school adjustment were assumed to be a function of some 
optimal balance between parental expectations and child behavior. 
Excessive expectations would be frustrating and tension-producing for 
the child, inhibiting adaptation to new situations. Too few expectations 
might fail to promote the child’s learning and social maturity. The 
project was developed to determine the relation of maternal expectations 
to school adjustment and to explore the utility of a parent education 
program for modification of expectations. 

A parent education program was designed for mothers of first grade 
children to facilitate examination of their own expectations for maturity 
of child behavior and discrepancies in terms of child performance. The 
program consisted of six weekly sessions early in the school year, each 
session containing a brief presentation of considerations about a major 
area of child behavior (aggression, dependency, affection, larning) 
followed by open group discussion. ` 

A questionnaire was developed to measure the general level of 
maternal expectations and child behavior. All mothers of children 
entering first grade during two successive years were administered the 
questionnaire during the summer preceding school entrance. Two-thirds 
of the mothers for each class were invited and urged to participate, the 
remaining third serving as control groups. All mothers were read- 
ministered the questionnaire after completion of the parent program. 

The effect of the education program upon maternal expectations and 
perceived child discrepancies was related to the extent of program 
participation. The more frequent attenders reported greater initial 
discrepancies, suggesting greater awareness of both parent and child 
behaviors. The effect of active program participation was variable, some 
mothers showing much shift and others none. By contrast with both 
controls and nonattenders, the repeaters showed increased permissive- 
ness of aggression, but made greater demands for independence. The 
mothers who attended only one meeting or none tended to deny dis- 
crepancies in the follow-up questionnaire. The control group showed 
only the normally expected increment over the six-month interval. Dif- 
ferential program participation by the mothers was not related to the 
child’s school adjustment. 

The project is continuing to explore the modification of parental 


expectations with other population samples, Negro and white, middle 
and lower class, 
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BEREAVEMENT IMPACT ON THE FAMILY 


ON REPLACING A CHILD 


Albert C. Cain 

Childrens Psychiatric Hospital, Ann Arbor, Michigan 
Barbara S. Cain 

Ypsilanti Family Service, Ypsilanti, Michigan 


A clinical study is reported of some latency and preadolescent chil- 
dren who had specifically been conceived in order to replace a child 
who had died because of illness or accident. The parents’ (particularly 
the mothers’) inability to resolve their mourning adequately is viewed 
briefly in terms of their personality structure—generally guilt-ridden, 
with major phobic, obsessive-compulsive and depressive trends—and 
their intense narcissistic investments in the dead child. The severity of 
the parents’ reaction is delineated, culminating in their decision, arrived 
at independently or on the basis of professional advice, to replace the 
dead child with a new one by conception or adoption. 

The setting encountered by the new child is described: his family 
still in mourning, focused on the past and yearning for the dead child, 
frequent family visits to the cemetery, discussions of caretaking of the 
grave, enshrined photographs and continual talk of the dead child. The 
parents’ imposition of the dead child’s identity on the substitute child 
is evidenced by their slips; by their constant identifications of the two 
children in way of walking, talking, facial expressions, etc.; and by 
their basing of parental hopes, expectations and demands on the new 
child in terms of the hyperidealized image of the dead child. Pervasive 
unfavorable comparisons further reflect the parents’ inevitable disap- 
pointment with the substitute child. Also reviewed are the accentuated, 
even frenzied phobic concerns of the parents for the substitute child— 
the suffocating overprotection, restriction, overwrought warnings and 
vigilant inspections for illness thrust upon him. 

This pathological family setting is shown to have direct reflection in 
the child’s psychopathology. The substitute children are extremely fear- 
ful, with widespread phobias particularly centered around illness, acci- 
dent and death, Closely and ambivalently tied to the overprotective mo- 
ther, they are immature, passive-dependent children with noteworthy ego 
restrictions, feeling small and vulnerable in a world seen as laden with 
danger. Morbid preoccupation and hysterical identification with the 
dead child’s physical symptoms are noted, along with continual re- 
verberations to any illnesses or deaths in their surroundings. Also found 
are distorted notions of illness and death and an identification-based 
certainty that they, too, will die as children. The effects of the substitute 
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child’s not being permitted his own identity, the imposed identifications 
and the continual comparisons are described, along with the child’s 
inexpressible rage at the image of his invincible dead rival. 

The parents’ mourning is contrasted with notions of the tasks in- 
volved in the successful resolution of mourning. The attempt at “re- 
placing” a child is viewed as a pseudo resolution of mourning. The 
seeming turn to a new object is analyzed as an attempt to retain or 
regain the lost object. The value of a close analysis of the bereaved’s 
relation to new objects is stressed. Preventive implications are drawn 
from these cases, some tentative signs are suggested for assessing the 
dangers in attempts to replace dead children, and emphasis is placed 
upon the physician’s responsibility to the entire family unit upon the 
death of a child. 


EARLY PARENTAL DEPRIVATION AS A FUNCTIONAL 
FACTOR IN THE ETIOLOGY OF SCHIZOPHRENIA 
AND ALCOHOLISM 


Josephine R. Hilgard and Martha F. Newman 
Stanford University, Stanford, California 


Many have attempted to show that adverse environmental conditions 
during childhood, such as parental death, have resulted in long-delayed 
adverse effects discernible among those who become delinquent, psycho- 
neurotic or psychotic. This paper considers only one aspect of parental 
loss by hospitalized schizophrenic and alcoholic patients—that of age 
at which loss by death of a parent was sustained during childhood. 

A total of 1561 schizophrenic patients (631 males, 930 females) 
and 929 alcoholic patients (678 males, 251 females) from a state hos- 
pital was compared with a control group of 1096 cases (478 males, 
618 females) from a nearby representative urban community. The 
findings by Barry and Lindemann (1960) with regard to age of child- 
hood loss among neurotic patients were utilized for comparison. The 
results can be summarized as follows: 

Schizophrenic women show loss of a mother or father at a significantly 
earlier age than the control subjects. The mean age at mother loss among 
the control subjects was 8.4 years, while among schizophrenics it was 
4.93 years (significantly different beyond the .0001 level). While mean 
age at father loss for the control group was 9.45 years, for the schizo- 
phrenic women it was 6.37 (difference Significant at the .0001 level). 
Schizophrenic women who have lost mothers tend to have lost them 
excessively in the earliest years, through age 5. 

Mother loss among the women in all three diagnostic categories— 
psychoneurotic (from Barry and Lindemann), alcoholic and schizo- 
phrenic—is earlier than among those in the control group who lost 


OBSERVATIONS ON MAJOR LOSS IN FAMILY 299 


mothers. Age at father loss is earlier for alcoholic and schizophrenic 
women but not for psychoneurotic ones. 

Although schizophrenic men have lost mothers more frequently than 
controls, neither schizophrenic nor alcoholic men show differences in 
mean age at loss, compared with the controls. 

Statistical and clinical data suggest that we are dealing with broad 
aspects of personality development. In this connection the following 
observations are pertinent: 

1. It is probably not the loss of a parent per se but the quality of 
the replacement which makes the crucial difference. The consequences 
of maternal death in one family cannot be equated with its consequences 
in another family, unless there is concomitant consideration of the 
quality and continuity of substitution available to the child throughout 
childhood and adolescence. 

2. Among the control group, replacement problems are more serious 
after mother loss than after father loss. It is not surprising, therefore, 
that the area of early mother loss should appear in accentuated form 
among the psychoneurotic women studied by Barry and Lindemann; 
father loss was not elevated. Schizophrenic women, more seriously dis- 
turbed, show even greater mother loss at the early ages and an encroach- 
ment on the more stable area of father loss. We find a progression in 
degree of disturbance from the normal to the psychoneurotic and to the 
schizophrenic based on the experience of early parent loss. 

3. Studies on early separation from the mother such as those by 
Freud and Burlingham, Bowlby, and Spitz, have been concerned almost 
exclusively with short-range effects on the child, while our studies have 
called attention to long-range effects of the same sort of deprivation, that 
is, to the adult consequences of parental death during childhood. These 
two approaches deal with a common problem and require theoretical 
integration. 


SOME OBSERVATIONS ON MAJOR LOSS IN FAMILIES 


Donald Ottenstein, Kathryn Wiley, and Gershen Rosenblum 
South Shore Guidance Center, Quincy, Massachusetts 


The evaluation of a series of cases seen at the South Shore Guidance 
Center characterized by a major loss of a parent (the father) is analyzed. 
This paper attempts to describe the effects of this loss on family dy- 
namics, The multidisciplinary approach to diagnosis and treatment of 
the child and parent as well as some of the public health implications 
of such cases are discussed. 

Interest in the significant impact of loss on children has grown. 
Bowlby maintains that grief and mourning in the infant or child before 
three do occur and have permanent effects on later development. 
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Our cases deal with an older group (ages 8 to 15). School phobias 
and/or behavior problems are the two main symptom categories for 
which parents request help. Treatment for some of the children with 
more severe symptoms (i.e., massive inhibition) may have to begin with 
home visits. In addition to dealing with the immediate loss, earlier 
problems such as separation and dependency must be worked through. 

In casework with the mothers of this group, an attempt is made to 
describe three important features dealing with family functioning and 
casework treatment: (1) family equilibrium prior to the death of the 
father; (2) effects of the loss of the father on the total family function- 
ing, and (3) the implications for active casework intervention with the 
mother. 

The death of the central figure, the father in the family, is a major 
disruptive influence. It involves the realignment of the role of the mother 
so that she can assume responsibility for the whole family. In this group 
of mothers, interference with the normal process of grieving has im- 
mobilized them in dealing effectively with the children, that is, in setting 
limits and making reality demands. This in turn has made the ¢ ild’s ad- 
justment to the loss even more difficult. 

An evaluation of the psychological tests given to these children has 
focused on three areas: (1) the core conflicts, (2) the defensive struc- 
ture, (3) the effect of the recent loss upon the child’s adjustive patterns. 

An attempt has been made to demonstrate from the psychological 
tests that the nature of the child’s earlier conflicts and the degree of 
effectiveness of his coping mechanisms have a direct bearing on the ex- 
tent of his subsequent emotional disorganization. Certain existing core 
problems, such as marked dependency needs and/or hostile wishes 
toward the lost person, are seen as most likely to disturb the child’s 
psychic equilibrium and result in disruptive symptomatology. 

Early intervention in the family crisis in order to help its members 
through the grieving process and achieve a sounder equilibrium has 
many implications for the prevention of future difficulties. 


ENVIRONMENT OF THE CITY—SESSION Ill 


THE NEW ENVIRONMENT OF THE COLLEGE 


Benson Snyder 
Massachusetts Institute of Technology, Cambridge, Massachusetts 


Much thought and concern currently go into describing and under- 
standing those characteristics of students, faculty, curriculum and milieu 
which in proper interaction involve the student in an exciting educational 
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experience. Some of the efforts to describe either the ideal or the optimal 
college environment are compared with the Eighteenth Century’s search 
for Utopia and the Twentieth Century's reliance on the social planner. 
The relevance to social planning of the historical climate of opinion 
and current psychosocial definitions of identity are stressed. 

Examples of planning in various contexts are then presented. Brief 
excerpts from the Psychoanalysis of a Student and a Teacher illustrate 
some of the ways the individual's inner experience determines both his 
perception of and interaction with external events. Particular attention 
is focused on the individual’s adaptive response to a personal academic 
crisis. Where the therapist draws the line between his patient's inner and 
outer reality can be viewed as a strategic decision with social conse- 
quences determined in part by where the therapist expects to intervene. 

A crisis in a college dormitory is used to illustrate the range of in- 
dividual perceptions and reactions to the same milieu. This example 
also demonstrates the process by which the college environment can in- 
fluence the adaptive response and coping mechanisms of individual stu- 
dents. i 

Planning an environment for a college must take account of how the 
experience will be perceived, the quality and quantity of available rela- 
tionships, and those psychological coping patterns most consistent with 
successful (as defined by institutions) adaptation to the given college 
environment. This becomes an example of planning on a psychosocial 
level, not limited to space and distance but including the climate of 
opinion and the individual’s sense of what is real. The challenges and 
usual transitions which the environment imposes on the individual are 
correlated with the extent to which the environment may intentionally 
and unintentionally put premiums on specific ego-adaptive patterns. 

The relevance of this concept of social planning to other situations 
is assessed. Some implications of the psychotherapist’s role for the social 
planner are also explored. 


“THE CHANGING IDENTITY OF NEGRO AMERICANS 


Harold R. Isaacs 
Center for International Studies, Massachusetts Institute of Technology 
Cambridge, Massachusetts 


Negroes are ccupying an increasingly major place in our urban popu- 
lations and have a correspondingly major stake in the solution of the 
whole mesh of problems surrounding urban change and development. 
They suffer most acutely all the tensions and conflicts arising out of 
poverty and have generally benefited last and least from social and eco- 
nomic improvements. Formerly this was the expected and accepted con- 
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dition. Today it presents itself in an atmosphere of great change affecting 
every aspect of life for Negroes in America. The tensions among Negroes 
are less and less the tensions of submission and endurance, more and 
more those of resistance and expectation of change. 

The established system of built-in deprivation for Negroes has been 
breaking down over the last decade. Negroes have successfully pushed 
through a great host of legal and social barriers to their normal en- 
joyment of their rights as citizens and as human beings. However, the 
great mass of Negroes now forming such a large proportion of city 
populations is still caught in the vise of social, economic and individual 
insecurities imposed upon them in the past. They still suffer the disabili- 
ties of their “second classness,” even while they are coming to realize 
that they no longer need submit to it. Hence their mood of increasingly 
intolerable impatience and frustration, expressing itself in many ways 
in all segments of the Negro population. Negroes, of whatever estate, 
are feeling the enormous pressure upon them to revise their entire view 
of their world, of their nearer environment and of themselves. This is a 
painful process fot the group and for the individual. Virtually no aspect 
of group or individual life is not now responsive to this pressure. 

The purpose of this paper is to suggest the critical role of world af- 
fairs, and especially of the African emergence, in creating this new pat- 
tern of attitudes and emotions among Negroes and forcing so many 
changes in their relationship with whites. 

The African emergence forces upon all Americans a peculiarly dra- 
matic demonstration of our need to deal with some of our most deeply 
imbedded attitudes and conceptions. In the minds of most Americans, 
the image of the black savage still hovers over all news from Africa, 
making quite a different thing, for one example, out of violence in Africa 
as compared to the same kind of violence anywhere else. In Negro 
Americans, this confrontation produces an even more complex and 
painful confusion, cutting into the core of what they think about them- 
selves and their place in American society and in the world, Everything 
in their universe is changing, too—those winds blow not only across 
Africa—forcing upon them new conceptions and self-conceptions.” 
Among these concepts are new ideas and emotions about Africa, the 
hitherto remote and rejected ancestral homeland. 

Negroes have to perceive and reconcile the great difference between 
the African nationalist’s achievement of his own political sovereignty in 
his own land and the American Negro’s continuing and still-unfulfilled 
struggle to achieve equality of status in an open, plural and free society 
where he remains a member of minority group. The swift and sudden 
pace of the African advance and the comparatively slow pace of the 
Negro’s advance in America aggravate and complicate this difference. 
In the one case, it has heightened the emotions of self-pride among Afri- 
can; in the second, it has sharpened the sense of frustration and im- 
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patience among some Negroes, while deepening the fear, despair and 


alienation of others. 

These are matters that appear and reappear in the great kaleidoscope 
of social and individual dislocations among all people now and in a 
peculiarly intense way among Negroes. No one trying to deal with the 
problems of people caught up in our great urban mess can afford to re- 
main unaware of them or insensitive to their effects. 


Se 
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ANOMIA, URBAN LEADERSHIP, AND THE 
APPRAISAL OF ABNORMAL BEHAVIOR 


Bruce P. Dohrenwend 
Community Psychiatry Research Unit, College of Physicians 
and Surgeons of Columbia University, New York, N.Y. 


The setting is a Health District in New York City. Referred to as a 
“bedroom community” for the City’s commercial and industrial center, 
the District has a population of about 270,000 individuals. Its families 
are mostly lower-middle and working class. The four largest ethnic 
groups are Jewish, Irish, Negro and Puerto Rican; among them, these 
groups include the large majority of the people in this ethnically hetero- 
geneous urban area. 

Two of the subcultures, the Jewish and the Irish, are relatively ad- 
vantaged socially and economically; in contrast, the Negro and Puerto 
Rican groups, concentrated in the slum sections of the District, are dis- 
advantaged in these terms. The particular focus of this paper is on com- 
munity leaders drawn primarily from these relatively advantaged and 
disadvantaged groups. The aim is to investigate the impact of the differ- 
ent subcultural backgrounds of these leaders on some aspects of their 
appraisals of abnormal behavior. : ; 

To this end, personal interviews were conducted with 87 leaders in 
the District. These were selected on the basis of formal positions of in- 
fluence in the area and/or on the basis of nomination as leaders by 
others in such positions. Included, for example, are state senators, as- 
semblymen, municipal court justices, police captains, businessmen, 
public school principals, clergymen of Catholic, Jewish and Protestant 
faiths, and heads of such organizations as local Chamber of Commerce, 
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League of Women Voters and Puerto Rican hometown clubs. Amoi 
the 87 are numbered, it is believed, the top leaders from all four of the 
main ethnic groups. i ” 

In the course of the interview, the leaders were asked to react to 
brief case descriptions of six fictitious persons, each illustrating a par- 
ticular type of abnormal behavior that, by clinical standards, would be 
diagnosed as mental disorder. Their responses to these six cases and to a 
number of other questions about deviant behavior indicate that anomic 
conditions in this urban area affect leaders’ appraisals of abnormal be- | 
havior. The nature and implications of this finding are explored. 


THE EFFECTS OF HOUSING ON 
PHYSICAL AND MENTAL HEALTH 


Daniel M. Wilner and Rosabelle Price Walkley 
School of Public Health, University of California, Los Angeles 


A sample of approximately 1,000 low-income families in various 
housing circumstances in Baltimore, Maryland, was followed up for a 
period of three years in regard to morbidity, mortality, personal and’ 
family adjustment, and school performance of children. The basic com- 
parison was between 300 (test) families (1,341 individuals) who moved 
from slum housing into a new public housing development and 300 (con- 
trol) families (1,349 individuals) who remained in the slum. The two 
groups of families were matched on demographic, health and adjustment 
characteristics in the “before” period of the study. 

The Health Survey—tIn the last two years of the “after” period, test — 
families were found to have lower rates of illness and of attendant dis- 
ability than control families. The difference was especially marked for 
persons under 20 years of age, test children in good housing ultimately 
suffering less than control children in three major categories of illness: 
communicable diseases of childhood, digestive conditions and accidents, 
and (to a lesser extent) respiratory infections. In the same periods there 
were corresponding differences in disability due to disease. 

The Adjustment Survey—Test-control differences were less sharp on 
the topics of family and personal adjustment, but, in general, residen 
of the housing development tended more than residents of the slum 
report 

a) Reductions in friction related to space, and increased likelihood 

for privacy 

b) More amicable relations with neighbors 

c) More common family activities 


REACTIONS OF SLUM FAMILIES 305 


d) Greater pride in neighborhood 
e) Improvement in position in life 
f) Improved general morale 


School Performance of Children—Comparison of school performance 
of children in the “after” period of the study revealed no improvements 
in I.Q., arithmetic performance test scores, or reading performance test 
scores. However, rehoused children were significantly more likely than 
slum children to be regularly promoted in school. This is most probably 
explained by the fact that control children had significantly more “absent 
days” per year than test children (corresponding to morbidity disability 
data). Thus, illness may not affect basic skills but it does seem to influ- 
ence the more global measure of school progress, promotions. 


SOME REACTIONS TO SLUMS AND PUBLIC HOUSING 


A. B. Hollingshead 

Yale University, New Haven, Connecticut 

L. H. Rogler 

The University of Puerto Rico, Rio Piedras, Puerto Rico 


The materials presented are drawn from an intensive study of families 
who live in San Juan, Puerto Rico. The families have been matched for 
age, socioeconomic status, marital union, and area of residence. The 
differentiating criterion between families is the mental status examina- 
tion by a psychiatrist. In one-half of the families, at least one spouse is 
suffering from schizophrenia. In the other half, both spouses are 
mentally healthy or, at most, they revealed neurotic symptoms to the 
examining psychiatrist. j ae on 

The study group, therefore, is composed of “sick” and well families. 
The well families are controls for the sick families. Each sick and well 
family was interviewed by trained field workers, who were themselves 
Puerto Rican, over a four- to seven-month period. Comparable data 
were gathered on each family by the use of eight schedules, supple- 
mented by direct observations of behavior. 3 ; 

All of the families live either in slums or in public housing projects. 
We described the physical environments of the families who live in each 
type of housing. The families who live in apartments in the public hous- 
ing projects are housed more adequately than families who live in the 
slums. They pay far less rent per month for their apartments than the 
slum dwellers, who rent, do for their humble homes. There is less crowd- 
ing in the apartments than in the slums. j F 

The reactions of slum families to their physical and human environ- 
ments are sharply different from the reactions of families in public hous- 
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ing apartments to their neighborhoods. Most slum dwellers like their 
neighborhoods; most dwellers in public housing dislike their neighbor- 
hoods. This finding poses a dilemma for social planners. 


Saturday Morning, March 24, 1962 


VALUES AND GOALS IN EDUCATION— 
SIGNIFICANCE FOR MENTAL HEALTH 


EDUCATIONAL VALUES AND PERSONAL CONFLICT: 
REPORT OF OBSERVATIONS AND RESEARCH 
AT HOME AND ABROAD 


Milton Schwebel 
New York University, New York, N.Y. 


Few values in American education possess a higher status than that 
of individual differences. Stemming from scientific findings on the 
uniqueness of individuality, the concept has achieved a pre-eminent posi- 
tion. Current studies in psychology are seeking to identify individual re- 
action patterns and styles of learning, knowledge which would enhance 
the schools’ ability to provide academic education to larger numbers. 
This is in sharp contrast with the current tendency to proliferate ability 
groups presumably in the service of individual differences but with the 
consequences of maintaining and widening the gap of functioning ability 
among children, 

The assumptions on which such educational structuring is based can 
be questioned. Early school achievement and the I.Q. are relatively 
stable measures of functioning ability, but neither one reflects immutable 
ability. Yet to treat functioning ability as static and to fail to increase it 
when it is insufficient for learning is to maintain it at its current level. 

The thesis of this paper is that the principle of individual differences 
appears in corrupted form in the assumptions that determine many edu- 
cational policies, among them ability grouping. 

Most American educational values are exemplary and they have en- 
abled us to achieve a school system that is a model. Education in coun- 
tries like Great Britain and Italy remains largely class-based. Despite 
our high valuation of universal education, American sociologists have 
delineated the many deleterious effects of being a lower social class child 
in American schools. 


~~. eee 
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The different orientation of the Soviet schools provides a rough com- 
parison with our own. The educators assume that with appropriate in- 
struction all but organically defective individuals are capable of success- 
ful academic study. This orientation is accompanied by demands for re- 
search on still unknown individual differences and especially on new 
methods of teaching. 

Low functioning ability can be conceptualized as reflecting the lack of 
prerequisites for primary education. Several European countries have 
incorporated a detailed curriculum into required nursery school educa- 
tion to correct this deficiency. 

Israel has in common with the United States the problem that many 
children of low socioeconomic and less popular groups have learning 
difficulties. A major research on reading demonstrates the possibility of 
successful teaching when methods are modified to suit the need. One 
part of this study reveals the great cost of failure in human suffering. 

The relationship between reading difficulty and delinquency is clear. 
The consequences of continued frustration are known. If the evidence is 
not yet sufficient to shake the assumptions on which our schools are cur- 
rently based, it is strong enough to call for further evaluation. Otherwise, 
there is the danger of a dual system of education. 


SELF-DIFFERENTIATION IN CHILDREN OF 
VARYING EDUCATIONAL BACKGROUNDS 


Patricia P. Minuchin 
Bank Street College of Education, Research Division, New York, N.Y. 


Modern trends in education have moved toward a broadening con- 
ception of the school’s role in the total psychological growth of the 
child—both because the maximizing of personal development and satis- 
faction is seen as an end in itself and because psychological growth and 
health are seen as intricately bound with learning and with effective 
intellectual functioning. A recent large-scale research project has been 
studying the psychological effects on children of schooling which differs 
in values, goals and methods along a general modern-traditional con- 
tinuum. The children, from four differing schools, are urban, middle 
class 9 to 10 year old boys and girls. The project has been studying their 
schools, their families, and the functioning of the children as observed 
in the classroom and through a series of individual interviews and test 
sessions, í 

This report presents findings concerning aspects of the self image— 
one important dimension of the study. In particular, analysis has been 
pointed toward the testing of predictions concerning school differences. 
These predictions have posited that in children from the more modern 
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schools, individuality would tend to operate as a relatively central and 
organizing concept and that these children would tend toward more 
differentiated self-perceptions than the children from more traditional 
schools. Findings are based on two techniques: (1) an open, relatively 
projective technique in which the child dictates a letter about himself 
and his life, and (2) a more structured technique in which the child 
places himself in relation to ten dimensions of individual style and func- 
tioning, each described to him in terms of alternate possibilities. 

As a total group, these 9 to 10 year old children do not tend to be 
highly introspective or elaborate in talking of themselves—a finding 
consistent with what is known of the age level—but the girls show 
more of the self-differentiating tendencies than the boys, and the anal- 
ysis of school differences indicates significant support for the predic- 
tions. As a group, the children from the two more modern schools tend 
toward more self-oriented and more personalized approaches than the 
children from the more traditional schools and they tend to project more 
varied aspects of their self image. 

The children from more traditional schools, it should be noted, tend 
to produce more content which is not directly related to the self, raising 
the general question for educators and psychologists of the extent to 
which differing orientations can and should be encouraged simulta- 
neously. The data also point up individual cases within the modern group 
who are exceptionally blocked. This suggests the possibility that greater 
encouragement of self-exploration, knowledge and expression in the 
modern educational atmospheres, along with less implicit acceptance 
of rigid mechanisms for self-defense and protection, may constitute 
a heavy pressure for particular children, and calls on the schools to 
identify and work with these blocked children. 

As a general trend, however, the tendency to greater self-differentia- 
tion seen in children from schools with more modern philosophies and 
practices would appear to be consistent with the goals of their educa- 
tors and with generally acknowledged values in definitions of healthy 
psychological development. The research project is proceeding with an 
attempt to extend the understanding of these findings by considering 
them in the context of further material concerning the developing per- 
sonalities and the cognitive and interpersonal functioning of the children. 


OBSERVATIONS IN A NURSERY SCHOOL 309 


THE USE OF THE NURSERY SCHOOL IN THE 
PSYCHIATRIC APPROACH TO THE CHILD 


OBSERVATIONS OF A PSYCHIATRIST 
IN A NURSERY SCHOOL 


Jack C. Westman and Ann Kloian 
Children’s Psychiatric Hospital, Children's Play School 
Ann Arbor, Michigan 


The preschool years are the most critical and perhaps the most in- 
accessible for preventive psychiatry. The physician’s evaluation of a 
child’s emotional health is based on observations made in the consulting 
room and on information transmitted by the parents. A more complete 
picture of the child’s behavior is seen in nursery school, a potential 
strategic outpost for preventive psychiatry. 

The flexibility of her program, her relatively small group of children, 
and her contact with parents give the nursery school teacher greater sen- 
sitivity to the needs of individual childen than is possible in later school 
years. Her knowledge of the child in the peer group away from home 
and the psychiatrist’s grasp of the child in the family make the nursery 
school a natural setting for psychiatric consultation. This paper deals 
with the experiences of a psychiatrist working in a private nursery school 
one-half day a week. AN : 

Bringing the clinical perspective to the nursery school highlights sig- 
nificant difficulties in evaluating this age group. The detection of gross 
mental illness is a simple matter, but the early roots of neurosis are not 
always obvious. The sharply ascending developmental curve during these 
years leads to marked shifts in personality structure and behavior with- 
out implying psychopathology. The existing psychiatric nomenclature 
does not apply to the preschool years. It was therefore necessary to de- 
velop criteria for evaluating these children. Diagnosis was based on 
knowledge of the child’s particular school group, teacher and family. 

Over a two-year period 60 of 240 children passing through the school 
were referred for psychiatric appraisal. Of the children evaluated, one- 
half were seen because of apparent lack of gratification from activities, 
one-tenth because of specific symptoms, one-quarter because of child- 
peer friction and one-seventh because of child-teacher management 
problems. Ry 

In our experience a child’s capacity to enjoy school activities reflects 
his emotional health. The child’s manifest behavior was less helpful in 
sifting important signs from normal variations than was the relative ma 
turity of his ego functions. Five criteria were useful in assessing a child’s 
personality development: 
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1. The quality of his object relationships with peers and adults 
2. His ability to deal with impulses and fantasies through 


—the expression of curiosity 

—the acceptability of his urges 

—the range of gratifications sought 

—his capacity for tolerating frustration 


3. His capacity to express and control affects 
4. His adaptability to change in the environment 
5. His self-esteem 


Adequate development of these personality functions was found in 
most of the school’s children. Weakness in one or more of these areas 
seemed to characterize the emotionally deviant child. 

Of the 60 children seen by the psychiatrist, over one-half were 
handled solely through work with the teachers, one-quarter through 
work with the parents and one-tenth by referral for more intensive psy- 
chiatric assistance. 

The major contributions of the psychiatrist were made through educa- 
tion and support of the teachers and by uniting forces in the school and 
home in dealing with the child. 


CASEWORK THERAPY IN A CLINICAL SETTING 
WITH A THERAPEUTIC NURSERY SCHOOL 


Bernice Augenbraun, Paula LaVine, and Ruth S. Pearce 
Child Study Center, Department of Child Psychiatry 
Mount Sinai Hospital, Las Angeles, California 


The Child Study Center of Mount Sinai Hospital offers a comprehen- 
sive family-centered program which includes a therapeutic nursery 
school as well as casework therapy for mothers and casework or psy- 
chiatric treatment for fathers where this is indicated. It is well known 
that in work with very young children effective change in the child is 
highly dependent upon the mother’s ability to permit, accept and en- 
courage such change. This provides sufficient rationale for working 
closely with the mothers of the children in the nursery school. What our 
experience has also taught us, however, is that the nursery school pro- 
gram can serve as a valuable tool in therapy with the mother, making 
possible a total approach to mother and child which is far less available 
when contacts are limited to therapy sessions, 

Differential therapy techniques are employed in accord with the needs 
of the individual mother. Psychotherapy is focal, directed at the rela- 
tionship between mother and child. Our experience indicates that the 
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pathology in this relationship is often based on a hostile identification of 
the mother with her own mother and/or an identification with her own 
deprived, frustrated or hostile child. 

Case material is given to illustrate three major therapeutic approaches: 
insight therapy, relationship therapy, and supportive-educative therapy. 

The nursery school is a valuable diagnostic tool in understanding the 
problems between mother and child; it offers an opportunity for direct 
observation of the mother-child relationship and of the child’s rela- 
tionship to other adults and to children. The insights gained provide a 
constant source of material for ihe mothers’ therapy. In addition, the 
mothers’ relationships with the teachers very often reflect their own con- 
cept of themselves as mothers and the positive and negative aspects of 
their relationships with their own mothers. This material, too, is useful 
in therapy. 

Case material is presented to illustrate this and also such typical prob- 
lems in our setting as separation problems, conflicts over dependency, 
fear of exposure. The mother’s case-work treatment thus is a continuing, 
constant factor which makes it possible for the nursery school to changes 
in a child with or without the intervention of play therapy. 


TRANSFERENCE 


THEORETICAL AND TECHNICAL ASPECTS OF 
TRANSFERENCE AND COUNTERTRANSFERENCE 


Douglass W. Orr on 
University of Washington, Seattle Psychoanalytic Training Center 


Seattle, Washington 


Ten years ago the author summarized much of the psychoanalytic 
literature on the theory and technical aspects of transference and coun- 
tertransference. The present paper was to have been a continuation of 
the previous one. The relevant literature since 1952 is so extensive, how- 
ever, that the author refers to only a dozen of the more important works. 
His general conclusions remain substantially the same as before. Further 
clarification of these concepts and their technical application must await 
more definite knowledge of early ego development and better integra- 
tion of ego psychology into psychoanalytic psychology and psycho- 

athology. 
Á For = purposes of this paper, the author considers some of the cru- 
cial issues connected with transference and countertransference by sub- 


suming them under the following arbitrarily selected categories: (1) 
definitions, (2) motives for transference, (3) dynamics of tr 
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(4) economics of transference, and (5) phenomena of transference. A 
multiplicity of factors must be considered with respect to each of these 
groupings. The author does not suggest any new formulations but he 
offers the hope of working toward formulations of transference and 
countertransference within the framework of contemporary metapsycho- 
logical postulates. 

Consideration of some aspects of the subject is necessarily very brief. 
There is, in the author’s opinion, little to add about the existing 
literature on countertransference. He is convinced, nevertheless, that 
therapists should take a conservative position with regard to the use of 
countertransference as a therapeutic tool except, when possible, for self- 
analysis. 


IMPLICATIONS OF INTERDISCIPLINARY DIFFERENCE: 
IN CASE DESCRIPTION 


Erika Chance 
Mount Zion Hospital, San Francisco, California 


This study is part of a major inquiry into observations and concepts 
used in clinical case description. We are indebted to the 533 psycho- 
analysts, psychiatrists, psychologists and social workers who partici- 
pated in the major project, as well as to 35 residents in psychiatry who 
took part in a substudy. 

These clinicians were presented with the transcripts of two contrasting 
treatment sessions, one a psychoanalytic hour with a male patient and the 
other a psychotherapy hour with a female patient. They were asked 
to use the same 20 variables in order to describe each patient’s ver- 
balizations about interpersonal experience. Two years later participants 
in the major subgroups were asked to use the same variables to describe 
their concept of masculinity and femininity. 

Data analysis shows, first, that all the groups analyzed used the same 
frame of reference ordering the 20 variables. The two dimensions which 
describe this frame of reference were positive-negative and active-pas- 
sive. Relative emphasis on these two dimensions was a function of the 
object described (patient or concept; male or female object) of the con- 
ditions of response and of the professional training of the judges. It is 
suggested that, insofar as selective emphasis on certain variables can 
serve any useful function, awareness of the kind of bias associated with 
the object described, the conditions of observation, or the professional 
training of the observer is essential for meaningful clinical communica- 
tion. 
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VICISSITUDES OF THE CONCEPT OF TRANSFERENCE 
IN THE CLINICAL PRACTICE OF 
GROUP PSYCHOTHERAPY 


Helen E. Durkin 
Postgraduate Institute for Psychotherapy, New York, New York 


It has become an accepted fact that transference phenomena occur 
regularly outside of the analytic situation. The forms it takes in daily life 
are fragmented, are hidden and rationalized in the tumultuous events of 
reality. The individual analytic situation, however, is constructed for the 
purpose of encouraging its emergence in “pure” form. Reality and the 
functions of the ego are reduced to the minimum. The result is the de- 
velopment of regressive infantile transference. One of the most im- 
portant tasks of the individual analyst is to deal with the persistent work 
of the ego, which through its defenses sets up repeated resistance. 

No one need be surprised, therefore, when the members of therapy 
groups persistently “misunderstand the present in terms of the past.” 
Human beings are so attached to methods which have become accepted 
that many group therapists unreasonably expected to deal with transfer- 
ence in the standard way, even though conditions were different. Many 
psychoanalysts also pointed out that the traditional analytic method 
could not be used in a group. However, many who pioneered in group 
therapy were determined to keep an open mind about transference and 
to gear old techniques to the new situation as it developed. 

Obviously the conditions were different. Reality in the form of the 
several members in a face-to-face position impinged on the heretofore 
sacrosanct relationship between one patient and “his analyst.” The ego 
was therefore bound to play an almost normal role in the functioning 
of the patient’s total personality. Fortunately, ego psychology had pro- 
gressed to a fairly advanced stage and techniques for analyzing ego de- 
fenses had been developed. In addition, the transference concept had 
been broadened to include, according to Anna Freud, three forms: (a) 
infantile libidinal transference, (b) the transference of ego defenses, (c) 
acting out in transference. According to Miss Freud’s account, the last 
two are much more difficult forms to handle in individual analysis than 
the first. 

Experience with groups soon revealed that (1) transference in groups 
did appear in a way closely resembling its role in everyday life; (2) it 
was fragmented through the many interruptions of the group interaction, 
and (3) it therefore had to be handled in bits and pieces. The patients 
interacted via their ego defenses. At the beginning and in moments of 
increased anxiety, these defenses were tightened up. We found, however, 
that by creating an atmosphere, that is, a group analytic situation 1n 
which the expression of ordinarily unacceptable feelings was permitted 


and even encouraged, the expression of such feelings became more 
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natural and the defenses against them became amenable to analysis. 
We discovered that the analysis of defenses and of acting out was very 
much easier and more effective in the group than in individual analysis 
(illustrations to be given). It has become evident in twenty-odd years 
of experience that the group therapist and the members together are 
able to “bring the unconscious into consciousness” through analysis of 
this form of transference and thus “to bring therapeutic influence to bear 
upon the relations between id, ego and superego.” 

Even the fragmentation of the transferences, which was at first a 
source of concern to those thinking of theory and technique, proved a 
not insuperable problem. For we discovered that in the group the main 
line of the members’ defenses becomes discernible and the basic charac- 
ter of the ego, which guards what Kubie calls the patient’s “central emo- 
tional position,” emerges in clear relief. Thus we have available a sort 
of unifying axis to guide us in making interpretations that might other- 
wise become chaotic. 

At the point that a defense is analyzed, strong anxiety is often released 
and short periods of regression may occur. At such times the therapist's 
tact and the warm support of the group prevents the anxiety from be- 
coming overwhelming. Alternatively, eventual interruptions limit the 
periods of regression. For these reasons group therapy may be strongly 
recommended for the treatment of character problems in which ego-syn- 
tonic defenses and acting out are prominent features. Where prolonged 
massive regression seems essential, group therapy is contraindicated. 
The treatment of choice may well be between the two—combined 
therapy—in which the intricate nuances of the conflicts are uncovered 
and worked through. 


TREATMENT SERVICES FOR THE 
NARCOTIC ADDICT 


RESPONSE OF ADULT HEROIN ADDICTS 
TO A TOTAL THERAPEUTIC PROGRAM 


Alfred M. Freedman 


Department of Psychiatry, New York Medical College- 
Metropolitan Hospital Center, New York, N.Y. 


Since November 1959, adult heroin addicts have received treatment 
under the narcotic addiction program at the New York Medical College- 
Metropolitan Hospital Center. In the first 18 months more than 400 pa- 
tients were treated. There are three departures from traditional ap- 
proaches that must be emphasized: First, it is a narcotic addiction serv- 
ice in a general hospital. Second, it is a completely voluntary program. 
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No patient who is under the jurisdiction of the court may be admitted to 
this ward. The patient seeks out treatment for an illness and may leave 
and return to the program. Third, a medical school, through its Depart- 
ment of Psychiatry, has become actively engaged in the treatment of the 
narcotic addict and in research into the etiology and therapy of addic- 
tion. 

The patient spends two weeks on the detoxification ward and two 
weeks on the advanced ward. There psychotherapy begins within a 
therapeutic milieu. The patient continues with the same therapist in the 
OPD. On the ward he also forms his initial relationship with the recrea- 
tion workers, psychologist, vocational guidance counselor and social 
worker with whom he will work in the follow-up program. 

After discharge from the ward the patient continues in the after-care 
program, leaving the ward with his first clinic appointment in hand. He 
is encouraged to join the social club, which in essence is a day-evening 
hospital with facilities available daily from 10:00 a.m. to midnight. Vo- 
cational counseling, including a job-finding service, is available, as well 
as individual and group psychotherapy. Where feasible, family members 
are also seen by the social workers in group therapy and are included in 
the social club program. Through a low-cost service legal help is made 
available to those who have practical problems with law enforcement 
agencies. i 5 

The dischargees of the first year of operation of this service will be 
analyzed and presented. Factors relevant to the drop-out of patients 
while in the hospital and subsequently will be described. Follow-up of 
these patients and evaluation of their change in terms of vocational re- 
habilitation, continuity of employment, diminution of use of drugs and 
abstinence; dynamic charges observed in therapy; and social and familial 
adaptations will be delineated. ; 

The first year’s experience has been the basis for numerous modifica- 
tions in the program during the second year of operation, which will be 
described. The implications of the establishment of a benign voluntary 
service upon the narcotic subculture will also be explored. 

This program emphasizes the rehabilitative opportunities that are 
available when narcotic addicts are treated as sick individuals rather 


than as criminals. 


TREATMENT IMPLICATIONS OF 
BRITISH NARCOTICS POLICY 


Edwin M. Schur 
Department of Sociology, Tufts University, Boston, Massachusetts 


This paper suggests some of the treatment implications of the British 
approach to narcotic addiction. It draws on & larger study of British 
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drug policies, based on two years’ research. Data included interviews 
with drug officials and other interested persons; questionnaire responses 
of 13 British specialists having a collective experience of several hun- 
dred addiction cases; information about 21 “representative” addict-pa- 
tients supplied by these specialists; and case studies of 5 addicts, 4 in- 
volving lengthy personal interviews. 

In Britain addicts are relatively few in number; largely white native 
Britons over 30 years of age; about equally distributed among males and 
females; concentrated in the medical and allied professions. While Brit- 
ish addicts appear to experience sexual and occupational difficulties, 
low-cost distribution of drugs inhibits addict crime, illicit traffic and the 
development of addict subculture. 

Such decriminalization of the addict greatly facilitates treatment ef- 
forts. The addict cannot be forced into a cure. His self image and so- 
cially defined status influence his cooperation in attempts at cure. His 
posthospitalization situation affects likelihood of relapse. 

Permitting doctors to prescribe for addicts is not to “give up” on 
curing addicts. On the contrary, such policy is a first step toward effec- 
tive cures. Curbing the secondary aspects of addict behavior through 
public policy measures would not only eliminate antisocial facets of the 
current American addiction situation; it would create an atmosphere in 
which real cures might be anticipated. The first essential step in treating 
addiction is an effective change in the addict’s status from that of crimi- 
nal to that of patient. 


THE TREATMENT AND REHABILITATION 
OF DRUG ADDICTION 


Harold W. Arlen 
Beverly Hills, California 


The increasing number of convicted felons who are found to have a 
history of drug addiction has been sufficiently alarming to stimulate the 
establishment in 1959 of a unique narcotic treatment and control pro- 
gram throughout the State of California. After a brief discussion of gen- 
eral considerations of the treatment and the rehabilitation of drug ad- 
dicts, the author then elaborates somewhat on the specific features of the 
Narcotic Treatment Control Project of California’s Department of Cor- 
rections. Four aspects of this program distinguish it from the parole 
supervision accorded parolees who are not users of narcotic drugs: 

1. The narcotic parolees are given much more intensive parole super- 
vision, with a specially trained parole agent who is assigned to a case 
load of 30 parolees, in contrast to the nonuser parolee, who shares a 
parole agent with 75 or 80 other parolees. 

2. Parolees in the NTCP are subject to both regularly scheduled and 
irregularly unscheduled nalline tests and spot physical checks in an effort 
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to supply externally that measure of control which the addict is typically 
incapable of supplying endogenously. 

3. A therapeutic community of 75 beds is located in a state prison but 
is functionally and structurally separated from the prison. In this in- 
patient setting, intensive milieu, group and individual psychotherapy is 
offered those parolees who have relapsed to the use of drugs. Paroles 
are treated in this setting for flexible periods of up to 90 days, thus 
obviating the less desirable alternative of violating their parole and re- 
turning to prison for prolonged intervals. 

4. An elaborate research program is in organization designed to pro- 
vide data that will eventually modify existing methods of the treatment 
and the rehabilitation of the drug addict. 

The author reviews in some detail the results of the first two years of 
operation of the Narcotic Treatment Control Project of the California 
Department of Corrections. The inherent strengths and weaknesses of 
the program are discussed and suggestions are offered which the author 
believes will enhance the former and minimize the latter. 


FOLLOW-UP STUDIES ON PREVIOUSLY 
HOSPITALIZED NARCOTIC ADDICTS 


Daniel Lieberman me 
California Department of Mental Hygiene, Sacramento, California 


This report presents the results of a special study of drug addicted 
patients admitted to California state hospitals for general psychiatry dur- 
ing the fiscal year ending June 30, 1958. This year was selected for 
study so that the pre-hospital, post-hospital history and hospital course 
of the patients could be examined. i 

Two major categories of drug addicted patients have been included 
in this study,* of which 306 were addicted to narcotic drugs and 83 ad- 
dicted to other habit-forming drugs such as amphetamines and barbitu- 
rates. 

Significant findings reveal considerably different characteristics be- 
tween the narcotic addicted drug patients and the other habit-forming 
drug addicted patients. Among the former group approximately 73 per- 
cent were under 35 years of age and approximately two-thirds TE 
males. Of the latter group, only one-fourth of the patients were under 3. 
years of age and only about one-third were males. Among the narcotic 
drug addicts, one-fourth were Negro or Mexican Indian, whereas in the 
habit-forming drug group they were practically all Caucasian. i 

The percentage of married patients in this study was lower yi an 
among persons in the state population, while the proportion eror 
separated was much higher. About 71 percent of the patients studie 


* Data compiled by Mrs. Jeanne Palmer, Biostatistics Section, Department of 
Mental Hygiene. 
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were admitted to the hospital for the first time during the study year. 
Of the first admissions, 11 percent had been readmitted as of March 1, 
1961. About one-half of the patients in the study had known arrest rec- 
ords prior to their 1958 admissions. However, of this group only about 
one-half had ever been arrested for narcotic offenses. As of March 1, 
1961, almost one-third of the study patients had been arrested since 
their state hospital release; about one-half of this number within two 
months of their release. 

The characteristics described are considerably different from the char- 
acteristics of individuals under the jurisdiction of the California State 
Department of Corrections who have been classified as narcotic addicts. 
The major differences here were that those in the Department of Cor- 
rections were considerably younger, had a higher proportion of males, a 
higher proportion of non-Caucasians, and a higher arrest rate following 
release from prison. 

Notably lacking in the study is a follow-up of those patients released 
from the state hospitals who were not arrested. A future study will at- 
tempt to identify these individuals, and an attempt will be made to iden- 
tify the significant factors which prevented their being brought to the 
attention of authorities again, with a special attempt to ascertain which 
ones might be classified as “cured.” 


CONTEMPORARY CONFLICT ABOUT THE THERAPEUTIC 
FUNCTION OF THE ORTHOPSYCHIATRIC TEAM 


(Session organized by the American Orthopsychiatric Committee on 
Psychotherapy.) 


[Memorial Session to Dr. Wilfred C. Hulse, who as National Com- 
mittee Chairman for many years gave leadership and inspiration to this 
committee’s work. Dr. Hulse was to have chaired and presented a paper 
in this session.] 


SOME FACTORS AFFECTING THE PSYCOTHERAPEUTIC 
FUNCTION OF THE ORTHOPSYCHIATRIC TEAM 


Carolyn Pratt 
Counseling and Psychotherapy Training Program 
Merrill-Palmer Institute, Detroit, Michigan 


This is a progress report to the membership of the work of the Na- 
tional Committee on Psychotherapy of the American Orthopsychiatric 
Association. Lacking funds for an extensive survey such as that recom- 
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mended by Dittman at the 1959 Annual Meeting, the Committee has 
devoted itself to material prepared by its members. Members attending 
the past four national meetings have represented ten Regional Commit- 
tees: Boston, Chicago, Detroit, Los Angeles, Minneapolis, New York, 
North Carolina, Philadelphia, San Francisco, and Washington, D.C. 
Twenty-seven different AOA members have participated in these de- 
liberations, with psychiatrists outnumbering social workers and psy- 
chologists by about two to one. 

Generous material has been submitted for study and discussion, in- 
cluding extensive case studies, verbatim supervisory conferences and de- 
tailed reports of psychotherapeutic team operations in a variety of clini- 
cal settings in which the members work or consult. Certain factors 
emerging from these materials and committee meetings will be presented 
and illustrated in this paper as follows: 


1. The traditional orthopsychiatric team approach is used extensively 
at the level of diagnosis but only rarely in treatment. Ree 

2. The team approach is used most commonly in training situations 
but tends to diminish with experience and added competence on the 
part of team members. ; 

3. The degree of ego integration or lack of ego development in the 
patient may often determine to a large extent the necessity of team in- 
teraction at the treatment level. 

4. Transference and countertransference phenomena emerge not only 
in the family constellation being treated but also in the treatment team, 
at the supervisory level, and at the administrative level. 

5. Unconscious needs and personality differences, as well as status 
conflicts among the various professions, may impede therapeutic team 
work, 

6. Where members of the disciplines have worked together intimately 
over a period of time with an opportunity to work out differences, a 
feeling of mutual trust and confidence emerges which transcends pro- 
fessional lines and makes possible team treatment in private practice as 
well as in institutional settings. E 

7. The treatment team—whether interdisciplinary or comprising a 
single discipline—has value for its members as well as for me p s 
is a source of support, stimulation, challenge and personal objectivity to 
the therapists involved. 


THE ORTHOPSYCHIATRIC TEAM: CAN IT DO AN 
OPTIMAL JOB AS A THERAPEUTIC UNIT? 


Wilfred C. Hulse 
New York, N.Y. 


Controversy is the fertile soil necessary for all scientific progress- 


When the orthopsychiatric team was first conceived and organized, psy- 
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chotherapy in the United States and in the world was in its early scien- 
tific stage. Our national committees have been greatly concerned during 
the last 15 years with the changes that contemporary psychotherapy is 
undergoing in depth as well as in width. 

This paper will attempt to define the changes that concepts of psy- 
chotherapy have undergone during the recent years. These changes have 
deeply affected the methodology of the application of psychotherapy and 
have widened the field. Our search and research have produced not only 
doubts about the past but have given us a better understanding of re- 
organizational trends that will provide us with better psychotherapeutic 
tools for the team of the future. Changing psychotherapeutic applica- 
tions demand an urgent revision of our concepts of the team. 

The paper will use brief illustrations from different areas of applied 
team psychotherapy in public and private agency settings. 


INTELLECTUAL INBREEDING IN 
ORTHOPSYCHIATRIC CLINICS OF TODAY? 


Bernice T. Eiduson 
Reiss-Davis Clinic for Child Guidance, Los Angeles, California 


This paper is a critique of the intellectual atmosphere and attitudes 
which seem to pervade many orthopsychiatric clinics today. The paper 
grew most immediately out of the lack of response in a number of clin- 
ics the members of which did follow-up investigations of their work. The 
staff members of these clinics presented these results to other clinics, 
while themselves continuing with the same policies and practices that 
had been shown by these studies to be ineffective and inadequate in 
meeting therapeutic goals. Discussed are (1) the factors which may have 
led to the situation wherein Ortho clinics close their eyes to the self- 
scrutiny that should have followed receipt of such information; (2) the 
implications of this tendency for the future role of clinics on the mental 
health scene. 

The medical and sociological heritage of psychiatric clinics is ana- 
lyzed. The choice of the three professional disciplines in itself precluded 
the kind of intellectual knowledge and tradition which would shape the 
philosophy, practices and mental hygiene goals of the clinics that 
emerged. Once in the team, the disciplines have found that certain ways 
of practicing together evolved which had not been foreseen. Some 
of these developments have resulted in a sharpening of skills that each 
profession has brought to the group independently, and in the discovery 
by each profession of ways to enhance the contribution it could make 
to the group. However, the tendency seems to have been for the individ- 
ual identity of each profession to have merged—a tendency which is 
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evident in the cry for a new discipline of “mental hygiene specialists.” 

A situation which might be called intellectual inbreeding has devel- 
oped. This has been caused by (1) the relative isolation of the clinic 
from those sources of knowledge and information that originally fed and 
led to the different disciplines; (2) a need of staff within the group to 
reiterate the tried-and-true theoretical hypotheses in clinical observa- 
tions which rationalize their continuing to do what they have been doing 
whether it works or not. This tendency also derives from certain pres- 
sures within the group to show loyalty and devotion to the intellectual 
spirit that the clinic espouses—a situation that arises largely from cer- 
tain in-group difficulties and which has the unfortunate effect of blind- 
ing clinic personnel to the fact that the clinic definition of intellectual 
spirit results in essentially no intellectual spirit at all. 

Discussed in detail are: the kinds of relations and difficulties among 
disciplines that play into the above situation; the way emotional difficul- 
ties within groups serve to become the focus of all interplay, taking in- 
terests and energies away from the real clinical and intellectual issues 
and positing them instead into the emotional arena. The development of 
clinic leadership has played into this distortion of emphasis and goal, 
and the ways in which leadership has done this are considered. The 
changing role of leadership in the clinic is elaborated upon, as are the 
meaning of these shifts in nature and kind of authority for the clinic’s 
larger goals. s 

The implications of these shifts in the over-all aims and goals of 
orthopsychiatric clinics are outlined. The changing nature of the role the 
clinics must play in the mental health field are posited. Some suggestions 
are proposed for a re-examination and reordering of the clinic structure 
so that the clinic may continue to keep close to its roots and to set its 
goals with the adventuresomeness and imagination that characterized its 


original perspectives. 


TREATMENT OF THE ADOLESCENT AND 
THE JUVENILE DELINQUENT INVOLVING 
THE FAMILY AND COMMUNITY 


NEW DIMENSIONS IN THE PSYCHOANALYTIC 
TREATMENT OF ADOLESCENTS AND ADULTS 


Raymond Sobel ; 
University of Washington Medical School, Seattle, Washington 


Psychoanalysis today is moving increasingly toward an interpersonal 
theory but steadfastly avoids an interpersonal technique. The author dis- 
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cusses his experience in implementing this approach through interview- 
ing persons other than the patient, using joint sessions, with concurrent 
therapy of marital partners and home visits. These techniques are stand- 
ard in child and institutional therapy but are rarely employed in the psy- 
choanalysis of adolescents and adults. They have previously been en- 
joined on the grounds that they promote countertransference, contami- 
nate and hinder the development of a transference neurosis, and afford 
the patient neurotic gratification. The author contends that different con- 
cepts of the roles of patient and analyst, greater attention to counter- 
transference, and better training analyses militate against such argu- 
ments. 

The home visit by the analyst seems to crystallize the patient’s trans- 
ference and to make it more available for analysis. For example, a pa- 
tient misinterprets the home visit to mean that she is a favored child, a 
distortion which would usually emerge only after considerable analysis. 
Additionally, home visits improve reality testing, provide clues as to 
mental health, prevent ritualistic and defensive use of the couch and of- 
fice by the analyst. 

In many instances concurrent therapy of marital partners illuminates 
rather than obfuscates neurotic interaction. It limits the spiral of hostil- 
ity and anxiety between patient and spouse through greater exposure of 
the irrational elements in their behavior. The therapist must be able to 
keep confidentiality intact and to remain impartial. The contraindica- 
tions are: paranoid marital relatedness, mutual malevolence and exces- 
sive dependency. 

Active intervention often breaks up interlocking familial psycho- 
pathology and may precipitate out previously hidden neurotic or psy- 
chotic tendencies of the so-called “healthy” members of the family. 
Progress usually begins at this point. Case examples are given and the 
relationship to intervention is explored. 

However, the most subtle reason for avoidance of direct interpersonal 
action by the analyst in psychoanalysis may lie in the analyst’s human 
reactions to his patient’s misery and despair. The wider and immediate 
view given by these active techniques engages the analyst directly. There 
is no dilution of this contact with the patient’s suffering and unhappi- 
ness. The home visit or joint interview brings its impact into critical 
awareness. It is possible that to some extent our analytic posture serves 
as protection against our human empathy. 
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COLLABORATION WITH JUVENILE AUTHORITIES 
IN THE TREATMENT OF A DELINQUENT 


Maurice Kaplan, Institute for Juvenile Research, Chicago, Illinois 
Edward Nathan, Contra Costa County Mental Health Services 
Martinez, California 


An initial attempt to collaborate with probation officers in the treat- 
ment of a delinquent girl is reported. The premise upon which this ex- 
periment was based is that the inability of delinquents to contain their 
impulses and thus to act out interferes with success in psychotherapy. 
Thus the central problem in the treatment of the impulse ridden patient 
is that of preventing acting out. With such patients a positive relationship 
develops only slowly, and early the relationship is often marked by a 
suspicious, provocative attitude. Even when toned positively, the rela- 
tionship is highly ambivalent. At this stage interpretation has little effect 
and, until adequate rapport is established and the patient’s ego becomes 
more adequate to the task of inhibiting acting-out, other than purely 
psychotherapeutic means must be utilized. We felt that the proper insti- 
tution of probation and its effective implementation offered a possible 
source of supplementary ego control. Our procedure thus called for close 
collaboration with the probation authorities—a method quite opposite 
to usual practice. 

In the case of this delinquent girl we saw her and both her parents at 
weekly intervals with several interruptions over a period of eighteen 
months. All three were highly resistant and continued only because of 
the pressure applied by the probation officers. Treatment at the clinic 
was made a condition of probation. Our main purpose in this paper is to 
delineate our work with the probation officers, which was carried on 
through phone calls and periodic conferences. Our discussions centered 
around the following points: 


1. Clarification of the conditions of probation. 

2. Definition of the respective roles of the probation officers and the 
therapists in relation to the family and to each other. 

3. Explanation of our theoretical concept and the rationale of our ap- 
proach to the treatment of the family. 7 ; 

4. Defining the role of the probation officers and supporting them in 
providing the essential controls and helping the family to continue 
in the program of psychotherapy. 


i f 
In a certain sense this approach can be regarded as a preparation O 
the family for psychotherapy in the traditional sense. The aren 
parameter which we feel need not prevent the development of a 
psychotherapeutic relationship. 
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INTAKE IN CHILD GUIDANCE CLINICS 

A COMPARISON OF GROUP AND INDIVIDUAL INTAKE 
PROCEDURES IN A CHILD GUIDANCE CLINIC 


Jannette Alexander 
Reiss-Davis Clinic for Child Guidance, Los Angeles, California 


Our interest in improving the community mental health services of 
Reiss-Davis Clinic for Child Guidance led to an exploration of group 
preapplication interviews. We did this to reduce the waiting period by 


seeing more parents more quickly than the scheduling of individual in- _ l 


terviews allowed. 

The purpose of the preapplication session is to (1) decide whether 
the applicant’s request is for a service the clinic has to offer; (2) define 
Clinic limitations and functions in order that the applicant may decide 
whether he can work within them; (3) assess the applicant’s ability to 
use this service; (4) establish financial eligibility. 

The group method was adopted initially as an expediency, and as 
questions arose regarding its merits, it was decided to make the com- 
parative study. 

One hundred and eight parents called the clinic to make application 
during a five-month period. These parents were offered, at random, 
group or individual preapplication appointments. Of these, 75 accepted 
appointments, 35 were seen in group sessions and 40 in individual inter- 
views. Of the 35 seen in a group, 66 per cent made application for the 
Clinic’s Diagnostic Service and 57 per cent completed the service, fol- 
lowing through with Clinic recommendations. Of the 40 seen individ- 
ually, 55 per cent made application and 28 per cent completed the serv- 
ice, following through with Clinic recommendations. The difference be- 
tween the number of parents seen in groups and those seen individually 
who followed through with Clinic recommendations was significant. 
There seems to be a greater tendency to Clinic application and follow- 
through with recommendations when parents are seen in groups than 
when they are interviewed individually. 

Findings on factors studied which were not under the control of par- 
ents were not conclusive. The data did not result in any firm findings 
about the effects of referral source. Previous treatment experience was 
noteworthy in that it occurred in a majority of all those seen. This sug- 
gested that the Clinic may be drawing patients from a small, psychiatri- 
cally saturated segment of the total community, and further investigation 
is warranted. The waiting period quoted for the diagnostic service ap- 
peared to have exercised more influence on applicants seen in individual 
sessions than on those seen in groups. 


WITHDRAWN APPLICATIONS TO A CLINIC 325 


Both types of preapplication session were equally effective in prepar- 
ing applicants for the diagnostic service, as indicated by a variety of fac- 
tual criteria investigated. The active participation of parents, whether 
seen in groups or individually, was understood to result from the fact 
tat it is the “active” parent who assumes the initiative of coming to the 
Clinic. 

That the ratio of applicants who followed through by obtaining clini- 
cal services after group intake was so much greater than the ratio of 
those doing so after individual intake points to the possibility that 
groups intrinsically favor a greater involvement on the part of parents. 
For many parents the group appears to offer a sharing opportunity that 
is supportive. However, this study was an outgrowth of an experiment 
in which there was great interest and, consequently, considerable emo- 
tional investment, This may have had an influence on the results. 


RESEARCH PROJECT ON WITHDRAWN APPLICATIONS 
TO A CHILD GUIDANCE CLINIC 


Margaret Dougherty ` 
Children’s Mental Health Center, Inc., Columbus, Ohio 


Research covering a 15-month period (October 1, 1957, to December 
31, 1958) was conducted in the spring and summer of 1961 on 140 
applicants to a child guidance clinic who withdrew before any in-person 
interviews. Questionnaires sent to the parents, telephone calls and home 
visits were used to obtain information on (1) why the parents withdrew 
their applications, (2) what action they had taken, and (3) what hap- 
pened to the child in regard to his past symptoms and whether there 
were any problems currently. 

One hundred and eighteen children had been referred by parents or 
other sources. This group became the major focus of the research. Re- 
plies were received from 99 per cent of the parents. Four parents x 
not wish to participate and were eliminated from the study. of the 1 i 
children studied, 90 per cent showed improvement in their origin 
symptoms, although 50 per cent of the children still had problems. Most 
parents had sought help from professional sources. ae 

There were 22 direct agency referrals and replies were received from 
100 per cent of the agencies. However, these direct agency referrals me 
unrevealing; over 85 per cent of the children were no longer eile s 
the referring agency and nearly 60 per cent had no inot E pi 
the children’s present condition. For the most part, it appeare A a 
patients were most resourceful in seeking help to alleviate the problems 
of their children. 
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TRAINING OF SPECIAL PERSONNEL 
FOR MENTAL HEALTH PRACTICE 


FOSTER PARENTS: MEMBERS OF THE TREATMENT TEAM 


Frank T. Rafferty 
Child Psychiatry Service, The Psychiatric Institute 
University of Maryland, Baltimore, Maryland 


This is a report on a three-year experience in which a treatment cen- 
ter for adolescents became a licensed foster home agency and incor- 
porated foster parents into the treatment team. Procedures followed 
were those considered to be desirable by a consensus of the community 
placement agencies: 


1. Foster parents must be recruited and selected with full under- 
standing of their participation in the treatment of a seriously disturbed 
child. 

2. Only one child should be placed in a home. 

3. Every effort should be made to choose a foster home that will 
present patterns compatible with the child in respect to socioeconomic 
class, religion, sibling order, etc. 

4. All homes should have both father and mother present. 

5. A premium stipend should be paid to foster parents. 

6. Foster parents should be prepared to spend several hours weekly 
in individual and group supervision by a psychiatric social worker. 

7. The social worker must be constantly accessible to the parents in 
times of crisis. 

8. The social worker supervising the foster parents must be inti- 
mately involved in the day-to-day treatment and long-range plan. 


The administrative organization allowed the social worker to be in- 
timately associated with all members of the treatment program, to 
supervise the foster parents, and to manage all contacts with natural 
parents. Staff communication was a crucial element and was facilitated 
by a daily conference. Foster parents were supervised through weekly 
individual and group sessions. The group sessions were an innovation 
designed to increase the foster parents’ sense of identification with the 
treatment center. They met in the building where they could easily see 
the results of the child’s day-to-day activity at school, in crafts, special 
recreation, etc, Occasion was provided for them to meet with and dis- 
cuss the child with the psychiatrist, teacher and group worker. The 
group provided a continuous opportunity to interpret to the foster par- 
ents the staff's concept of the child’s problems and of the treatment 


—_ 


te 
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process. The different sets of foster parents shared their attitudes, con- 
cerns, doubts and enthusiasms. Mutual support was gained and desensi- 
tization occurred as one set of parents discussed a problem with their 
child that another set had had two weeks before and that a third set 
might encounter at a later time. 

This experience would support several opinions, embodied in our 
concept: A treatment agency can, with advantage, operate a foster 
home placement service; relatively seriously disturbed children can 
undergo intensive treatment while staying in a foster home; careful 
foster parent selection is necessary. Very close supervision of select 
foster parents can give them an identification with the treatment institu- 
tion and can support them in their trials with the child. We considered 
our administrative structure an ideal one for this function, although it 
was not an easy structure to maintain. A favorable administrative struc- 
ture, skilled workers, premium stipends, select parents, intense consul- 
tation, small case load, etc., did not protect from failures in foster home 
placement. Our closing plea is for still more intense and imaginative 
studies of family dynamics. 


NIMH PILOT STUDY IN TRAINING 
MENTAL HEALTH COUNSELORS 


Margaret J. Rioch, Adult Psychiatry Branch 

Charmian Elkes, Adult Psychiatry Branch, NIMH 

Arden A. Flint, Bio-Social Growth Center, NIMH 

Blanche Sweet Usdansky, Adult Psychiatry Branch, NIMH 

Bethesda, Md. 

Ruth G. Newman, Washington School of Psychiatry, Washington, D.C. 
Earle Silber, Adult Psychiatry Branch, NIMH, Bethesda, Md. 


In the spring of 1960 a pilot project was begun in the Adult Psy- 
chiatry Branch of the NIMH. Its purpose was the exploration of one 
way to fill some of the community’s needs for low-cost psychotherapy 
by training as mental health counselors carefully selected married 
women around age 40 who are looking for a constructive activity to 
take the place of child-rearing. The objective of this study is in line 
with the recommendation of the Report of the Joint Commission on 
Mental Health and Illness. > 

The project can be divided into four parts: The first two, Recruit- 
ment and Selection, have been completed. The third, Training, 1s 1n 
process. The fourth, Evaluation, has been completed for the first year 
and will be repeated in June 1962 for the second. A follow-up study 


is planned for the future. ’ 
It was demonstrated during the Recruitment phase that a large unex- 
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ploited reservoir of talent among middle-aged women is waiting and 
eager to be used, at least in the Washington area. 

During the Selection phase, 42 women underwent a series of group 
and individual procedures. Eight, all college graduates, were selected 
as having the requisite intelligence, perceptiveness, integrity and ma- 
turity to be able to operate effectively together and to cope with the 
stresses of therapeutic work. All have remained in the program and all 
intend to continue in this field. 

The Training phase covers four semesters, the first two of which are 
reported. The program consists primarily of practical on-the-job train- 
ing. The point of view is eclectic. The statement is made explicitly to 
the students that there is no “one right way” to do therapy. 

The trainees began almost immediately with actual interviewing, first 
of normal subjects, then of patients, The major emphasis was on treat- 
ment of adolescents and their parents, All interviews were tape-recorded 
and the work was closely supervised. Included in the training were also: 
observation of individual, family and group therapy; some lectures and 
seminar discussions; outside reading and report writing; placements in 
community agencies. 

The Evaluation phase of the first year’s work was conducted in five 
different ways: (1) blind ratings by experts from outside the Washington 
area of tape-recorded interviews by the trainees with patients, (2) assess- 
ment by the supervisors on the NIH staff of changes in the patients, (3) 
ratings by supervisors in the community agencies, (4) evaluation of the 
program by the trainees, (5) impressions of the teaching staff. The re- 
sults of these five approaches are, on the whole, positive. 

Some implications of the project for the field of mental health are: 
(a) that there is a reservoir of workers which can be exploited, (b) that 
the needs of the 40 year old married woman could be met more ade- 
quately than they are at present, (c) that practical subcurricula in psy- 
chotherapy are possible. 
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DYNAMICS OF GANG 
FORMATION AND EXPRESSION 


GANG FORMATION IN VITRO 


Frank T. Rafferty 

Child Psychiatry Service, The Psychiatric Institute 
University of Maryland, Baltimore, Maryland 

Harvey Bertcher 

Graduate School of Social Work 

University of Southern California, Los Angeles, C ‘alifornia 


Gangs are usually described as informally organized small groups. 
The gang has been of special interest because of its relationship to de- 
linquency, crime, addiction and violence. Special techniques have been 
developed by social group workers to attach themselves to the gang and 
to convert them to clubs with a different set of goals and values. Natural 
history accounts of existing gangs have been made through the field 
work diaries of these workers. These studies are limited by several fac- 
tors: (1) Observations are restricted by the requirement of the worker 
to be accepted by the gang; (2) the gang is studied in situ, that is to 
say, as part of a neighborhood structure and tradition; (3) the worker 
usually begins his study at a midpoint in the gang's history, having only 
a word-of-mouth account of its origin; (4) psychiatric studies of gang 
members are usually not available. r 

The purpose of this paper is to report observations on the a 
of gangs in what amounts to a laboratory setting, i.e., în vitro. 
clinical data described are the results of three years’ experience in a 
special treatment program for adolescents. A unique raa pcd 
ture was used that proved to be apear yeas ae gang develop- 
ment. Brief summary material is presented on one gang. 

Experience with Dis project on led to the oan = the pE 
nomena of gang formation and gang membership have “48 wer 
beyond the implications of the existence of gangs in slum A: s 
hoods. The gang is apparently a transition phase in the evo! psa o 
social organization. When disturbed individuals are brought toge a as 
strangers and permitted to interact intensively, the early stages of or- 
d on primitive principles including aggressive testing 


anization are base! : g 
aed the establishment of physical dominance. Only much later do defini 


tive social roles based on a division of labor develop. The gang is inter- 
mediate in this process. 3 ‘ y : 
A status hiearthy based on physical dominance 1s the gang's basic 
organization. The gang then seeks common motivating tasks ke R 
simple enough to be accomplished by its organization. Antisocial @e- 
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struction and direct gratification of basic instinctual needs are the easiest 
goals that provide cohesiveness. The gang, operating on the theory that 
might makes right, is at a different level of social organization than that 
of the rule of law governing the majority of the community. The setting 
of legal limits, the enforcement of law, the judgment and punishment of 
the offender represent a very complex differentiation of roles to perform 
a community function. It would be our hypothesis that many individ- 
uals have internalized patterns of social organization much more primi- 
tive than this and literally function within an alien culture. 


GROUP DYNAMICS: INPATIENT ADOLESCENTS 
ENGAGED IN AN OUTBREAK OF VANDALISM 


Eugene I. Falstein, Sherman C. Feinstein, Daniel Offer, and Paul Fine 
Institute for Psychosomatic and Psychiatric Research and Training 
Michael Reese Hospital and Medical Center, Chicago, Illinois 


A structured program for adolescents has been in operation at the 
Institute for Psychosomatic and Psychiatric Research and Training dur- 
ing the past five years. The operations of this program have been de- 
scribed in detail by Falstein, Feinstein and Cohen. During this period 
we have observed sporadic epidemics of destructive group behavior. In 
1956 and 1958 they took the form of physical violence against hospital 
personnel and destruction of hospital property and in 1959, that of self- 
mutilation. This latter epidemic was studied in detail by Offer and 
Barglow. 

This year an epidemic of destructive group behavior occurred con- 
sisting of over 20 incidents of vandalism within a period of three weeks 
and ranging from intentional mutilation of hospital property to overt 
smearing of feces. These incidents were studied using the concept of 
near group formation, with emphasis upon the choice of vandalism as 
a symptom, the hospital’s spontaneous response to it, and the effect of 
therapeutic intervention. Three main foci and their interrelations were 
examined; 

1. The individual patient, his past history and dynamics, 

2. Hospital personnel (administrative and attending psychiatrists, 

residents, nurses, aides and student nurses), 

3. The adolescent group. 


Methods included individual interviews with patients and staff, close 
observation of formal and informal group formations, and observations 
of and reports from various hospital committee meetings. 

The adolescent group was composed of individuals who entered the 
hospital long after the previous similar outbreaks, Diagnostically, it 
consisted of four psychotics, two depressive reactions, one epileptic, 
three acting-out character disorders, and three infantile characters (9 
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males, 4 females). These children were distributed according to level 
of function throughout the five graded units of the 80-bed psychiatric 
section of Michael Reese Hospital. Ten children were participants in 
the special adolescent care program consisting of school, occupational 
therapy, recreational activities, trips and meetings. Six were in group 
therapy. All received individual psychotherapy. 

Only a few of this particular group of adolescents had a history of 
poor impulse control prior to hospitalization. To them vandalism 
seemed a “natural” choice for the expression of hostility toward the 
hospital as a symbol of the adult world. They formed the nucleus of a 
“near group.” The other patients joined in the destructive activities to 
acquire prestige among the adolescent group. In addition, the latter 
provided sanction for activities they would ordinarily forbid themselves. 
For each individual, hospitalization, with its associated frustration of 
impulse expression, resulted in an accumulation of inner tension. The 
anger was drained when the individual joined the group’s activities. 

The initial staff response by individuals and groups was anger toward 
the patients. Projection and displacement of this anger toward other 
hospital staff groups with a consequent breakdown of communication 
was also seen. À 

An attempt was made to control this outbreak and put it to thera- 
peutic use. Measures included: imposition on the adolescents of group 
responsibility for actions; intervention to effect changes in the structure 
of the group; supplying positive leadership and activities. The staff was 
helped to recognize and cope with the group dynamics of the adoles- 
cents. Their angry feelings were recognized as appropriate and were 
channeled constructively. TA i 

Centering responsibility, coordinating activities, and improving com- 
munication were achieved by the adolescent committee, whose functions 
will be described in detail. 


THE INSTITUTIONAL SETTING FOR TREATMENT 
OF THE JUVENILE DELINQUENT 


PATTERNS OF ADAPTATION OF JUVENILE DELINQUENTS 


TO AN INSTITUTIONAL SETTING 


Irving Kaufman and Lora W. Heims 

The pips: for Child and Family Study, Inc., Boston, Massachusetts 
Francis J. Kelly, Francis H. Maloney and Mary T. awe 
Massachusetts Division of Youth Service, Boston, Massachusetts 


juveni i inpatient set- 
Patterns of adaptation of juvenile delinquents to an inpatie 
ting are discussed. These boys and girls, ages 7 to 17, are committed by 
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the courts to the inpatient facilities of the Division of Youth Service of 
the Commonwealth of Massachusetts. The study gives consideration to 
the following factors: 

a) The range of types of delinquent children seen on admission, such 
as the belligerent, the sullen, the withdrawn. We have evolved a de- 
scriptive typology to be used by the institution which characterizes the 
child and which we use as a base line to study change. Many of the 
children show a series of characteristic changes in their behavior pat- 
terns over a fairly short time. For example, in a four- to six-week 
period, a belligerent, aggressive child may become depressed, relatively 
anorexic, extremely cooperative with institution staff, and relate well to 
program. Some children show little change or an intensification of prob- 
lems. For example, some come in hostile and belligerent and remain 
so during their stay. It is our preliminary impression that this group of 
nonchanging children may contain some who have the poorest prog- 
nosis. 

b) Some of the children who experience a definite series of changes 
demonstrate patterns which occur frequently enough to allow us to make 
descriptive groupings. An awareness of this sequence is of considerable 
help in institution management and program planning. 

c) There appears to be a relationship between the descriptive typol- 
ogy and the psychiatric evaluation of the child. For example, some 
children who exhibited continued or intensified aggressive behavior were 
schizophrenic and required hospitalization. 

d) Psychiatric and psychologic evaluation of the child was affected 
by the stage of his adaptive pattern at the time he was studied. A con- 
stricted, frightened child who gave minimal responses to an examiner 
later became more acclimated and gave flamboyant impulsive responses. 
These variations affect the study of and planning for these children. 
For example, court reports by clinical staff may be based on a fairly 
brief contact with the child, hence may reflect only one segment of the 
child’s personality. Yet this report may play an important part in affect- 
ing decisions about the child’s future. 

e) When we observed institution staff-child interaction, we noted 
that the staff shows a wide range of reactions to the children. Some 
they consider “good kids” and are positive toward them; others they 
find extremely difficult, even anxiety-provoking; still others they con- 
sider “pests” and are glad to see them go. This area concerns one of 
the most interesting aspects of this research for the administration of 
an institution and the impact of the staff on the child. Staff participation 
in the study leading to a meaningful perspective on the child’s behavior 
and to useful ways of approaching these children can maximize staff 
performance and can increase the institution's effectivity as a thera- 
peutic environment for delinquents. 
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ASSESSMENT OF GUIDED GROUP INTERACTION IN A BOYS’ 
TRAINING SCHOOL: A PRELIMINARY REPORT 


Stuart Adams and Joachim Seckel 
California Youth Authority, Sacramento, California 


Three controlled experiments were conducted as part of a systematic 
assessment of guided group interaction (group counseling). Assessment 
was believed desirable because of the tendency for group treatments to 
diffuse widely without objective evaluation. 

Experiment I compared the effectiveness of “interaction” and “dis- 
cussion” in changing attitudes and relationships among four groups 
newly arrived in a reception center clinic. Experiment II, using voca- 
tional training school wards as subjects, compared control and small 
group-counseled groups on institutional and parole performance. Ex- 
periment III compared a control group with three treatment groups 
(small group counseling, 50-boy community meetings, and a combina- 
tion of the preceding) on institutional and post-release performance. The 
three experiments involved 50 wards, 400 wards, and 480 wards, re- 
spectively. Treatment was given by “lay” staff—regular living-unit 
supervisors with inservice training in group counseling. 

Data for Experiment I consisted of test-retests on the Jesness Inven- 
tory, sociometric choices, and Bales interaction process scores; for Ex- 
periment II, Jesness test-retests, staff evaluations of ward behavior, and 
parole performance records; for Experiment TI, Jesness test-retests, in- 
cident reports, disciplinary confinement records, staff evaluations, and 
parole performance records. : 

Experiment I disclosed that interaction groups were better integrated 
sociometrically, liked their leaders better, and registered more favorable 
changes on the psychological inventory than discussion groups. 

Experiment II showed that in comparison with the controls, small 
group-counseled wards exhibited better behaviors and attitudes ond 
murally, communicated more freely with staff, and showed relatively 
better score changes on the Jesness Inventory. On community adjust- 
ment, the counseled wards showed no improvement over their controls. 

Experiment II disclosed that group-treated wards improved in be- 
haviors and attitudes within the institution regardless of the method of 
treatment. Scape-goating declined, racial tensions decreased, clique be- 
havior diminished, communication with staff improved, physical conflict 
lessened, and disciplinary lock-ups became fewer. The three treatment 
cottages differed little among themselves on these criteria. However, the 
Jesness Inventory test-retests differentiated sharply between the eur 
group cottage and the two other treatment cottages. Small group hore 
no significant improvement on any of the eight Jesness arn en? 
munity meeting improved significantly on six of the eight scales; an 
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combined treatment improved significantly on five of the eight scales. 
Parole performance confirmed the results of the Jesness score changes. 

These experiments demonstrate tentatively that (1) leadership style 
affects degree of attitudinal improvement and type of structural devel- 
opment in treatment groups; (2) group treatments are generally effective 
in improving ward attitudes and behaviors during the treatment experi- — 
ence; (3) small group counseling once weekly does not appear to im- — 
prove community adjustment after release to parole; and (4) com- 
munity meetings four times weekly appear to effect an appreciable 
improvement in community adjustment after release to parole. 


ENVIRONMENT OF THE CITY—SESSION V 


THE CORPORATE ENVIRONMENT 


Scott Buchanan 
Santa Barbara, California 


From the times described by Coulange in The Ancient City and by 
Sir Henry Maine in Ancient Law to the present, the city has always had 
an internal and external corporate environment. In fact, the city is that 
corporate entity whose function it has been to establish and maintain 
order among its constituent and its surrounding corporations. It is for 
this reason that politics takes its name from the polis. 

The present urban sprawl is due partly to the fact that the pattern of 
corporate entities with which the city has to deal is confused and over- 
laps. Private corporations for profit and for charity, public utilities, 
public corporations such as counties, states, and the national govern- 
ment, and regional authorities provide environmental factors and gen- 
erate environmental forces on the municipal corporation. Each partakes 
of or usurps governmental powers by making decisions and rules that 
give the shape of the city. The resultant trend is the imminent creation 
of megalopolis. 

But under and through the sprawling corporate tangle there runs the 
accelerating development of the world-wide and all-pervasive techno- 
logical system. The city is now the microcosm of the emerging cosmop- 
olis. Its decisions, its plans and its laws are cumulatively determining 
the quality of world polity and technology. 

The city originally discovered or invented the justice, peace, freedom 
and order of the common good. Can it still learn to govern itself and 
contribute its findings to the world? 
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MENTAL HEALTH IN METROPOLITAN AREAS 


Robert H. Connery 
Department of Political Science, Duke University, Durham, N.C. 


In 1790 the Price-decennial census showed only 24 urban places in 
the United States with a population of 2,500 or more, and all of them 
together totaled a bare 57 per cent of the nation’s population. Today 
more than two-thirds of the nation’s population live in some two hun- 
dred metropolitan areas, each of which includes a city of at least 50,000 
people. This massive increase in population has created numerous prob- 
lems, Millions of American city dwellers live in substandard housing. 
Schools are overcrowded. Traffic congestion is rampant. Recreational 
facilities are inadequate. Air and water pollution are growing problems. 
These are a few of the environmental factors that affect the physical and 
mental health of America. : 

Local government in these great urbanized areas is fragmented into 
hundreds of small units, many of which are incapable of providing effec- 
tive health services. Some metropolitan areas extend across state and 
international boundaries. Effective action, consequently, would seem to 
demand federal leadership, particularly in the fields of research, demon- 
stration and manpower. i 

A pilot study of the administrative and political aspects of mental 
health in the Philadelphia, New Orleans and the North Carolina crescent 
metropolitan areas undertaken by consultants for the Institute of Public 
Administration under contract with the National Institute of Mental 
Health indicated that there were very real problems of intergovern- 
mental relations. The crisscross of state, county, township, borough 
and special district lines poses barriers to effective community coopera- 
tion on mental health problems. Certain minority groups, such as a 
groes in the central city, low-income whites in industrial suburbs, a 
dren and the aging, seem to have special difficulty in adjusting to the 
stresses of urban living. Careful study of the environmental factors in- 
volved in community decision-making seems indicated. 


O ae 
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RESEARCH IN CHILDHOOD SCHIZOPHRENIA 


EMOTIONAL STATES IN SCHIZOPHRENIC CHILDREN 


Samuel J. Beck 
University of Chicago and Michael Reese Hospital, Chicago, Illinois 


Two kinds of emotional states have been patterned out in researches 
on schizophrenia. One is manifest in discharges of his feelings by the 
patient, the other is apparent in the absence of the usual outward ex- 
pression of feelings. The former trait we are designating by the general — 
term “lability”; the latter as “reduced or fixed tone.” 

The two kinds of emotional reactions emerged in researches carried 
on for a number of years at Michael Reese Hospital, Chicago. They 
were observed in adults and in children found by the hospital’s psy- 
chiatrists to be schizophrenic. Follow-up studies have in recent years 
been conducted with the children of the Orthogenic School of the Uni- 
versity of Chicago. This is a residence school for children with primary _ 
disorder. Essentially all are schizophrenics. The present paper reports — 
some results of the investigations at the Orthogenic School. í 

In general, symptoms of lability and reduced tone may be found in 
any of the patients. The variance among them obtains in the dominance 
of one or the other of the emotional trends. Such dominance also marks 
the schizophrenic reaction forms as wholes. Six such forms were fac- 
tored out in the Michael Reese Hospital researches and we are using 
these as our frame of reference for judging any individual’s course. 
Children with schizophrenia react, by and large, with the symptoms 
found in adults. Two of the schizophrenia forms do, however, appeat 
to be found chiefly in children. In one of these the lability trait is clearly 
more prominent, while the other shows more trend to reduced tone. 

The present report describes the emotional states and the courses of 
two children, one boy and one girl. They had resided in the Orthogenic 
School 10 and 8 years respectively. A series of research studies of them 
were made by a psychiatrist, two psychologists and the school’s director. 
One of the two children was strongly marked by the lability trait; the 
other showed both, but relatively more of reduced tone. The former 
definitely improved with his stay and treatment in the school; the latter 
did not. 

The paper concludes with theoretic speculations concerning possible 
relation between (a) lability or reduced emotional tone and (b) course” 
and treatment outlook. 
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RELATIONAL BEHAVIOR OF SCHIZOPHRENIC CHILDREN 
AND THEIR MOTHERS: A METHODOLOGIC STUDY 


David M. Levy, William Goldfarb and Donald I. Meyers 
The Henry Ittleson Center for Child Research, New York, N.Y. 


This report describes a method being developed for the analysis of 
the relational behavior of schizophrenic children and their mothers. The 
method attempts to implement the conviction that each schizophrenic 
child’s symptoms represent, at least in part, his efforts to adapt and 
survive within the specific requirements of his psychosocial environ- 
ment, The study of the schizophrenic child-mother dyad explores a spe- 
cial instance of the many interlocking family relationships which are 
being investigated at the Ittleson Center. f ; 

The objective of this study is to learn how the schizophrenic child 
and his mother affect each other through their communications. This 
study adheres to the method of utilizing observations of small speci- 
mens of behavior to the highest degree; of exhausting their possibilities 
as independent sources of information. For support of inferences, the 
internal consistency within a single transcript of mother-child inter- 
action and the repetition of patterns in several transcripts are relied 
upon. A j 
A written transcript is made of a sound motion picture of a mother- 
child visit 20 minutes long. The smallest units of verbal and nonverbal 
response are numbered and coded. The topics, larger units, are treated 
in a similar fashion. Their content, succession and closure are investi- 
gated. y è j 

For illustration the patterns of interaction, the failures of efforts in 
communication, and the related communicational errors in the inter- 
action of one mother-child dyad are discussed in detail. — i 

Discussion of some of the categories used in the codification of in- 
teraction is included. Among them are descriptive categories designed 
(1) to define the degree and frequency of clear and relevant communi- 


cation; (2) to measurè the degree to which responses reinforce or en- 


courage both general learning and continuance of communication; and 
(3) to define the initiation, variation and termination of topics of com- 
munication in order to isolate the determinants of these vicissitudes in 
communication. pate be, A 92 E 
It is presumed that this type of analysis will identify those errors 1n 
communication which may be pathogenic in cases of childhood schizo- 


phrenia. 
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BRAIN DAMAGE. II. PROBLEMS OF 
EVALUATION AND TREATMENT 


THE INTELLIGENCE QUOTIENT AS AN 
INDEX OF BRAIN DAMAGE 


Max L. Fogel 
Department of Neurology and Psychology 
University of Iowa, Iowa City, Iowa 


In utilizing a test battery, such as the Wechsler Adult Intelligence 
Scale (WAIS), for the purpose of making inferences regarding the pres- 
ence or absence of brain damage, the clinical examiner may use a num- 
ber of approaches. He may inspect various profiles of subtest scores 
(e.g Verbal I.Q. versus Performance I.Q., or “Hold” versus “Don’t 
Hold” tests), Alternatively, he may pay special attention to performance 
on selected subtests, such as Digit Span or Block Design. Finally, he 
may utilize an over-all I.Q. score and compare it with a theoretically 
expected score. 

The last-name approach has been less frequently used than the other 
two. However, this preference has not been based upon sufficient em- 
pirical evidence that the first two modes of analysis are more sensitive 
indices of brain damage than the I.Q. score. 

An additional problem in the interpretation of results of a test battery 
is that often no estimate is available of premorbid status other than 
educational level and socioeconomic class. Thus, the interpretation must 
be made on the basis of subjective “norms.” 

The present study had as its purpose an empirical examination of 
the comparative utility of certain approaches to the interpretation of 
WAIS scores. The specific question posed was: Using educational rank 
to obtain an estimate of expected level of performance, what is the 
comparative predictive efficiency of certain WAIS subtests, of the pro- 
rated Full Scale, Verbal and Performance I.Q.’s derived from these 
subtests, and of the Verbal Performance discrepancy score with regard 
to the identification of brain damage? 

The control group (N = 113) consisted of patients with no history of 
cerebral pathology, alcoholism, head trauma followed by unconscious- 
ness, or infection of the central nervous system. Patients in the brain- 
damaged group (N = 115) carried a final and unequivocal diagnosis of 
disease or injury involving the cerebral hemispheres. All patients were 
capable of understanding directions and cooperating without discomfort 
in the tests. 

These two groups were divided into four educational levels. For 
every predictor variable, the mean score of the control group was de- 
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termined within each educational level, and a cutting score below this 
mean which maximized the separation of the two groups was estab- 
lished. An over-all optimal cutting score was then obtained by combin- 
ing the educational classifications. It was found that Full Scale 1.Q. was 
the most effective discriminator, correctly identifying 71.1 per cent of 
the total number of patients. The discriminations provided by Verbal 
LQ. and Performance I.Q. were 70.1 per cent and 69.7 per cent re- 
spectively. However, two of the subtests, Block Design (68.9%) and 
Comprehension (68.0%), discriminated virtually as effectively as did 
LQ. ratings. The Verbal-Performance discrepancy score was a rela- 
tively ineffective discriminator, correctly screening only 57.0 per cent 
of the patients. 


NEURAL BASES OF BEHAVIORAL INHIBITION 


N. A. Buchwald 

Department of Anatomy and Brain Research Institute, U.C.L.A. 

E. J. Wyers . 
Department of Psychology, University of California, Los Angeles, Calif. 


All organisms are continually bombarded by a barrage of environ- 
mental stimuli, Some of these signals contain useful information. They 
may serve to arouse the organism to a situation requiring a reaction on 
the basis of past experience with similar signals, or to arouse the organ- 
ism to a situation with which it has no previous experience. Moruzzi 
and Magoun in 1949 pointed out that the diffusely projecting brain- 
stem reticular formation was involved in such arousal mechanisms. A 
fruitful series of researches on the relationship of incoming signals to 
their reticular activating system has elicited much interest in both the 
academic and the clinical behavioral fields. ote à 

A large fraction of incoming stimuli do not contain information 
which is useful to the organism, and neural mechanisms must exist 
which filter out such nonuseful signals and prevent excessive bombard- 
ment of the cerebral cortex. Such mechanisms must utilize information 
gained from the organism’s previous experience or possibly “built into 


the central nervous system. In contrast to the reticular activating system, 


this would be a “suppressing” or “inhibitory” system. At one extreme, 
he cortex to produce sleep or 


it might suppress enough of the input to th i 
general E, A more selective action would allow it to screen 
out redundant signals to preven 
the basis of past experience, it sh 


t overreaction. Since it would operate on 
ould be of importance in learning and 
in retention. A number of workers have studied neural systems which 
are implicated in some or all of these “inhibitory” activities. 

The porpbis of this paper is to describe one “inhibitory” system, 
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the “caudate loop.” The “caudate loop” is defined morphologically, that 
is, by the neural structures involved, and functionally, by the fact that 
it is activated only by low-frequency inputs. It is essentially a feedback 
loop which branches off the diffusely projecting activating system at the 
level of the thalamus to the caudate nucleus and then back to the 
thalamus again to join and modify the main stream of information as- 
cending to the cortex. Activation of the loop—for example, by electrical 
stimulation of the caudate nucleus—produces a number of behavioral 
responses which can be considered as “inhibitory.” These range from 
sleep, produced in man (Heath and Hodes) as well as in experimental 
animals, to inhibition of specific responses (e.g., bar-pressing for a food 
reward) to increases in reaction time without interference in accuracy 
of performance. This inhibitory behavior can be prevented or modified 
by a number of factors such as interaction of impulses in the “caudate 
loop” with sensory inputs, by the experimental subject’s past experi- 
ences with the inputs and by the state of arousal of the subject. 

In addition, increases in frequency of direct electrical stimulation of 
the neural elements in the “caudate loop” can profoundly alter behavior. 
All the behavioral effects noted here are produced without morpho- 
logical brain damage. The effects of making brain lesions in pertinent 
sites and of altering the chemical constitution of the caudate nucleus 
are equally of interest and will be described. 


CHILD-PARENT INTERACTION 


MOTHER-INFANT INTERACTION IN 
MONOMATRIC AND POLYMATRIC FAMILIES 


Bettye Caldwell, Leonard Hersher, Earle Lipton, Julius B. Richmond, 
George Stern, Evelyn J, Eddy and Robert Drachman 

Department of Pediatrics, Upstate Medical Center 

State University of New York, Syracuse, N.Y. 


This analysis represents one phase of a larger normative study of 
mother-infant interaction. Thirty mothers and their infants from low 
socioeconomic status families were observed repeatedly from the pre- 
natal period through the first two years of the infants’ lives. The sample 
was heterogeneous with respect to family structure and stability; cases 
with extreme psychopathology were excluded. Mothers selected for the 
study were either primiparous or had one other child under the age of 
two. Referrals came from a city health department prenatal clinic and 
obstetrical and well baby care were provided in the research clinic. Five 
of the mothers were unwed but kept their infants. At the time of data 
analysis, all the children were between the ages of one and two. 
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In the population from which the sample was drawn, many patterns 
of mothering may be found. For the purposes of this analysis, two dis- 
tinct subgroups were identified which should provide information about 
the importance for the infant of continuous interaction with a single 
mother figure. These two groups consisted of: (1) monomatric families, 
that is, families in which maternal care is provided almost exclusively 
by the natural mother; (2) polymatric families, or families in which a 
substantial amount of maternal care is provided by one or more persons 
in addition to the mother. This may be due to mother's employment, 
presence of a grandmother in the home, or shifting of the baby from 
one family setting to another. 

Data from these two subgroups are being analyzed in a variety of 
ways. This phase of the preliminary analysis has been concerned with 
an examination of affiliative behavior in both mothers and infants. In- 
fants from monomatric families were rated as more affiliative and de- 
pendent and manifested more affect in interaction with their mothers 
than infants from polymatric families. Similar analyses are being made 
of achievement and other behaviors considered relevant for later per- 
sonality development. 


REACTIONS TO NEW SITUATIONS—AN INDEX 
TO INDIVIDUALITY IN CHILDHOOD 


Herbert G. Birch, Albert Einstein College of Medicine 
Alexander Thomas, New York University School of Medicine 
Stella Chess, New York Medical College, New York, N.Y. 
Margaret E. Hertzig, Jewish Hospital, Brooklyn, N.Y. 


Study of the characteristics of a child’s reaction to new situations can 
be pertinent to the delineation of individuality in behavioral functioning 
and to the determination of certain significant factors which influence 
a child’s adaptation to stress, patterning of interpersonal interaction and 
approach to learning situations. These issues are considered on the 
basis of the analysis of data gathered in an ongoing long-term longi- 
tudinal study of child behavioral development in progress since 1956, 
in which 120 children are now being followed. Previous reports of this 
study have described the methods of data collection and analysis. The 
findings of initial characteristics of reactivity in the young infant which 


show consistency and stability as the infant grows older and which 


appear to be a significant factor in psychological development have also 


been reported. o E 
consideration of the child’s functioning 1S 


In the present paper, unction 
focused jams analysis of the patterns of response exhibited in the 
patterns of demand. 


initial encounters with new situations or with novel Í d 
The reasons for this concentration are twofold. In the first instance it 
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is clear that the delineation of the persistence of individuality in psycho- 
logic functioning increases in difficulty as a function of age. Thus, in 
following children from infancy it is clear that the earliest periods of 
life represent circumstances which are characterized by a minimum of 
routine patterns of reaction and are rich in instances of encounters with 
demands and conditions for which no habitually patterned organiza- 
tion of responses exist. In contrast, the life course creates routine, 
and the behaviors engaged in by the older child are in largest part 
reactions to well-accustomed stimulations which necessarily produce 
a preponderance of repetitive, socially stereotypical reactions. As a 
consequence, growing up has the inevitable function of artificially 
homogenizing the behaviors of children with the resultant blurring of 
the idiosyncratic aspects of functioning. Clearly, then, routine patterns 
of response, once fabricated, reflect the culture and minimize indi- 
vidual uniqueness. 

Several approaches may be taken to maintain the sensitivity of our 
delineation of individuality in the face of cultural homogenization. One 
approach to this problem is to differentiate in the analysis of reaction 
patterns between those characteristics of functioning exhibited as the 
result of first contacts with situations that make behavioral demands and 
those patterns present when the child is engaging in established routines 
or accustomed contacts. Such an analysis results in an accentuation of 
the delineation of individuality of functioning in later childhood. It 
strongly supports the hypothesis that early patterns of primary reactivity 
are persistent and significant in the child’s later functioning. 

Also presented will be an approach to the qualitative study of the 
child’s reaction to new situations in terms of the over-all individual 
form and structure of the child’s patterns rather than the more usual 
psychodynamically oriented approach. 


MOTHER-INFANT INTERACTION: AN ATTEMPT 
TO CORRELATE CERTAIN PSYCHOLOGICAL, 
PHYSIOLOGICAL AND OBSERVATIONAL 

DATA 


Anna Kulka, Richard D. Walter, and Carol F. ry 
UCLA Medical Center, Los Angeles, California 


A pilot study was completed on 12 mother-infant pairs; the infants 
were one to three months of age. The experimental situation involved 
correlating sample physiological responses of mother and infant to nurs- 
ing and interrupted nursing; together with differences in maternal han- 
dling of the infants as analyzed from a 16 mm. moving picture taken 
during the experiment. The physiological responses studied were EKG 
and EMG taken on both mother and infants. 
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Mothers and infants together by average EKG rate 3 of 4 and mothers 
and their infants ranked separately by EKG rate were in the same third. 

Similarly mothers and infants, ranked separately by per cent of change 
in EMG activity, were in approximately the same group. 

Ten of our 12 infants showed EKG rise on the interrupted nursing, 
and fall on resumed nursing. 

Nine of our 12 mothers showed a parallel rise and fall. 

Nine out of 12 babies showed an increased per cent change from 
the average during interrupted nursing, which dropped during resumed 
nursing. 

Six ‘of the 12 mothers showed a parallel EMG response. 

Myograms near zero were seen in babies who were held with neck, 
head and body supported and were also free to kick and move. These 
babies also showed slower average EKG rates. 

High electrical activity in all tested leads, nursing or not, was ac- 
companied by babies held with head, neck or back unsupported, or 
held so tightly as to prevent movement, These babies showed higher 
average EKG rates. ; 

In future experiments we plan to make nursing a constant by test- 
ing the babies when not hungry and then we propose to vary han- 
dling, partly by instructing the mothers and partly by having the ex- 
periments handle the babies in different ways. In future we plan to 
start prenatally with our cases and take at least one fetal electro- 
cardiogram. Do the cases with rapid hearts also have rapid fetal hearts? 

Follow-up studies are also being planned. As yet, we have not de- 
vised a practical physiological sampling method for little children who 
are running around. However, the “space suit” will undoubtedly be 
popular soon! : Pela ny 

We feel the possibility exists that simple physiological measureme! 
such as EKG in a standardized test situation can give information 
which is useful in assessing, or even diagnostic of, the nature of the 


interaction of mother and infant. 


COMMUNICATION—ITS ROLE IN 
MENTAL HEALTH 


THE WEB OF COMMUNICATION 


Joost A, M. Meerloo 
New York, N.Y. 
i i i i hatever he has to say 
A speaker trying to contact his audience with whi ) 
is hk aoa a a web of manifold suggestions, rituals and coercions. 
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His illusion of persuading his listeners clashes with their defenses and 
their subjective anticipations. Overpreparation of a paper, a cut-and- 
dried résumé and an extensive bibliography, plus the growing habit 
of reading a paper rather than searching for a direct rapport with the 
audience through the spoken word—all take away the spontaneity of 
mutual understanding. 

The lack of communicative impact of speakers caught in their meet- 
ing ritual can be analyzed and judged. Examples of such communica- 
tive defenses are given. 

The analysis of this rigorization of communicative exchange is of 
importance because a similar web of communication is used in the 
subtle exchanges between therapist and patient. 

The study of mental contagion and psychic infection shows even 
more than the individual analysis of man how intimately emotions and 
behavior are tied up with environment and with man’s biological and 
historical past. 

The unique individuality gets a better chance to assert itself when 
critical assessment of existing persuasions and suggestions can be made 
and when the person is able to distantiate himself from the maze of 
conscious and inadvertent persuasions that are constantly molding him. 


SEQUENTIAL ANALYSIS OF VERBAL INTERACTION 


William F. Soskin 

McLean Hospital, Belmont, Massachusetts 
Vera John 

University of Rochester, Rochester, New York 


The systematic study of very long sequences of behavior in naturally 
occurring situations is a relatively neglected area of investigation. Re- 
strictions on direct observation which preclude an investigator’s access 
to many private experiences of his subject make it difficult to study 
continuities in behavior from one situation to another that may occur 
several hours or days later. Even in five-day-a-week psychotherapy the 
investigator-therapist directly observes a patient’s behavior only in the 
therapeutic hour; for an appraisal of the patient’s social behavior else- 
where he is dependent on the selective recall of his patient-subject. 

The present study was designed to explore methods for studying ex- 
tremely long sequences of spontaneous social interaction of subjects 
living in a relatively free environmental situation where minimal con- 
straints were imposed on their behavior by the investigator. Subjects 
for the study were two young married couples. Throughout the period 
of investigation—the setting of which was a small summer resort com- 
munity in the Midwest—the subjects wore miniature radio transmitters 
capable of picking up all conversations in which they engaged and of 
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transmitting these conversations to a tracking station some distance 
away, where the material was recorded on tape. By this means it was 
possible to obtain verbatim records of verbal interaction for stretches of 
16 hours or more over a period of days. 

The results presented here are based on the analysis of behavior of 
only one of the couples. Significant differences were found in the types 
of messages produced by subjects in different social settings. In pri- 
vate settings the wife produced far more exclamations of pleasure, 
fear, disappointment and the like than did her husband; in public, few 
such expressions were produced by either. Verbalized hopes, wishes, 
intentions and other messages, otherwise private, accounted for 30 per 
cent of all utterances in a sample of 1,850 messages. Evaluative mes- 
sages and straight informational messages accounted for another 29 
per cent and 28 per cent respectively of this sample. In private, the 
husband produced more regulating, directive messages than did the 
wife, although for both this kind of behavior was far less frequent in 
public. 

One “crisis” episode was subdivided into five phases and each phase 
was analyzed separately to detect shifts in message type at different 
points in the episode. Significant differences in frequency of message 
type was observed from one phase to the next. Problems in collecting 
and analyzing these kinds of records is also discussed. 


PSYCHIATRIC EMERGENCIES IN THE 
TREATMENT OF CHILDREN 


— L 


PSYCHIATRIC EMERGENCIES IN CHILDREN 


Henry L. Burks, Division of Child Psychiatry 

The University of Texas Medical Branch, Galveston, Texas 
Martha Hoekstra, Children’s Psychiatric Hospital Ri 
University of Michigan Medical Center, Ann Arbor, Michigan 


A study of preadolescent and early adolescent children referred as 


emergencies to @ university psychiatric clinic is reported. The experi- 
mental group consisted of 110 children representing all of the chikara 
seen in a one-year period who were considered to be emergencies y 
the referring source. A control group of the same size consisting ©) 
children referred during the same time period, but on a nonemergency 
basis, was also studied. Data were obtained from the clinical records of 


the two groups: 
1. Identifying and objective information such as age and sex, 


2. Social and psychiatric histories, including information about the 
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source and method of referral and the expectations of the referring 


person, 
3. Findings from the psychiatric and psychological evaluations. 


These data were quantified where possible, coded and punched on IBM 
cards for purposes of tabulation and statistical analysis. 

In both the emergency and nonemergency groups, a surprising de- 
gree of chronic illness was found. Compared to the control, the emer- 
gency group showed significant differences in duration of illness, age, 
source of referral, and nature of the events leading to the referral. In 
other ways the histories and psychiatric findings failed to distinguish the 
emergency from the nonemergency group. 

The group of emergencies was heterogeneous: About one-fourth of 
the referrals were identifiable as children with autoplastic symptoms 
whose histories and psychiatric findings were quite different from those 
of the remainder of the experimental group, and from those of the 
controls as well. These children seemed to be labeled “sick” by the 
community and were referred quickly, usually through medical chan- 
nels. 

In the remainder, the tendency was more toward looking upon the 
children as “bad” and resorting to psychiatric referral only after other 
community resources had failed or after an especially dramatic bit of 
acting-out behavior. Frequently there was no evidence of crisis within 
the child or his family, but some outside community source was moved 
to initiate referral. The histories and psychiatric findings of this sub- 
group failed to show great differences from the control clinic popula- 
tion. 

Suggestions are made for ways that referring sources and clinic teams 
can collaborate more effectively in the recognition and handling of 
emergency situations. 


PSYCHIATRIC EMERGENCIES IN CHILDREN 
AND ADOLESCENTS 


Joan Chodorkoff, George C. Bryan, Edna Miller and Carl O'Brien 
Wayne State University College of Medicine and 
Detroit Receiving Hospital, Detroit, Michigan 


This is a report of the 375 children and adolescents seen at the Chil- 
dren’s Emergency Psychiatric Clinic at Detroit Receiving Hospital 
during the first 20 months of the Clinic’s operation. The report in- 
cludes a statistical analysis of the Clinic population covering (1) de- 
veloping patterns of community referrals; (2) diagnostic categories 
based on the major presenting symptoms; (3) age and sex distributions 


=— 
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according to diagnostic categories. Some comparisons were made be- 
tween the Clinic’s patient population and that of the Children’s Center 
of Wayne County, a state child guidance clinic also located in Detroit. 

Our findings showed that 74 children, or 19 per cent of the total 
intake, were emergency cases requiring immediate psychiatric atten- 
tion. Schools and other hospital services were the major sources of 
referral, comprising 48 per cent of the total. The pattern of referral 
sources remained relatively constant during the 20-month period. 

Analysis of diagnostic categories revealed a high proportion of be- 
havior disorders (32% of the total), with a relatively low proportion 
(8%) of children diagnosed as neurotic. Six per cent were referred for 
suicidal attempts and a high proportion of the total intake (19%) 
manifested obvious psychotic symptoms. 

The total intake showed the boy-girl ratio to be approximately equal. 
In the latency age range boys exceeded girls and this discrepancy was 
especially marked in the Behavior Disorder category. Significantly more 
girls than boys attempted suicide in the 10 to 18 year age range, and 
more girls between 15 to 18 years were referred with somatic com- 
plaints. 

Comparison with the patient population of the Children’s Center of 
Wayne County did not reveal any striking difference in referral sources. 
However, analysis of patient population by diagnostic categories showed 
that the Children’s Center population contained more children in the 
neurotic category, with proportionately fewer children who were be- 
havior problems, who attempted suicide, or who were manifestly psy- 
chotic. 

The comparisons between the emergency clinic and an outpatient 
child guidance clinic reflect, as they should, the different purposes of 
each clinic and indicate that each of the clinics is serving existing needs 


of the community. 


EMERGENCY REFERRALS FOR 
INSTITUTIONAL ADMISSION 


Thomas E. Atkins and John A. Rose 
Philadelphia Child Guidance Clinic 


Ora R. Smith : : ; 
Eastern Diagnostic and Evaluation Center, Philadelphia, Pennsylvania 


Among the referrals to a state-operated outpatient Children’s Diag- 
nostic and Evaluation Center, there are many so-called “emergency 
cases, in which the request of the referring service is for immediate 
admission to a state hospital or @ state school for the mentally retarded. 


These usually are cases in which the child is described as severely 
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disturbed, the family disintegrating, and the community up in arms. 
Experience suggests that there are various kinds of emergencies which 
are as characteristic of prevailing problems of the referring services as 
they are of the nature of the disturbed behavior manifested by the 
child. 

Forty-two cases, representative of such emergencies over a 13-month 
period, have been examined to determine their major characteristics 
and to provide a frame of reference for describing a service and some 
impressions of current patterns of services for children. 

The children in the sample studied ranged in age from 5 to 18, were 
about equally divided as to sex, and generally represented a lower socio- 
economic group from a metropolitan area. About two-thirds of the 
referrals were from medical sources; the remainder from welfare, social, 
educational and mental health facilities. Most prominent reported symp- 
toms were markedly aggressive behavior, “bizarre” behaviors, homicidal 
and suicidal threats. In about half the cases, there had been previous 
consultations or attempts at symptomatic treatment within the com- 
munity just before referral; in only two instances was there a prior his- 
tory of psychiatric treatment. A review of the records revealed that in 
almost all instances the disturbance in the child was one of chronic and 
pervasive nature; a typical family picture revealed extreme instability 
both currently and in the past. Frequently there was a history of prior 
involvement with health, education or welfare services in the com- 
munity. The current environmental situation, in a number of instances, 

_ included overt conflict between child care services around responsi- 
bility for care. 

The nature of the service emphasized immediate multidisciplinary 
evaluation of the child, the immediate and long-term needs, and the 
realities of limited resources available to meet them. There was a studied 
attempt to restore a more normal interactional pattern to child and 
family by decreasing elements of panic. 

Immediate hospitalization was recommended for 10 of the 42 cases; 
in each instance this had to be in an adult setting. In 27 of the 42 cases, 
additional contacts were held with the family over a period of five days 
to eight months for further study and completion of dispositional ar- 
rangements; as a result of these contacts, more selective and appropriate 
disposition was possible. 

On the basis of this experience, it appears that the “dumping syn- 
drome” which is characteristic of our time is abetted by service pat- 
terns that view behavioral aberration in a child as a minor problem in 
social adjustment on one day, and as a major psychiatric problem on 
the following day. Actually, emergencies such as these seem less often 
created by change in the state of the child and more often by a sudden 
alteration of the supports available to the child and family. 
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LANGUAGE AND LEARNING SKILLS 


e 


FUNCTIONS OF THE EDUCATIONAL PSYCHOLOGIST IN A 
PSYCHIATRIC SETTING FOR CHILDREN 


Dale D. Miller, University of California Medical Center 
Irving Philips, The Langley Porter Neuropsychiatric Institute 
San Francisco, California 


The specific functions of the educational psychologist in a psychiatric 
setting (Children’s Service, Langley Porter Neuropsychiatric Institute) 
are emphasized. The development of psychological thought in relation 
to its impact on the field of education is reviewed briefly and with some 
observations regarding the relation of child psychiatry to education. 
Some conclusions are drawn about the value of utilizing educational 
personnel in psychiatric settings for children, as well as some implica- 
tions for the future training of such personnel. 

The functions which have been thus far most clearly defined are 
described in some detail: 

1. Educational testing—discussed from the standpoint of its con- 
tribution to the outpatient study of children referred for psychiatric 
diagnosis and evaluation. The paper points out that assessment of the 
academic and interpersonal functioning of a particular child in a school 
situation can add meaningful information to the study data compiled 
by other members of the clinical team. 

2. Remedial teaching with emotionally disturbed children—illustrated 
by clinical material which describes informal experimental efforts to 
teach basic academic skills (the three R’s) to a preadolescent, non- 
verbal, schizophrenic girl, as well as similar work with somewhat less 
seriously disturbed psychotic and neurotic children. The material illus- 
trates specific problems of the tutoring sessions. Collaboration between 
the educational psychologist and the psychotherapist is discussed. The 

roblems of collaboration and the value of correlating aspects of a 
child’s behavior in a structured, individualized learning situation with 
events occurring in his psychotherapeutic hours are also described. 

3. Some attention is given to the closely related teaching function of 
the educational psychologist to foster staff development. A seminar in 
educational problems and methods which is attended by the ward teacher 
and by some of the psychiatric nurses who assist regularly in the ward 
described. The contribution of this seminar to the 
children in the classroom and its possible significance 
hiatric nursing personnel on a 


school program is 
ongoing work with 
for further inservice training for psy 
broader scale is discussed. 


350 UNDERACHIEVEMENT IN GIFTED CHILDREN 


4. Collaboration and consultation with clinic staff in planning and 
developing the inpatient school program. 

5. Consultation with community resources—When learning problems 
are associated with the child’s general behavioral disturbance, con- 
ferences are often held between the clinic and the school. The educa- 
tional psychologist contributes to these conferences what he has learned 
about the child and what he considers to be helpful to the school in its 
further planning and work with the child. 


UNDERACHIEVEMENT 


ROUND TABLE ON UNDERACHIEVEMENT IN 
GIFTED CHILDREN 


Richmond Holder 
Massachusetts General Hospital, Boston, Massachusetts 


This Round Table will present the combined views of four disciplines 
—Psychiatry, psychology, social work and teaching. It will assess the 
problem of underachievement in gifted children and will measure the 
varying approaches to handling this problem. 

Underachievement is viewed here as being a symptom (in all likeli- 
hood) of an underlying emotional disturbance which may or may not 
be accompanied by other symptoms. As used in this discussion “under- 
achievement” is considered to be an academic performance significantly 
lower than the child’s evaluated ability in more than one major subject 
would seem to warrant. A “gifted” child is herein defined as one with 
an I.Q. of over 120, or one who is in the top 10 percentile of the total 
population in intellectual ability. In addition, it is recognized that under- 
achievement may or may not be accompanied by a specific language 
disability. Without arguing whether the latter has either a primarily 
neurological or primarily psychological origin, its mere presence may, 
in fact, give rise to a secondary underachievement or emotional dis- 
turbance similar to that found in children suffering from crippling or 
long-standing physical diseases. However, in this Round Table no at- 
tempt will be made to evaluate the role of a specific language disability 
in underachievement. 

The psychiatrist’s comments in the discussion are based to a large 
extent on his own clinical experience over the past ten years, with spe- 
cific reference to 60 cases seen in private practice referred for under- 
achievement. These were seen in therapy for periods ranging from one 
to seven years. He has also drawn heavily upon the many studies on 
underachievement, including those of his colleagues at the Round 
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Table, in psychology and social work. Some attempt has been made 
to review part of the literature. 

Without exception, all of the children seen in private practice came 
from a high socioeconomic background and were predominantly boys. 
There were 57 boys and 3 girls, and one of each committed suicide. 
Their fathers proved of particular interest in that the majority of them 
had achieved a marked professional and financial degree of success, 
while a significant percentage had achieved very little or nothing. How- 
ever of this subgroup the paternal grandfathers had been uniformly 
successful except possibly for one case on which full information is 
missing. 

In approximately a third of the homes represented the mother was 
considered to play the dominant role and kept the sons in an infantile 
position. Another third of the families had one or more divorces. In 
four of the marriages the mother was diagnosed as schizophrenic, and 
in one the father had the same diagnosis. A large number of the fathers 
maintained a subtle but nevertheless clear derogatory attitude toward 
the sons. 

In conclusion, it was felt that a combination of the marital relation- 
ship, the small amount of time spent by the father with the son, and 
the psychodynamic factors leading to the father’s success or lack of 
it were all important contributory causes in the development of under- 
achievement in the gifted children studied. 


IDENTIFYING ACHIEVEMENT PATTERNS ASSOCIATED 
WITH CERTAIN KINDS OF EMOTIONAL DISTURBANCE 


Lorene A. Stringer : i 
St. Louis County Health Department, Clayton, Missouri 


In attempting to evaluate whether an academically lagging child made 
better Oc repeating a grade than he had been making before, 
we developed a tool that we call the “Academic Progress Chart,” or 
the APC. It uses a child’s successive achievement test scores to graph 
his year-after-year course of progress in academic learning through the 


first eight grades. Subsequent €x] rience ‘ ) 
pe dat they reflect the presence of many kinds of ree or 
disturbances and of recoveries from such disturbances where are a 
occurred. It was proposed, therefore, that if these early impres: cid 


; $ ning 
could be substantiated, the APC might serve as a useful scree C 
for the early detection of emotional illnesses 1n elementary school chil- 


dren. : 
For the past two years We have been engaged in exploratory research 
to determine whether APC findings are consistent with other criteria 
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of social-emotional adjustment, specifically, (a) symptom and adjust- 
ment data found in previous research to be reliably and positively re- 
lated to the degree of disturbance present in school children, and (b) 
judgments by the professional staff of our School Mental Health Serv- 
ices of the severity of disturbance present in children referred to them 
for help. 

A normative study, carried out as the first step in this research project, 
isolated a number of factors intrinsic to the school situation which were 
Significantly associated with different achievement patterns. These fac- 
tors accounted for only the lesser portion of the variances present in 
the data, the intra-individual factors accounting for the greater portion, 
Further, this normative study revealed a prevalent cyclical pattern of 
academic progress, the great majority of children showing a marked 
tendency to alternate periods of rapid with periods of slower progress. 

In more recent work we have obtained considerable evidence of the 
existence of a relationship between achievement and adjustment. We 
have also obtained some evidence relating to the nature of that rela- 
tionship. Tentatively, since we have not yet completed this exploratory 
investigation and therefore must hold our present findings subject to 


revision, we have four APC patterns that seem quite distinct from each 
other: 


1. APC Normals perform somewhat above grade level (based on na- 
tional standards) and show only a mild zigzag in their over-all 
advance. A slightly less than average number of symptoms is re- 
ported for them, but relatively few of them are called symptom- 
free. Their symptoms are generally of an acting-out kind, which 
leaves their achievement unimpaired. 

2. The Deviant Lows show highly variable progress patterns, but 
usually below expected grade levels. We believe that they represent 
—at least in these early years—the more generalized, diffuse, 
depressive disorders, possibly sometimes in combination with 
mild organicity. 

3. The Deviant Highs have APC’s marked by long, steep slopes with 
occasional sharp breaks. We do not have statistically significant 
findings for this group, but the symptoms reported by the mothers 
of these children are highly suggestive and include both somatiza- 
tions and hostile acting-out. 

4. The “anxious” pattern is an APC marked by a very tight clinging 
to the expected-progress line. Reports of school mental health 
workers contain evidence of serious anxiety manifestations in 85 
per cent of these cases. 


On the basis of our findings to date, inconclusive as they are, we 
suggest that we do not yet know enough about the needs of the gifted 
underachiever to know how best to program for him, and that therefore 
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we will be wiser, for the present, to de-emphasize his “giftedness” and 
attend to his rights and needs as a child. 


ADMINISTRATIVE AND EDUCATIVE PROBLEMS 
OF UNDERACHIEVEMENT 


Crosby Hodgman 
Beaver Country Day School, Chestnut Hill, Massachusetts 


Since failure of a boy or girl takes place mainly in a school, the place 
of that institution in the life of the underachiever must be considered. 
The following questions therefore may be raised: 

a. How does a school contribute to the underachievement of the boy 

or girl? 

b. How can the school help the underachiever begin to function 

nearer his potential level of work? 

c. How can the school collaborate and aid the efforts of the guidance 

counselor, psychologist or psychiatrist? 

The emotional factors that block the progress of a boy or girl were 
probably caused by the interaction of parents and siblings, but teachers 
and school authorities may repeat the mistakes made by the family. 
The atmosphere or climate of the school is therefore extremely impor- 
tant: Angry, underpaid, overworked teachers are not unlike angry, tired, 
anxious parents. Like everyone else, the underachiever flourishes best 
in a happy environment. 

In other words, teachers must like their work. They must be well 
paid. They must have security. They must have enough freedom in 
planning their work to feel that the school board and school adminis- 
tration regard them as intelligent adults. Their social place in the com- 
munity ought to be one of dignity. They should be regarded as experts, 
aware of the special needs of their students and eager to do something 
about them. 

When a student receives two or more low marks, an immediate ex- 
planation should be sought. Health, physical factors, lack of academic 
ability or the possibility of language disability, a special crisis in the 
life of the underachiever may supply the answer. Eliminating these fac- 
tors, the school should then recognize the failure as involving emotional 
factors. X 

If parents are going to take their child to a clinic or to a psychiatrist 
for therapy, they must first be assured of the value of this step by 
someone whom they know and respect. The school is not 4 clinic, a 
teacher is not a psychiatrist, and the two areas of education 
be confused or combined. The test information of the Wechsler- 
Bellevue, TAT, Rorschach should, however, be supplied to the school 
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principal and the teachers. The psychiatrist and the school should form 
a team to help the underachiever. Since he got this way because this was 
his special way of respon ing to his environment, if possible, his home 
should be brought into the act. Parents need to be re-educated along 
with the underachiever. 

It should be the responsibility of the school administrator to expedite 
the relationship between the home, the teachers and the clinic or psy- 
chiatrist. Someone has to fit all these elements together and who better 
than the person who has charge of the school in which the underachiever 
is failing? 


THE INTERNAL OPPONENT IN THOUGHT IN RELATION 
TO CHILDREN’S LEARNING ERRORS 


Bessie M. Sperry 
Judge Baker Guidance Center, Boston, Massachusetts 


The opponent in thought is a concept used by Piaget to describe the 
inner audience to which one addresses one’s thoughts. In relation to this 
audience one attempts to make one’s thoughts logical and communicable. 
In normal thought Piaget thinks of this opponent as an ordering force 
diminishing illogical egocentrism and favoring communication. It is a 
concept similar to “self-criticism” used in describing psychological test 
responses or children’s school work. Normally, this concept functions in 
a way that in psychoanalytic terms could be described as an evaluative 
part of the ego. 

In observing children with learning problems, we have seen this 
internalized opponent in thought function somewhat differently. For 
some children it operates as a part of the superego. It functions on two 
different levels to produce uncertainty and partial immobilization, rather 
than to produce socialized logical thought. First, “right” and “wrong” 
may have not only the connotations “correct” or “incorrect” but also 
“sood” and “bad.” This fusion of meanings can lead to a restriction of 
performance, to an all-or-none reaction to errors, and to a general 
devaluation of the child’s own performance when he feels uncomfortable 
about his moral evaluation of himself. Excessive need for directions, for 
reassurance at each step of his performance, and a tendency to tear up 
or mark out his school work are sometimes related to his fecling that 
the opponent in thought, the teacher, a parent or some vaguely internal- 
ized “other,” will see his work to be as bad as he views his own thoughts. 
In addition to his own derogatory self-evaluation, this process is related 
to the child's perception of his parents’ attitudes as derogatory. 

A second level, less close to consciousness, at which the internalized 
opponent in thought becomes operative as a superego function has to 
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do with another shift of “right” and “wrong” meanings. To get the 
“right” answer may seem aggressive and competitive toward the internal- 
ized opponent in a very basic sense: that is, to go against and hurt 
someone else. Therefore, to get the “wrong” answer means to fail in these 
aggressive wishes and to be more acceptable to this internalized opponent. 

The normal evaluative function of the ego is impaired by these two 
different levels of functioning in relation to a partly internalized “other.” 
The child fears both success and failure, dislikes the whole process of 
school work, 


TIME AND DISEASE IN AGING 


i 


NIMH MULTIDISCIPLINARY STUDY OF HUMAN AGING: 
PRELIMINARY REPORT—PSYCHIATRY 


Robert N. Butler 
National Institutes of H ealth, Bethesda, Maryland 


In a multidisciplinary study of aged men (mean age 71) who were 
selected for medical health, nonpsychosis, and community residence, 
many characteristics, physiological to social, heretofore attributed to 
aging (time) were found to be the function of disease. Should methods 
of prevention and/or treatment of disease (e.g, arteriosclerosis) be real- 
ized, the phenomena of aging would appear surprisingly different. From 
a psychiatric point of view, it is especially important to disentangle the 
various elements that contribute to maladaptation of older people. 

In this paper some of the preliminary results of the first five-year 
follow-up are reported. Certain characteristics found to be associated 
with both adaptation and survival included self concept, sense of use- 
fulness, and the absence of even mild evidence of organic brain dis- 
orders. Effective use of insight, in which the individual makes various 
modifications and substitutions in response to changes in later life, 
remains the most successful and enduring adaptive response in old 
age. Other mechanisms of defense were identified which proved to be 
both successful and enduring. The active tendency toward denial of 
one’s aging in its various manifestations is discussed. Counterphobic 
activity is not uncommon and includes behavior dangerous to life and 
limb, apparently carried out in order to demonstrate one’s continued 
capacities to oneself and to others. ; 

Alterations in both the character and the intensity of functional 
symptomatology were observed. Questions arose concerning the nature 
of depression in old age suggesting necessary refinements in psychiatric 
evaluation and nosology, with recognition of disorders of despair and 
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nd compulsive behavior appears to be less intense 


apathy. Obsessional a 
and useful. 


and at the same time preservative 

“Senility,” unquestionably @ vogue concept having diverse meanings 
to both the laity and to medicine, was found to be “reversible” in cer- 
tain instances, in part accounted for by the fact that depression was 
simulating organic disorder. 

Additional approaches for study of the psychology of the aged were 
introduced in the follow-up study. Experimental utilization of the 
mirror-image experience of older people proved to be of exceptional 
value in examining self and body-image experiences as a function of age. 
The strategic use of our now continuing follow-up will be outlined for 
the investigation in situ of: the evolution of new disorders; charactero- 
logical change in relation to a variety of factors, social to medical, the 
processes of aging per sé. y 

The importance of acquiring normative data in later life and of in- 
corporating the final psychological development of man into contem- 
porary personality theory is considered in the context of our finding 
that older people characteristically experience a process of reviewing 
their lives as death approaches. 


GROUP APPROACHES TO TREATMENT 
IN THE CHILD GUIDANCE CLINIC 


GROUP PSYCHOTHERAPY WITH CHILD 
GUIDANCE CLINIC FAMILIES 


Samuel Karson 
Dade County Child Guidance Clinic, Miami, Florida 


The major purpose of our dynamically oriented group program is to 
provide a therapeutic experience for troubled families. The goal is for 
suppressed hostility and dependency needs to be given expression, re- 
direction and gratification. The boys range in age from 7 to 13 and 
typically present a symptom picture which involves neurotic or acting- 
out behavior. The mothers are anxious and guilty, feel angry, resentful 
and deprived. Fathers too are seen in groups and to accommodate them, 
evening groups were begun. Typically, the fathers are markedly de- 
pressed, anxious, guilty and tend to be sensitive, passive men. 

Groups ordinarily are of six months’ duration and consist of six boys 
of the same age plus a therapist and an observer. There is also a corre- 
sponding mothers’ group. The groups are closed, with a definite date 
of termination made known to the patients from the outset in order 
to facilitate movement. To enhance the manageability of a boys’ group, 
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and to promote therapeutic effectiveness, it is well to have no more than 
two aggressively oriented behavior disorders in the group. Group selec- 
tion is aided by the use of the Children’s Personality Questionnaire and 
the 16 P.F. Test for adults. 

Typically, children’s groups move through three phases. The first 
phase is characterized by testing of limits and discharge of hostility. 
The latter is encouraged by equipping the playroom with toys which 
facilitate such behavior. After testing hits a peak, the second phase 
begins. Group ties have grown and the old toys give way to more goal- 
oriented, competitive games. The last phase is one in which the group 
can be encouraged to plan its own activities. The children’s therapist 
is responsible for establishing a permissive atmosphere and maintaining 
limits. This milieu promotes the transferences, catharses, insights and 
sublimations which constitute the internal processes of growth in the 
child. The observer is not passive, but is complementary and receptive— 
a participant-observer. Through their use as observers in the parents’ 
and children’s groups, staff members have been trained in group meth- 
ods. 

A supervisory group conference follows each session and is attended 
by therapists, observers and the group supervisor. The purpose of these 
meetings is to examine the content of therapy sessions in order to pre- 
vent developing resistances from destroying the work of the group and 
to plan the strategy of future sessions. Important also is the attempt 
to give the participants some idea of the kind of stimulus figures they 
provide for the group members. 

Treatment is primarily geared to improving the patient’s self concept, 
lifting depression and building ego strength rather than working through 
deeper personality conflicts. Our experience in the past three years with 
about 20 groups indicates that our program provides a stimulating 
approach to the area of short-term group psychotherapy. We hope to 
substantiate our confidence in group approaches to treatment through 
appropriate clinical research. 


THE ESTABLISHMENT OF AN ACTIVITY GROUP THERAPY 
PROGRAM IN A COMMUNITY CHILD 
GUIDANCE CLINIC 


Charles O. Walton 
County of San Mateo Mental Health Services Division 


San Mateo, California 


This paper describes the experience of a child guidance clinic staff 
in establishing a group therapy program. No attempt is made to evaluate 
results of treatment. Group therapy was initiated in this clinic because of 
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dissatisfaction with the clinic’s productivity and effectiveness and be- 
cause of several staff members’ interest in this approach from past ob- 
servations of children’s groups. The initial “therapeutic nursery school” 
group utilized the facilities and help of a parents’ cooperative nursery 
school, with nursery school teachers as group leaders. A mothers’ group 
and later a fathers’ group were added which run concurrently with the 
children’s groups. Based on the positive experience with these initial 
groups of rather severely disturbed children, other groups of children, 
ages 6 to 12, and concurrent parents’ groups were added, for a current 
total of seven children’s and nine parents’ groups. The children’s groups 
utilize play or activity group therapy as the basic method. 

Necessary ingredients to begin the program were: (1) some clear 
concepts of the forms and the essential techniques to be used in the 
groups; (2) administrative and budgetary support; (3) suitable space 
and equipment for activity groups; (4) a willingness on the part of 
individual staff members to attempt unfamiliar group techniques. 

Staff response to the innovation has been cooperative and enthusiastic. 
Some of the results have been encouraging. Considerable additional con- 
sultation and conference time has been necessary. With the multiplica- 
tion of children’s and parents’ groups, it can become extremely com- 
plicated to maintain essential collaboration. Various solutions have been 
explored. Some unique problems have arisen growing out of the me- 
chanics of establishing groups. To establish a group successfully, a 
reservoir or adequate flow of suitable cases is needed. Here, the waiting 
list may be a useful tool. Complex therapeutic problems arise in a group 
of parents selected by virtue of their children’s membership in a group. 
There has been great difficulty in involving fathers, especially the 
fathers of girls, in the group program. In the solution of this and other 
problems the periodic family conference has been found necessary and 
therapeutically useful. 

Special problems have arisen from the inclusion of severely disturbed 
children in the group program. Successful use has been made of vlini- 
cally untrained workers and volunteers. It is concluded that, despite 
many difficulties, initiation of a children’s group therapy program is 
feasible, stimulating and interesting. This approach offers opportunities 
for investigation and greater understanding of clinical phenomena. The 
group formation also creates unique problems leading to creative solu- 
tions. 
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ENVIRONMENT OF THE CITY—SESSION vi 


COMMUNITY ACTION IN EAST HARLEM 


Ellen Lurie 
East Harlem Project, New York, New York 


A series of events which have taken place in East Harlem over the 
past eight years will be described. This section of New York has had 
more rebuilding, mostly in the form of public low-cost high rise housing, 
than any other comparable area in the world. We found that much of 
the community was actually destroyed rather than renewed by this 
rebuilding, and that much which had been desirable and necessary to 
the community’s social framework was now torn up and gone, along 
with the bad housing. 

In this area of some 200,000 people, in 20 square blocks (primarily 
Puerto Rican, Italian and Negro) an intensive community organization 
program was introduced, sponsored by a private foundation and two 
neighborhood settlement houses. The basic aim was to stop all the 
absentee decision-making that had been going on—all the downtown 
decisions which spent millions of dollars in the community without 
community members knowing anything about it. Instead it was planned 
to develop a sense of community indignation and participation, to secure 
as a participant group what was needed by that group. 

Examples will be discussed, among them: 

1. Taking the critical need for new school construction and moving, 
first, to get new physical facilities (seven new schools in five years), 
then to discuss and act upon the quality of education being offered. 
This community piloted the Open Enrollment Program (bussing 
children out of the neighborhood to white schools) and now is 
busily reassessing this step. The program seems to have taken 
much of the leadership out of the “hot seat” by solving their 
personal problems and leaving the “dregs” to face the segregated 
school situation. Other ramifications will be spelled out. 

2. The local merchants, displaced in droves by the new construction, 
organized to get stores put into the housing projects. When, after 
four years, they were successful, they found the rent rates charged 
for these stores so high that only chain stores could afford them. 
Now experiments in “peddler markets” are being started. A study 
has just been completed showing the significance of the small 
merchant to neighborhoods such as this and what happens when 
he goes. 

3. Several attempts were made to upgrade the appearance of the 
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rather sterile low-rent projects. These ranged from temporary 
solutions (huge tenant-sponsored Christmas celebrations to gay 
plazas built on the open land (where “nonessential” ingredients 
could be added to life in the form of dances and concerts), to 
the complete redesign of one development (turned down by the — 
Housing Authority but praised by architects). Currently the com- 
munity is sponsoring its first cooperative. 

Conclusions will attempt to concentrate on the relationships which 
have emerged within the community and between the community lead- 
ers, the city and other government agencies. New laws, changes in ad- 
ministrative policies and effects on elections will be cited to demonstrate 
the extent of the effect of the process. Our fears and problems, if time 
permits, ought to be noted, for we question every day what changes we 
are causing and what effect these changes will actually have on us, 
after we have caused them to take place. 
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LEO EITINGER, M.D. 
Oslo University, Oslo, Norway 


CONCENTRATION CAMP SURVIVORS IN THE 


umanity as a whole and every 


The author gives a review of the Norwegian concentration camp prisoners’ 
background before the war, their sufferings during the war, and their dreams 
and hopes about the time after the liberation “when good would dominate 
individual person in particular.” Even if the 
rst experiences after the liberation almost answered to the idealized expecta- 
ions, the disappointments were soon to 
diseases and defective conditions which 
the general political situation of today which represents just the opposite of 
what the ex-prisoners hoped for. The connection between an individual's 
apparently small and everyday troubles and world-wide political questions is 
stressed as the deepest meaning of democracy for which concentration camp 
survivors have lived, suffered and fought. 


come, partly because of individual 
nobody expected, partly because of 


_ LIKE to express my gratitude 
to you, Mr. President, for the great 
honor that has been bestowed upon me 
by your invitation to deliver a lecture 
before this illustrious audience. It has 
become fairly usual to invite foreign lec- 
turers to large and representative meet- 
ings, but it is customary—and I think 
Teasonable—to ask speakers from the 
large nations and organizations to tell us 
smaller nations how their research is 
progressing and what results they have 


Health. 


"Presented at the 1961 Annual Meeting in the sessi 
ion of the American Orthopsychiatric Associa 


obtained. It is therefore a double honor 
for a representative of a small country 
to stand before this joint meeting in 
order to report on a subject that a group 
of Norwegian researchers is working on. 
I have purposely not said that this is 
both an honor and a pleasure because 
my subject forces me to recall one of 
the most gruesome periods in the his- 
tory of mankind. 

It is surely unnecessary to give a de- 
tailed description of the culmination of 


on “A Generation of World Tension,” Joint 
tion and the World Federation for Mental 
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the Hitler madness in the form of the ex- 
termination camps—the facts are all too 
familiar. But allow me to mention as an 
illustration and background figure that 
in Norway, with its barely 4,000,000 in- 
habitants (i.c., only a part of New 
York’s population), more than 25,000 
were arrested; and of these about 8,000 
were sent to Germany, where nearly 
2,000 died. The remainder, the concen- 
tration camp survivors, are the subject 
of our consideration here today. With re- 
gard to the Jewish population of Nor- 
way, which consisted of about 1,000 
people before the war, there were some 
who managed to escape to Sweden, but 
the remainder were arrested and only 
12 survived. I happen to be one of them. 
This frightening death rate can also per- 
haps serve to show the sort of stress 
situations to which concentration camp 
inmates were exposed. The fact that the 
borderline between life and death was 
not so sharply defined as one usually 
thinks is best illustrated by the follow- 
ing quotation: 

As some of our comrades were passing a pile 
of corpses they saw a hand moving. There was 
really a living person among them and it was 
a Norwegian. Our comrade ran up to the 
capo who was responsible for the pile of 
corpses and said: “There is a Norwegian there, 
he isn’t dead, at least he’s moving. Let’s get 
him out.” “No,” answered the capo, “he’s 
dead. I’ve already reported that there are two 
hundred men in this pile, I can’t spoil my ac- 
counts.” Then one of the comrades had a 
bright idea and said: “If I can produce another 
corpse, will you let us have the Norwegian 
then?” “Yes,” replied the capo, “I'll agree to 
that.” The comrades ran into the block, took 
one of the bodies which had not yet been 
picked up and put it in the pile, and John was 
exchanged for him. Thus John Klepp’s life was 
saved . . . (3). 

This was not reported by a journalist, 
hungry for sensation, but by a very seri- 
ous Oslo lawyer who is at present the 
head of a leading industry in Norway. 
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He is, in a way, typical of the Nor- 
wegian concentration camp prisoners. 
Because those men and women who 
were arrested in Norway during the war 
were, in the first place, persons who 
were risking their lives and physical 
freedom in order to contribute to keep- 
ing up morale and resistance in the peo- 
ple by such activities as secretly print- 
ing newspapers, hiding Allied soldiers, 
escaping to join the Allied forces, prepar- 
ing the way for the invasion of Allied 
troops, helping people to escape to Swe- 
den and so on. They were thus in fact 
trying to save not only their own coun- 
try but the whole world from dictator- 
ship and slavery. Contrary to many 
other countries, mass arrests and depor- 
tation of hostages occurred rarely in 
Norway (the selected and prominent hos- 
tages who were arrested on special occa- 
sions were often shot at once), and the 
persons arrested therefore represent, to 
a certain extent, a positive selection of 
the whole population. 

Among the first 100 Norwegian con- 
centration camp survivors who were in- 
vestigated in detail, it was found that ex- 
cept for 3, all had lived a normal life up 
to the time of their arrest. The level of 
their education and of their socioeco- 
nomic status lies slightly above the aver- 
age of a chance control group. With the 
help of detailed case histories, and infor- 
mation received from employers, rela- 
tives, and other sources, we have at- 
tempted to form as exact a picture of the 
arrested persons from their childhood un- 
til the arrest as was possible after 15 to 
20 years. (In a small country like Nor- 
way, where practically everyone knows 
everyone else, this is comparatively easy.) 
Ninety-three out of 100 could be called 
fairly even, harmonious and well-bal- 
anced personalities, without any special 
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difficulties in interpersonal contacts or 
neurotic traits. Also with regard to phys- 
ical fitness the majority were well- 
trained healthy persons, with few or no 
illnesses reported in their case histories 
(4). 

This cross section of the population, 
a cross section inclining more to the 
positive than to the negative side, was 
thus exposed to the treatment which the 
Nazis had devised with German sys- 
tematic perfectionism. It is well known 
that Bruno Bettelheim (2) was the first 
to record for perusal the psychological 
effects of concentration camps, and his 
work in this field is thus often quoted. I 
find it therefore desirable to add a few 
remarks. Bettelheim’s description origi- 
nated at a time when concentration 
camps were idyllic in comparison to 
what prisoners experienced during war- 
time. This is clearly shown by the fact 
that in 1943, at the same time that the 
mass murders were reaching their cul- 
mination, at the same time that thou- 
sands of people were being killed daily 
in Auschwitz, Treblinka, and Majdanek, 
Bettelheim felt “objective enough,” to 
quote him, to write about the conditions 
in concentration camps. He mentions a 
mortality rate of 20 per cent. During the 
war, the rate of mortality in Auschwitz, 
to which all Norwegian Jews were de- 
ported, was between 80 and 90 per cent 
—of those who arrived at the camp 
alive. In Sachsenhausen, where most 
Norwegian prisoners went, the rate of 
mortality was about 50 per cent; but in 
the other camps, such as Natzweiler and 
Mauthausen, where a special group of 
Norwegian prisoners, totally cut off from 
the outside world, were sent, the rate of 
Mortality was almost equal to that of 
Auschwitz. Bettelheim states also that 
his reception at the concentration camp 


369 


answered to his expectations. This had 
helped him to bear the situation, as it 
was predictable and therefore less frus- 
trating. Not even this experience was 
shared by wartime concentration camp 
prisoners—not even by the best pre- 
pared. The fact that on their arrival be- 
tween 70 and 80 per cent were “sifted” 
out and sent straight to the gas cham- 
bers was beyond their wildest imagina- 
tion. Bettelheim’s explanation of the 
purpose of concentration camps cannot 
be confirmed in any way either. Accord- 
ing to him, these were intended to re- 
form people, so that the stubborn ones 
would become less troublesome, and 
more useful to the Nazis. 

In actual fact, concentration camps 
during the war were no less than sys- 
tematic extinction camps. The reason for 
their existence, their raison d'être, was 
not the work which was to be carried 
out there, nor an “idyllic” reformatory, 
but solely to kill the prisoners who came 
there, after their having been tortured 
enough, and to be able to show a formal 
cause of death. This statement should of 
course be modified with regard to the 
different camps, but on the whole, it 
must be considered a fact. The liberation 
of the concentration camps by the Al- 
lied troops thus came “too early.” Most 
of the inmates were not supposed to be 
liberated and return to the outer world. 

Those prisoners who had overcome 
the initial shock tried to adjust them- 
selves to the inhuman conditions. With 
the help of psychic insensibility and res- 
ignation with regard to the unavoidable 
conditions, many—especially those who 
were endowed with a strong personal- 
ity—built up an inner world which they 
tried to take care of and to cultivate, so 
to speak, within the misery of every day. 
These daydreams—as they can be called 
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in an oversimplification of the facts— 
were, of course, occupied not only with 
the past (they would then merely have 
been an escape from reality), but also 
with plans for the future. I think it may 
be said without exaggeration that only 
an insignificant minority of Norwegian 
concentration camp prisoners dreamed 
of improving their own social position, 
of revenge over their enemies or of 
other narrow, selfish plans for the fu- 
ture. It holds for all cases, without ex- 
ception, that life outside the barbed wire 
was considered as the great and absolute 
“good” and was idealized in a quite un- 
believable way. As far as it was possi- 
ble to remember any faults in that outer 
world, we were all convinced that all 
these faults would change for the better 
and would disappear immediately after 
the liberation. After so much injustice 
and such incredible terror and horror it 
was “quite clear and sure” in our minds 
that in the future there would, of course, 
only be goodness among and between 
peoples; that all injustice, egotism, in 
short, everything which did not come up 
to our ideals, would disappear from the 
face of the earth. After so infinitely 
many aberrations mankind must surely 
have learned something. None of us 
thought of how this change was to take 
place; it was enough for us to think that 
a completely new world must arise out 
of all this. Once one had experienced 
such catastrophic disdain for human 
worth, after evil in its most absolute 
form had been let loose, a new era must 
surely dawn when good would dominate 
humanity as a whole and every individ- 
ual person in particular, 

The Norwegian prisoners’ first experi- 
ences after the liberation did indeed al- 
most answer to these idealized expecta- 
tions. The prisoners were picked up in 
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Germany by people who showed them 
the greatest solicitude and care; they 
were brought to Sweden even before the 
end of the war, and home to Norway 
immediately after the liberation. Here 
they were received with open arms by 
the population as the war victims and 
heroes they indeed were; they were 


thanked for their sacrifices, given the — 


immediate medical help they needed— 
and then people went over to everyday 
life again, to rebuilding their ruined 
country, and tried to forget that there 


had ever been a war, concentration — 


camps and concentration camp prison- 
ers, 

To give a precise description of “the 
subjective feelings and reactions experi- 
enced by the prisoners immediately after 
their repatriation is rather difficult. 
These were without doubt extremely 
complex. All of those who were still able 


to experience any emotion at all had a | 


period of euphoria which in a curious 
way was combined with a sort of emo- 
tional anesthesia. Most of these reac- 
tions, however, were of short duration 
and probably without any deeper im- 
portance for the later adjustment. The 
majority tried to resume their work after 


a comparatively short holiday, 45 were 


fully occupied six months after their re- 
patriation, and 87 one year after re- 
patriation. 

One’s immediate impression was, 
then, that the primary results of the 
stay in the concentration camps were 
not too horrifying, This impression was 
shared by the concentration camp sur- 
vivors themselves and by the doctors, 
social workers, and all other people who 
came into contact with this group of the 
population. 

In some concentration camp survivors, 
however, diseases and defective condi- 
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tions had developed slowly which no- 
body expected. They were not dra- 
matic and the concentration camp 
survivors never dramatized them. The 
causal connection between their suf- 
ferings in concentration camps and their 
illnesses was not obvious and doctors 
knew little about it. These physicians 
must be excused on the grounds that 
doctors in our normal, well-behaved and 
well-organized society never have had 
the opportunity to see and to examine 
resurrected corpses. The experiences in 
the concentration camps were beyond 
any reach of their imagination, and the 
results of these experiences were there- 
fore also completely unknown and un- 
expected. It is therefore quite natural 
that doctors who had no idea of these 
circumstances had difficulty in finding 
changes which they did not look for. 
The somewhat unusual situation then 
arose in Norway that it was the Dis- 
abled Veterans Association which first 
realized that concentration camp sur- 
vivors had the same rights as the vet- 
erans. They then instigated the forma- 
tion of a committee led by the Pro- 
fessor of Social Medicine of Oslo Uni- 
versity, Professor Axel Strém, and com- 
posed of an all-around medical-psychi- 
atric-psychological team whose task it 
was to investigate and judge each case 
and decide on what action was to be 
taken in order to assure the patients the 
necessary medical and social help and 
relief. As a member of this team, and 
with the consent of the team’s other 
members, I shall now give some pre- 
liminary figures of the investigation. In 
order to obtain experiences which could 
stand up to scientific critical assessment, 
the first 100 ex-prisoners were admitted 
to the Neurological Department of the 
University Hospital and were examined 
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very thoroughly by every available spe- 
cialist. They were, however, by no means 
any longer a cross section of the con- 
centration camp survivors. Sent by the 
disabled veterans’ organization, they 
often had not had the initiative to apply 
for social relief themselves and the re- 
lief agencies had, so to speak, dug them 
out, The material was thus at the time of 
the investigation highly selected and by 
no means typical for concentration camp 
survivors in general. 

Every patient was discussed by the 
whole team, and plans for the future 
were then drawn up. The results we 
obtained were anything but encourag- 
ing. Only 4 of the persons investigated 
were free of symptoms resulting from 
their stay in the concentration camps. 
Of the first 100 prisoners investigated; 
84 could cope with their work but it was 
obvious that they managed this only 
with the greatest effort and with the last 
remains of their psychobiological 
strength. After their working day was 
over they had to rest for several hours 
before being able to carry on any sort 
of social life or to occupy themselves 
with their families or with their hob- 
bies. Most of the persons investigated 
had forced themselves to do their best 
as long as possible and had tried to 
overcome their difficulties. Their capac- 
ity seemed to increase during the first 
years after the liberation, but then it 
decreased once more and we get a typi- 
cal sinus curve with one rising and one 
falling line in 68 out of our 100 cases. 
How far this will go, we do not know 

et. 

It would be too far reaching and per- 
haps lie outside the frame of this lec- 
ture to give a detailed list of all the path- 
ological changes found in the pa- 
tients. Allow me only to tell you briefly 
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that 85 suffered from chronic condi- 
tions which took the form of increased 
fatigue, reduced power of concentration, 
increased irritability and emotional in- 
stability. In the international literature 
these signs of illness together with a 
series of others have been given the 
name of concentration camp syndrome. 
The investigations in Norway have 
shown that this syndrome is closely re- 
lated to brain damage, and causally to 
the most severe degree of loss of weight, 
to the head injuries suffered and to seri- 
ous infectious diseases, especially ty- 
phus. A fact that is easily understanda- 
ble and well known is that the majority 
of concentration camp ex-prisoners suf- 
fered from disturbed sleep, with night- 
mares and other anxiety phenomena, but 
in 45 of the patients these troubles 
faded and ebbed out during the fifteen 
years after the liberation. 

Thirty-two per cent suffered from a 
reduction of their male potency or fe- 
male libido and this has, of course, in- 
creased their feeling of insufficiency with 
all the secondary reactions following 
this (1). 

One of the most unpleasant symptoms 
described by the patients was the pain- 
ful associations which troubled so many. 
These associations are such that they 
cannot be discussed even with the closest 
friends or relatives. They can occur in 
any connection whatsoever, from seeing 
a person stretching his arms and associ- 
ating this with fellow prisoners hung up 
by their arms under torture, to seeing 
an avenue of trees and visualizing long 
rows of gallows with swinging corpses. 
Children playing peacefully may sud- 
denly, without apparent cause, call to 
mind other children, emaciated, tor- 
tured, murdered. 

It is easily understood that these in- 
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ner experiences, together with the real 
feeling that there is a decline in one’s 

mental capacity, have a depressing ef 
fect on the individual. The people 
around him will describe him as 
“moody,” “his mood changes without 
cause,” or “he is sad, moping, without 
interest for conversation and entertain- 
ment, not sociable enough.” It is of — 
course obvious that most relatives—and — 
for that matter, employers also—will — 
theoretically express their understand- 
ing of the ex-prisoner’s ordeals and say — 
that one must therefore show him con- 
sideration. But in practice, both the job — 
and the family demand “a whole man.” 
Conflicts are unavoidable. No one can — 
expect to be shown consideration con- — 
stantly, without rivalry and jealousy” 
cropping up in his surroundings. The 
possibilities for complications are legion. 

These are some of the problems 
encountered on the subjective and 
narrow individual and interpersonal — 
level, but they are no less serious when 
one begins to look at them from a 
broader point of view. 

I have earlier touched briefly on the 
idealizing and perhaps Utopian dreams of 
the future which the prisoners bore 
within them and which had helped them 
to survive. In 1946, shortly after his < 
return home from Switzerland, where he 
had recuperated partly, having been 
brought there almost dead from Maut- 
hausen, Trygve Wyller, a leading per- 
sonality in Norwegian cultural life, 
wrote an essay which he called “The 
Ex-Prisoner’s Mentality.” In this he 
says, among other things: 

A man with the mentality of an ex-prisoner — 
sees everything as from a great height. Most — 
of his fellow men’s endeavors appear unessen= 
tial to him. Their busy-ness is only an endless 
desire for barren pleasure which develops hate- 


ful and unworthy passions. The power 
moves them is not so much the thought that 
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to be content one needs a certain minimum of 
food and clothing and social position, but that 
one will not be content with less food and 
clothing and social position than one’s neigh- 
bor. A man with a prisoner’s mentality feels 
at the same time a tremendous solemnity and 
a great indifference. He has seen evil passions 
rage like a gigantic natural catastrophe. But 
just the same he feels a tremendous appeal to 
engage in combat wherever he deems it neces- 
sary. His own fate, however, he considers un- 
important. It doesn’t matter if things go a bit 
wrong. Nothing worse can happen to me than 
death. This is a prisoner's consolation. And it 
is a good consolation. . . « 

A man with a prisoner’s mentality finds him- 
self as if on a high mountain plateau with a 
wide view, where the simple lines of life and 
death meet in a distant perspective. He must 
descend from these heights and meet human 
beings. He longs for them. But when he meets 
them he finds them distant and strange. 

A man with a prisoner's mentality does not 
wish to make money out of his captivity. It 
was no business-concern, even though it can- 
not be called a pleasure enterprise either. . - - 
He is eager to show mercy to those who lost. 
He feels no hate and he regards his fate in the 
same way as a person who is ill, looks at his 
disease, And he knows that illness does not only 
bring loss. He knows that bitterness that turns 
inwards breaks down his capacity for work and 
his joy of life and that forgiveness works as 
a healer... (5). 


It cannot be said that all prisoners 
had the same highly ethical attitude, and 
of course not all of them could express 
it in such convincing terms. But even 
when one talks, not to leading cultural 
personalities, but to a fisherman from a 
coastal island, or to a farmer from a 
poor mountain farm, and discusses with 
him in simple words his expectations 
for the postwar world, one encounters 
the same hopes, the same visions on the 
whole. But what is today’s reality like? 

The ex-prisoner who expected a world 
of tolerance, understanding, and peace 
looks around and sees a world divided 
against itself and without any hope of 
mutual understanding. The ex-prisoner 
who without hesitation cast his freedom 
and his life into the breach to protect 
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his people’s inner freedom and inde- 
pendence, who dreamed of this free- 
dom and independence not only for him- 
self and his country but for all the peo- 
ples of the world—he must now watch 
whole nations be forgotten because this 
suits the major political considerations 
and discussions. The ex-prisoner who so 
bitterly experienced that dictatorship 
and slavery are one and the same, that 
uncontrolled power is dangerous be- 
cause it will be abused, is obliged to see 
how, after the war, one dictatorship after 
another comes into power, and what is 
almost harder to bear, how the demo- 
cratic powers, whom one always looked 
upon as guarantors of freedom, to whom 
all the thoughts and hopes of the down- 
trodden turned, even when everything 
was at its most hopeless, now seem 
obliged to support old and new dicta- 
tors and would-be dictators in Europe, 
Asia and Africa. 

The ex-prisoner, who on his own 
body has felt to the extreme the mean- 
ing of lawlessness, knows what infinite 
worth lies in the protection and preser- 
vation of the personal rights and integ- 
rity of the individual, and what abysses 
of human tragedy open Up when these 
invaluable blessings are abused and 
trampled on. It has been said that none 
can speak more eloquently for peace 
than those who have fought in a war, 
and I am sure this is correct. But none 
can speak with more understanding and 
conviction for the hope that concentra- 
tion camps never again shall exist than 
those who have been captives in them. 
The sincere wish “never again” is not 
the expression of a momentary mass 
emotion; it is almost a deep life-con- 
viction for the ex-prisoner. Yet he is 
obliged to see that forced-labor camps 
are established for people whose politi- 
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cal opinion, or religion, or nationality, 
or color of skin is different from that of 
those in power. All this—and much less 
—is regarded as sufficient grounds for 
putting one’s opponents in a camp with- 
out trial, without control, without hope 
for the future. 

The ex-prisoner who takes stock of 
the situation today and looks upon the 
goals he fought for, and gave his free- 
dom and health for, must admit, regard- 
ing the position from a world-wide point 
of view, that he has hardly gained any 
of the objectives which during the war 
seemed so much a matter of course. 
Increasing doubt enters his mind, and 
he wonders whether all the sacrifices 
made at that time were in vain, and 
whether, after all, it would have been 
better to let someone else pull the chest- 
nuts out of the fire while he himself sat 
and watched. His unconscious and 
strongest motivation has thus been un- 
dermined, and the ex-prisoner starts to 
think and to compare himself with oth- 
ers in the country who were not ar- 
rested, who were “lucky” or “careful,” 
as it is so nicely put, and who remained 
at home, continued in their jobs, and in- 
creased their earnings and improved 
their standing during the war, as though 
the world had not been on fire. He him- 
self is now subject to the same ideas 
which, immediately after the war, he so 
bitterly attacked and exposed. 

One is thus confronted with this com- 
plex negative motivation together with 
numerous physical and mental disorders 
when working with these patients. It 
is quite apparent that it is impossible to 
solve all these problems at once, but that 
one must concentrate on the most press- 
ing medical, psychiatric and social prob- 
lems. On the other hand, it was both 
surprising and highly gratifying to see 
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how quickly changes could be brought 
about in the individual bitter and intro- 
vert survivor who, at last, and often for 
the first time, could discuss his problems 
on a general basis with a team of doc- 
tors who had some familiarity with the 
conditions in concentration camps and 
whose only task was to help the victims. 
One can say today that, on the whole, 
we have started to reach our “primary 
aim.” This was a double one: 

First of all, to ease the lot of the 
concentration camp victims. Secondly, 
the scientifically important research 
problem of the etiology of the so-called 
concentration camp syndrome. The re- 
sults of the Oslo team seem to be so 
decisive that both of these problems may 
be considered as having been solved. The 
number of the concentration camp 
victims is diminishing quickly, their 
mortality rate being considerably 
higher than that of the average popula- 
tion. The world-renowned Professor 
Richet of France, who himself was a 
victim of Buchenwald, has done exten- 
sive studies on this matter. His saying 
is that “one year of campaigning ages a 
man twice as much as two years in bar- 
racks, and one year in a concentration 
camp ages a man as three years of cam- 
paigning.” 

Humanitarian considerations thus de- 
mand practical results without too long 
a delay. We are therefore happy that we 
in Norway have found a way to let con- 
centration camp survivors benefit from 
our better knowledge and understanding 
of their situation, with the first accent 
on pensions. The next step is rehabilita- 
tion, which in cases where it is practic- 
able changes the entire atmosphere for 
the survivor and for his dependents. 

Beyond this it must be considered also 
of great importance that the attention of 
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both the medical and the general public 
is drawn to the fact that the suffering 
caused by concentration camps by no 
means ceased at the cutting of the 
barbed wire. We consider it a great step 
forward that the World Veterans Fed- 
eration has taken on this task; and I am 
both happy and grateful that this joint 
meeting of a leading psychiatric organi- 
zation and the World Federation for 
Mental Health has included this problem 
in its program, thus pointing out the 
danger that may come when the con- 
centration camp syndrome must be con- 
sidered not only a disease of the past, 
but also a disease of the future. 

Surely, besides the refugees there is 
no group which has felt so intensely as 
have concentration camp survivors what 
it is to be “a generation of world ten- 
sion,” and in no one else is the in- 
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WILLIAM C. RHODES, Ph.D. 
Director, Child Study Center, George Peabody College for Teachers, Nashville, Tennessee 


Behavioral services are community organizations mobilized to mediate com- 
munity concern and discordant or creative behavior. They are organizations 
of institutionalized community power. They include 1) professional social 
systems, 2) operational patterns, and 3) programs, with legal responsibility 
for shaping human behavior. There are four systems, with operational patterns 
and programs for shaping behavior: 1) educational, 2) medical, 3) social- 
welfare, 4) legal-correctional. Their behavioral goals are: 1) containment, 
2) reconstruction, 3) construction. Their techniques focus on 1) intrapsychic 


factors, 2) behavioral settings, and 3) specific behaviors. 


N THE PAST FEW YEARS there has 

been considerable concern with and 
rapid development of organizational the- 
ory and power theory. Definitions for the 
concept organization have been offered 
by such authors as Argyris (1), Barnard 
(2), Stogdill (8), and Weiss (9). Defini- 
tions of the concept power are contained 
in theoretical presentations of such au- 
thors as Dahl (3), French (4), Hunter 
(5), Laswell (6) and Lippitt, Polansky, 
Redl, and Rosen (7). These two con- 
cepts are very closely related and have 
considerable significance for the area of 
mental health action. Behavioral science 
workers in mental health programs have 
not yet formalized the significance of 
these concepts in the operation of be- 
havior-oriented patterns and programs. 

Usually the behavioral worker thinks 
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of his techniques without reference to 
their organizational matrix. He does not 
acknowledge the influence of the inter- 
action of technique and power variables 
upon his client. The psychologist work- 
ing in the clinic or the school may see 
himself as a psychological tester or a 
psychotherapist. The social worker may 
see herself as a caseworker or a group 
worker. The guidance person in the 
schools sees himself or herself as a group 
tester or a counselor. The importance of 
the larger operational pattern within 
which these techniques function is not 
formalized in thinking about actions 
upon and with clients. Furthermore, 
these professional people sometimes 
think about program structure as @ 
necessary evil which has very little to do 
with their technique or methods, Some- ~ 
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times, they see organization and power 
as placing unnecessary limitations upon 
their technique. 

One way in which we might begin 
to conceptualize the significance of or- 
ganization and power for mental health 
action is to stand at the vantage point 
of the community and look out upon the 
phenomena of social and emotional mal- 
adjustment as they affect the commu- 
nity. What actions do the communities 
take in connection with members who 
are disturbing? If we ask this question 
at the time that discordant behavior is 
confronting the community, we see the 
community reacting in many different 
protective ways. Many long-term actions 
are taken and many institutionalized 
facets of the community are brought into 
play. 

As we examine the varieties of or- 
ganization and the typical responsibility- 
granting laws which have been enacted 
to deal with behaviors, it is apparent that 
communities have mobilized particular 
professional social systems and specific 
behavior-oriented operational patterns to 
deal with behaviors which concern them. 


ORGANIZATIONAL CATEGORIES 


Before discussing the behavior-fo- 
cused social systems which communities 
have organized, it would be appropriate 
to recognize that the categories listed 
below are merely logical constructions. 
There are probably many ways to cate- 
gorize the social systems which are con- 
cerned with behavior. 


Behavior-shaping systems. The pro- 
fessionalized social systems with legal 
responsibility for effecting or modifying 
human behavior can be grouped into: 


1. The educational 
2. The legal-correctional 
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3. The social-welfare 
4. The medical 


Organizationally, these social systems 
are composed of: 

a. A systematic philosophy, set of 
assumptions, and body of knowledge 
about human behavior. 

b. A set of methods or techniques for 
shaping human behavior. 

c. A group of professional people who 
have learned the philosophy, body of 
knowledge, and techniques. 

d. Community sanction (in the form 
of licensing, certification, or merit rat- 
ings) of these professionals to use the 
knowledge and techniques for shaping 
behavior. 

e. National and other geographic pro- 
fessional associations. 


Behavior-shaping operational pat- 
terns. These four behavior-shaping sys- 
tems have developed or have incorpo- 
rated traditional organizational forms to 
intervene between community concern 
and behavior. These forms are brought 
to bear upon the behaviors which arouse 
community anxiety. Through its infor- 
mal power structure and its professional 
or semiprofessional behavior-oriented 
systems, the community translates its 
concern into concrete forms or opera- 
tional patterns for the practice of the 
philosophy, knowledge and technique of 
the behavior-shaping professional sys- ~ 
tem. 

The behavior-shaping operational pat- 
tern consists of, first, a structure made 
up of formal and informal communica- 
tion and relational networks, and, sec- 
ond, a set of plants or places where the 
philosophy, knowledge, techniques, and 
actions are brought to bear upon be- 
havior. With respect to child behavior, 
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for instance, there are many existing op- 
erational patterns within the behavior- 
shaping systems. The educational sys- 
tem has schools; the legal-correctional 
system has detention homes, training 
schools, juvenile courts, etc.; the social 
welfare system has welfare departments, 
family service and child service agencies, 
settlement houses, etc.; the medical sys- 
tem has psychiatric clinics, residential 
treatment centers, etc. 


Programs. Within the behavior-shap- 
ing patterns, there are subpatterns, con- 
taining the same elements as the opera- 
tional pattern but usually focused upon 
more specific techniques. These sub- 
patterns are called programs. The 
schools have guidance programs, special 
education programs, remedial education 
programs, etc. The legal-correctional 
system has probation programs, citizen- 
ship training programs, etc. The social 
agencies have aggressive casework pro- 
grams, marital counseling programs, 
multiproblem family programs, etc. The 
mental health clinics or hospitals have 
day and night care programs, consulta- 
tion programs, etc. 


Behavioral goals. The particular op- 
erational patterns or programs of the 
behavior-shaping professional systems 
usually have primary goals or aims of 
the operations brought to bear upon be- 
havior. 

Although no single pattern or pro- 
gram has one goal only, an examination 
of their operations shows a predominant 
emphasis upon: 

1. Containment or repression of the 
behaver and his behavior. Containment 
is accomplished by “exile” patterns such 
as detention homes or training schools, 
or special placement schools. Repression 
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is accomplished through such patterns 
as probation systems. 

2. Remediation or reconstruction of 
behavior. This is accomplished through 
such patterns as psychotherapy or reme= } 
dial education. 

3. Construction or development of 
positive behaviors. Educational and vo- 
cational guidance patterns or preventive 
mental health programs are examples of 
patterns with these goals. 7 


Focus of techniques. In addition 
variety in goals or aims with respect to 
discordant behavior, these patterns also 
vary in the focus of their techniques. To 
some extent this variety is brought about 
by the varying basic behavioral assump- 
tions of the different professional groups- 
Actually, however, the focus can vary 
considerably within a single behavior 
shaping system. The following categor- 
ies can probably subsume all of the dif- 
ferent foci: 

1. The internal, intrapersonal fac- 
tors. Typical techniques are psycho- 
therapy or psychopharmacology. 

2. The setting or situation within 
which behavior occurs. Typical of this 
is community organization. i 

3. The particular discordant behavior 
itself. Typical of this is habit retrain- 
ing, street-corner gang work which tries 
to cut down on rumbles, and remediat 
reading. 1 

To summarize, in every community 
there are four professional and semi- 
professional systems with legal respons” 
bility for shaping behavior: the legal- 
correctional, the educational, the soci : 
welfare, and the medical. Each of these 
social systems has certain operational 
units or organizations through which tt 
uses its professional beliefs, knowled 
and techniques to shape behavior. 
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behavior-shaping patterns usually have 
major goals and specific foci. The major 
behavioral goals include reconstruction, 
containment or repression, and construc- 
tion or development. The major focus 
of these operations is upon intraper- 
sonal factors associated with discordant 
behavior, the setting or situation for the 
discordant behavior, and the overt be- 
havior itself. 


THEORY 


Up to this point, what has been sug- 
gested here is a set of categories for 
community organization in the mental 
health field. This systematic construc- 
tion can be placed within the theoretical 
framework to follow. It is a framework 
which suggests how and why this organi- 
zation and these patterns come into 
existence, the functions they serve, and 
the effect they have upon communities. 
This framework also includes a concep- 
tualization of the power groups which 
are influential in the mobilization and 
continuation of the organizations. These 
social-psychological constructs are in- 
tended for use in studying community 
mental health mobilization. They are 
also intended as a conceptual reference 
for manipulation of crucial variables in 
the community patterns which act upon 
behavior. 

The very existence of a particular op- 
erational pattern is a puzzling phenome- 
non, Why and how did this particular 
community-sponsored behavior-shaping 
mechanism come into being? Why does 
it continue to exist? Why does it con- 
tinue even though there is no tangible 
evidence that it is really effective? 

This kind of question requires an €x- 
amination of the dynamics underlying 
community action, the power and the 
Organizational process which communi- 
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ties bring to bear upon behavior, and a 
concept of the structure of organizations 
thus created. 

The mental health movement itself 
is a phenomenon of dramatic propor- 
tions. It is a reflection of current values 
and emphases of people in our com- 
munities. Since World War Il, intra- 
psychic factors have loomed high in the 
values of people. The increased im- 
portance of these values has channeled 
community concern toward behaviors of 
its members which are either concor- 
dant with or discordant with such values. 

If there is an outbreak of discordant 
behaviors of sufficient intensity and/or 
frequency within a community, it seems 
to trigger a generalized concern of either 
a power segment of the community or 
the majority of community members. If 
the shared concern is intense enough, a 
power segment or a majority of com- 
munity members may mobilize a deliber- 
ate and conscious coordination of forces 
and personal activities directed toward 
the discordant behavers. For instance, in 
conversation with directors or observers 
of recently developed gang work in a 
number of cities, a history of the pro- 
gram is frequently given as beginning 
when an aroused community was stimu- 
lated by a particularly atrocious act of 
a gang of adolescents—the killing of a 
child on the school steps, an attack upon 
a priest, etc. 

The verbalizations and actions of the 
majority of community members Or its 
informal power group, following com- 
munity arousal over discordant be 
haviors, are agitated, distressed, Unco- 
ordinated and unfocused. Once a Co- 
ordinated system of action and personal 
forces is focused upon the discordant 
behaviors and this organization shows 
the promise of stable existence through 
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time, the agitation, distress and unco- 
ordinated actions of the majority of 
community members seem to dissipate 
and the community settles back. Such 
evidence can be marshaled to support 
the inference that the creation of the 
organization not only serves the function 
of focusing upon discordant behavers, 
but it also serves the function of reduc- 
ing community concern. By producing 
or referring to an organization, the com- 
munity externalizes its concern and re- 
assures itself that something will be done 
about these behaviors which are so dis- 
tressing to it. Thus, the behavior-shap- 
ing operational pattern can be conceived 
of as a mediating system standing be- 
tween community concern and discor- 
dant behavers. The organization is an- 
chored on one side to community con- 
cern, and on the other, to the discordant 
behavior of a few members. 

As we re-examine the sequence of 
events which bring such an operational 
pattern into action, we are aware that the 
pattern never could have been mobilized 
if certain power groups had not ma- 
nipulated power variables to do so. To- 
day there are three power groups which 
not only play major roles in mobilization 
of such patterns, but continue to exert 
influence through time by representa- 
tion on boards of control, trust or ad- 
vice. These three power groups are: 


1. Representatives of the four major 
professional systems with legal re- 
sponsibility for shaping behavior. 

2. Governmental and nongovernmen- 
tal fund-granting agents. 

3. The informal community power 
structure. 


Probably the most important, from 
the community point of view, is the 
community power structure. Floyd Hun- 


studies stimulated by his reports, 
shown the significance of these indi 
uals in any action taken to meet con 
munity social problems. They are the 
community decision makers. As Hunt 
has pointed out in his book (p. 24): 7 
In some cases they have the machinery of 
ernment at their bidding. In many cases, 
control large industries in which they 
supreme in matters of decision affecting 


numbers of the citizenry. They are persons 
dominance, prestige and influence. } 


r 

Also as pointed out by Hunter, 
local representatives of the profess 
are not usually in the upper hiera 
of decision making, but they are cal 
upon by the top power structure i 
consultation or referral on problems 0 
discordant behavior. They also di 
decision making into the institution: 
ized channels of the professional sys 
and its behavior-shaping operational 
terns. 

The governmental and nongover 
mental fund-granting agents provide t 
necessary funds and a structure of d 
tion and limitation for operational p 
terns, 

Each of these three groups passes 
power to the individual behavioral si 
entist in the operational pattern throu; 
such mechanisms as boards of exam 
ers, merit systems, licensing and cert 
cation boards. As has been noted, they 
also continue to exert policy-ma 
power through representation upon 
governing or advisory boards of 
operational patterns. 

I will now restate some of the prop 
sitions which have been offered to CO 
strue mobilization of operational pi 
terns in community mental health: 


1. Operational patterns for shaping b 
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are mobilized as a result of community con- 
cern. 

2. They stand as concrete mediators be- 
tween discordant behavior and community 
concern. 

3. The community expects these opera- 
tional patterns to shape behavior in defined 
directions concordant with community values. 

4. The patterns are mobilized by specific 
power groups. 

5. The operational pattern is therefore a 
form of institutionalized community power. 

6. The most significant power group is the 
informal power structure of the community. 

7. The other power groups are the fund- 
granting agents and the local professionals rep- 
resenting the professional social systems. 


If these propositions can be accepted, 
the task of the operational pattern is 
to utilize community power in shaping 
the behavior of discordant behavers. 
However, it is further proposed that 
there is another responsibility or an- 
other target group which should be con- 
sidered the clients of the operational pat- 
tern which mediates community concern 
and discordant behavior. This other 
group is the power figures in the com- 
munity. 

It is the responsibility of the behav- 
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ioral scientist to modify attitudes and 
values held by the power groups. This 
not only can lessen community concern, 
but can lead to more effective action 
directed toward those behaviors which 
arouse the community. 


SUMMARY 

The major purpose of this paper was 
to point out the significance of the con- 
cepts of organization and power in the 
mental health effort. Rapidly develop- 
ing theories in these two areas can make 
important contributions to behavioral 
science in the mental health field. 

These important areas were used as 
referents for a set of organizational 
categories and a limited theory of com- 
munity mental health. The theory con- 
cerns itself only with concepts related 
to particular community mobilization 
patterns. It attempts to construe motiva- 
tional factors underlying community mo- 
bilization and points to the kinds of 
values and value-related behaviors 
which arouse communities to organiza- 
tional efforts in the behavior field. 
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TREATMENT OF THE ADOLESCENT— 


WORKSHOP, 1960 


EVELYN ALPERN, M.D., Chairman 


Executive Director, Child Guidance Clinic, Children's Hospital, Buffalo, New York 


The focus of this workshop is on principles underlying various forms of treat- 
ment of adolescents. There is discussion of why psychologists are more apt to 
give pessimistic evaluations of disturbance in adolescents than other team 
members, the impact of cultural factors on adolescents, an approach to therapy 
with the adolescent through selected activities, implications for the therapeutic 
process of a clinical team focus on family interaction, and emergency psycho- 


therapeutic assistance of adolescents. 


1. The Relative Pessimism of Psychologists 


Z. A. PIOTROWSKI, Ph.D. 


Professor of Psychology, Jefferson Medical College, Philadelphia, Pennsylvania 


HY ARE PSYCHOLOGISTS more apt 
to give pessimistic evaluations of 
disturbance in adolescents than are other 
team members? The ambivalent status 
of the adolescent and the ambiguous 
meaning of fantasy living may supply 
the answers, 

Protagoras, who lived in the 5th cen- 
tury B.C. and taught that man is the 
measure of all things, said that human 
beings differ least concerning matters 
which are essential to survival; they dif- 
fer more in matters which make life 
more pleasant but are not essential; and 
they differ most in matters that are un- 
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essential to survival and are strictly per- 
sonal. Among these private matters are 
wishful fantasies. 

Fantasies are especially lively in the 
transitional period of adolescence, when 
both regressive and progressive urges are 
especially strong. At this stage the young 
person sometimes feels and is treated 
by others like a child. At other times he 
feels and is treated like an adult. He has 
not yet assumed complete accountability 
for his actions, and responsibility can 
still be shifted to his parents. This s0- 
cial dependency upon parents permits 
the adolescent to engage in fantasies 


which are often unrealistic and antiso- 
cial. To a very large extent, adolescent 
fantasy functions like the fantasies of 
childhood, that is, to supply substitute 
gratification. In such a situation, inner 
life or fantasy rarely serves as the first 
or preparatory phase of overt and re- 
sponsible social activity. Because those 
engaging in fantasies seldom regard them 
as impelling or even foreshadowing real 
activities, such fantasies can be unreal- 
istic and strongly colored with emotion. 
They can be exaggerated because they 
are mere fantasies. 

The question of why psychologists are 
more apt to give pessimistic evaluations 
of disturbances in adolescence than are 
other team members is connected with 
the evaluation of the function or role of 
fantasy. Does the adolescent treat his 
fantasies chiefly as a private matter of 
living on a fantasy level—a sort of 
spurious mental gratification? Or does 
he regard his fantasies as the prelimi- 
nary to activities which he believes to 
be necessary for his survival and which 
involve overt motor actions that will 
physically affect others as well as him- 
self? It is obvious that in the latter case, 
when fantasies are coupled with offen- 
sive behavior as successive phases of an 
Overt acting-out process, they must be 
taken seriously, since they predict future 
repetition or extension of offensive be- 
havior with a high degree of probability. 
On the other hand, if fantasies and of- 
fensive behavior are essentially forms of 
substitute gratification, exaggerated in 
content because the adolescent does not 
think of them as involving anyone Or 
anything else, but merely as_ private 
thinking and acting, they need not be 
looked upon as dire omens of delinquent 
behavior. Plans for future action which 
are made with little conviction that they 
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will ever be acted upon are almost 
always exaggerated, for it does not mat- 
ter too much, from the practical stand- 
point of actual interhuman relationships, 
what one thinks in the privacy of one’s 
mind—provided self-control is adequate. 
“Thoughts are free”—and so, to some 
extent, is the thinker, in the sense that 
he is not committed to all the actions 
he rehearses in his mind. 

The problem of distinguishing be- 
tween intent and content is the issue 
here, and it is intimately involved with 
the question of self-control. How well 
adjusted can one be in the absence of 
perfect personality integration? How can 
we evaluate a person’s capacity for func- 
tioning well despite occasional offensive 
behavior or peculiar fantasies? Not, cer- 
tainly, by concentrating on the content 
of his fantasies to the exclusion of other 
important factors. 

The psychologist who overlooks the 
fact that the problem of evaluating po- 
tential acting out is not the same as the 
problem posed by fantasy content, and 
that these two problems must be solved 
differently, is likely to exaggerate the 
chances of delinquent behavior. This is 
because he is apt to confuse the first 
and third categories of Protagoras’ men- 
tal functions. Offensive fantasies are not 
prognosticators of future delinquent be- 
havior unless one or both of the follow- 
ing conditions obtain: 

1. The subject does not look upon his 
fantasies as mere fantasies, but as realis- 
tic representations of “the way things 
are” or even as actual “rehearsals”; that 
is, he is genuinely convinced that coping 
with the world demands the sort of be- 
havior he engages in, both in his daily 
life and in his thinking, and the fan- 
tasied behavior is essential to his welfare, 
since hostility and overt aggression are 
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necessary for survival in a dangerous 
world. 

2. The subject has such weak self- 
control that his fantasies easily spill over 
into overt behavior. This may occur 
even when the first condition does not 
obtain. A person need not regard his 
fantasies as appropriate to real life to be 
overwhelmed by them: weak controls 
can lead to disaster even in the presence 
of weak convictions. 

In regard to the first condition, it is 
of great importance to know whether 
aggressiveness serves a purely defensive 
function or has become a deeply em- 
bedded character trait. How much con- 
sideration for others has the adolescent? 

In regard to the second condition, the 
quality and degree of self-control are 
paramount. Does the adolescent have a 
satisfactory self-regulating or automatic 
self-control, or does he have to rely only 
on conscious and deliberate self-control 
—the kind that fails in states of fatigue 
and under prolonged stress? 

In formulating their answers to these 
questions, the tester and the clinician are 
guided by very different types of evi- 
dence. The clinical observer obviously 
bases his opinion on what he knows 
about the past history of the adolescent. 
He cannot help evaluating the verbal 
productions of the adolescent in terms of 
the seriousness with which the adoles- 
cent produces them. He distinguishes 
between genuine tendencies, reaction 
formations, joking, and kidding. The 
very inconsistencies in the verbal pro- 
ductions put the clinician on guard 
against assuming the reality value of all 
he hears. 

The psychologist, confronted by pro- 
jective test findings, must make similar 
distinctions. Too often, however, these 
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findings are only partially interpreted: 
the verbal content of the responses 
serves as the basis for the largest per- 
centage of psychological reports. This is 
a limited approach, as limited as relying 
exclusively on the formal aspects of test 
responses—particularly of Rorschach re- 
sponses. 

Each of these approaches fails to make 
use of important facts sampled and 
measured by the tests. The solution is to 
use both approaches and to synthesize 
them properly. If the tester bases his re- 
port on the verbal content alone (very 
few, if any, people nowadays write re- 
ports based solely on the formal as- 
pects), he is almost certain to exaggerate 
the psychopathology of most of the sub- 
jects or patients tested. It is, I believe, 
failure to pay attention to the formal 
aspects which is responsible for exag- 
gerated estimates of psychopathology in 
most cases of disagreement between test 
conclusions and careful and prolonged 
clinical observations and conclusions. 
This same neglect of the formal aspects 
in favor of content alone can also lead 
to the opposite error, although this is far 
less frequent. In a minority of cases, 
however, there will be a gross under- 
estimation of severe pathology if content 
is the only criterion. These are the cases 
that are most likely to be incipient psy- 
chotics. 

The formal aspects are necessary for 
estimating the probabilities of acting out, 
or for a proper evaluation of the quality 
and degree of self-control. Among the 
most important Rorschach components 
are the ratio of light shading to chro- 
matic color responses, the number and 
type of movement responses, the num- 
ber of whole responses, the percentage 
of sharply -perceived forms, and the 
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degree of regularity of production— 
that is, the pace at which answers are 
produced. Careful attention to these for- 
mal aspects will enable us to assess the 
level of personal ambition, the energy 
behind it, and the presence or absence of 
appropriate checks on its pursuit. Only 
against this formal background can we 
judge the prognostic implications of the 
content and decide whether aggressive 
responses represent a tempest in a tea- 
pot or the premonitory rumblings of an 
active volcano on the point of erupt- 
ing. 

If control is good, an individual can 
engage in many antisocial fantasies with 
little danger of acting them out. Over- 
controlled obsessives, for example, are 
known to nurture many very antisocial 
and aggressive ideas which they do not 
act out directly. If, on the other hand, 
self-control is weak, so that acting out is 
highly probable, antisocial fantasies 
threaten to become translated into overt 
motor activity. Thus people with little 
self-control should abstain from anti- 
social ideas! For example, hysterics with 
acting-out tendencies are usually blind 
to their real wishes and are character- 
ized by superficial friendliness. Many 
psychologists, however, basing all their 
conclusions on the content of projective 
test data and ignoring the formal com- 
ponents, pay no attention to the various 
possible relationships among fantasy, in- 
sight, and acting out. 

With regard to the problem of dis- 
tinguishing mere fantasy from potential 
behavior, the formal aspects help to dif- 
ferentiate the more serious from the 
more superficial aggressive and anti- 
social tendencies. For example, every- 
thing that comes out in the human 
movement responses (M) is of greatest 
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relative significance. It is not only per- 
suasive and powerful; it is also rather 
permanent. The action tendencies re- 
flected in the M are deep-seated and—a 
crucial feature—they are very difficult 
to change. They are true character traits. 

On the other hand, tendencies re- 
flected in the form responses (F) are 
more superficial: aggressive F—knives, 
for example, or other dangerous weap- 
ons— indicate a fear of becoming a vic- 
tim of aggression, rather than a tendency 
to behave aggressively. We love our de- 
sires more than the objects of our de- 
sires; and our desires matter much more 
to us than other people’s desires con- 
cerning our persons. And it is our own 
desires that are reflected in the human 
movement responses. Thus, if an adoles- 
cent produces exclusively aggressive M 
and an ambitious number of W in a 
record lacking in the formal indicators 
of self-control, the chances for overt 
aggression are much greater than they 
are in the case of an adolescent whose 
M are equally belligerent, but whose W 
are few, whose light shading responses 
exceed his color responses, and whose 
F*% is high. 

If, on the other hand, an adolescent 
gives a single sadistic M in a record with 
poor F and a great excess of color over 
light shading responses, we would ex- 
pect aggressive behavior under stress or 
under the influence of alcohol or other 
de-inhibiting agents. Such a person may 
avoid delinquency if he can “avoid the 
occasion of sin,” while an adolescent of 
the first type will probably go out of his 
way to create one. Similar reasoning can, 
of course, be applied to the Thematic 
Apperception Test and fine drawings 10 
which aggressive acts are more signifi- 
cant—because more acceptable—when 
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they are ascribed to figures of the same 
sex and age as the subject. The Ror- 
schach, however, is far superior to any 
other test in its ability to predict acting 
out. 

Two further points should be con- 
sidered: 

One is the importance of age. The 
younger the age of the person, the more 
pliable and flexible is his personality. 
Thus adolescents can change; they need 
not be forever antisocial. In this ability 
to change they are not unlike younger 
children. Around the age of eight or 
nine, for example, nearly all boys and 
many girls voice murderous ideas and 
engage in all sorts of fantasies of attack- 
ing and killing. This is the age at which 
guns are bought and adults are forced 
to stick up their hands. However, mur- 
ders are not committed by these chil- 
dren, either at this time or in the future. 
This is just a passing phase. Such fan- 
tasies are not, in themselves, early prog- 
nostic indicators of future criminal be- 
havior. Again, the crucial factor is not 
the fantasy itself, but the role it plays 
in the child’s dynamics. When there is 
adequate self-control and a degree of 
consideration for others appropriate to 
the age, no future criminal behavior can 
be inferred merely from murderous fan- 
tasies at the age of nine. In adolescents, 
too, psychosocial growth is still intense, 
and analogous reasoning can be applied 
to them, even though they are on the 
threshold of adulthood. Many of their 
antisocial fantasies and much of their 
inconsiderate behavior are irritations 
which will pass. 

A final point is that the Rorschach, 
the Thematic Apperception Test, and 
other projective tools are psychological 
microscopes. What looks to the naked 
eye like a smooth surface appears rough 
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and uneven under the microscope. And 
a personality that looks relatively smooth 
to the clinical eye may appear much more 
fissured and distorted when viewed 
through the projective lens. The psy- 
chologist should be aware of the fact 
that he can see the lack of integration in 
personality much more easily and plainly 
than the clinical observer. He will cer- 
tainly see it in adolescence, when per- 
sonality is still painfully far from inte- 
gration. If he forgets this, and describes 
his microscopic findings without qualifi- 
cation and interpretation, he is likely to 
paint a far grimmer picture than meets 
the eye of the clinician in his direct 
contacts with the patient. To avoid gross 
discrepancies between clinical and psy- 
chological portraits, the tester must 
make sure that his microscopic observa- 
tions are not interpreted macroscopi- 
cally. Blood may be blood, but the trace 
of blood that can be discovered only by 
delicate chemical tests does not have 
the same meaning as a gross hemor- 
rhage. 

Two problems are involved here, 
really. One is the problem of interpre- 
tive restraint and involves the careful 
balancing of prognostically hopeful for- 
mal aspects, where present, against su- 
perficially alarming fantasy content. The 
psychologist must remember that not all 
microscopic observations are significant, 
or at least not significant in the degree 
in which they first impress the investi- 
gator. The other problem is one of com- 
munication. We must be sure that we are 
talking about the same thing when we 
are comparing clinical and test evalua- 
tions. Then, perhaps, we will live down 
our current reputation as the gloomiest 
members of the team. 

Because the tests function as psycho- 
logical microscopes, it may well occur 
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that they spot cases of serious or lasting 
pathology which have escaped detection. 
If the test protocols have been properly 
evaluated, that is, if form and content 
have both been taken into consideration, 
the conclusions can be deemed reliable, 
for failure is easier to predict than suc- 
cess. In those instances in which an in- 
terpreting psychologist arrived at a cor- 
rect dire prediction solely from the con- 
tent of the responses, the formal aspects, 
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though disregarded by the examiner, 
must assuredly have also been inade- 
quate. It stands to reason that an analy- 
sis based on both form and content must 
be better than one based on content 
alone if only because the broader study 
covers more ground. In other words, the 
psychologist utilizing content as well as 
formal analysis makes a much more 
intensive use of his test data and thus 
is more often right.’ 


Z. A. Piotrowski, Perceptanalysis: A F undamentally Reworked, Expanded, and Systematized 
Rorschach Method (New York: Macmillan, 1957). 


2. The Impact of Cultural Factors on Selected Problems 
of Adolescent Development in the Middle and Lower Class 


SOLOMON KOBRIN 


Research Sociologist, Illinois Institute for Juvenile Research, Chicago 


HREE COMMON PROBLEMS of adoles- 
Vent development are here examined 
in relation to the differential cultural 
patterning of their resolution in the 
middle class and the lower class. In its 
ideal typical form each class exhibits a 
distinctive set of norms, values, and con- 
cerns generating different modes of re- 
sponse to the problems of adolescent 
development which occur uniformly in 
all social class groups. For the training 
of the young the social and cultural sys- 
tem of the middle class is organized to 
foster impulse control, planfulness, and 
achievement in the interest of maximiz- 
ing status. Essential in the attainment of 
these goals is acceptance by the young of 


adult authority. In contrast, the social 
and cultural system of the lower class is 
uncommitted to a positive program of 
child training and by virtue of this fact 
fosters impulse expression, aggressivity, 
and independence from adult authority. 
These features define the elements of the 
two subcultural systems relevant for the 
present discussion (1). 


ADULT AUTHORITY AND THE EARLY 
ADOLESCENT PERIOD 

The developmental problem." The 
period of early adolescence is relatively 
free of serious problems, and ordinarily 
exhibits an easy and stable accommoda- 
tion across the generational line. This 


' The statement of the developmental problem concerned in the first two topics has been freely 
adapted pre Irene a The Adolescent and His World (New York: Family Service 


Association of America, 1952). 
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period is commonly regarded as charac- 
terized by a minimum of parent-child 
conflict. There prevails, instead, a sit- 
uation of mutual respect for each other’s 
spheres of responsibility and values re- 
sulting from the rather sharp divergence 
of interests. This contrasts with the sit- 
uation in later adolescence when the in- 
terests of the young person tend to par- 
allel and ultimately to merge with those 
of the adult as the requirements of sex- 
ual and occupational adjustment come 
increasingly into focus. As this takes 
place, the accommodation of the earlier 
period is dissolved, and what had existed 
formerly as latent cross-generational hos- 
tility then becomes explicit and calls for 
an effort at a new accommodation. 


Cultural factors in its resolution. The 
cultural experiences of middle- and 
lower-class children during the period of 
early adolescence exhibit crucial differ- 
ences affecting the readiness with which 
the accommodation required in the later 
phase of the adolescent period is accom- 
plished. The middle-class mode of child 
rearing surrounds the child, during both 
the prepubertal and early adolescent pe- 
riod, with a wide network of adult su- 
pervised training and socializing institu- 
tions. The young person pursues the sep- 
arate and independent interests of his ju- 
venile world within these structures, 
which function, on the whole, under the 
relentless surveillance of adults. The 
freedom of the child is thus a qualified 
one in which he is subtly conditioned 
to accept the primacy of adult authority. 
In contrast, the freedom of the lower- 
class child, commonly expressed in the 
spontaneity of his street life, is unquali- 
fied by a similar omnipresent spirit of 
adult surveillance. Inescapably this re- 
sults in his failure to acquire a similar 
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conditioning to an implicit acceptance of 
adult authority. When, therefore, he 
moves into the struggle of later adoles- 
cence to come to terms with the more 
stringent demands of adult authority he 
tends to be distinctively handicapped in 
his task of assimilating the requisite ele- 
ments of an adult identity, although he 
is not necessarily more rebellious than 
his middle-class counterpart. This fea- 
ture of the differential impact of cultural 
conditioning is not unrelated to the rela- 
tively high rates of delinquents in the 
urban lower class. 


THE ROLE OF ADULT MODELS IN THE 
RESOLUTION OF AMBIVALENCE RE- 
SPECTING DEPENDENCE AND 
INDEPENDENCE 

The developmental problem. As is 
known, the adolescent comes in time to 
want independence with respect to the 
whole range of adult objects and inter- 
ests, and will not readily accept dictation 
as to what he should value. However, in 
the very newness of his interests he 
needs, and senses his need for, guidance 
and advice. However, he can accept the 
dependency implicit in such guidance 
only by segregating the dependency of 
the new type from infantile dependency. 
For this reason parents are generally un- 
acceptable (or only ambivalently accept- 
able) for this purpose. Consequently, he 
needs and will readily idealize a non- 
parental adult who meets this require- 
ment. 


Cultural factors in its resolution. Non- 
parental adults capable of filling the 
role described are everywhere in short 
supply, although they are relatively more 
available to middle-class youth. In the 
lower class such figures are notably in 
short supply. The cultural factors oper- 
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ating systematically to reduce the avail- 
ability of such adult figures in the lower- 
class milieu are, first, the cultural 
strangeness of professional personnel 
provided in part for this purpose (teach- 
ers, group workers, recreation workers, 
etc.) based primarily on the divergence 
between middle-class and lower-class 
concerns, values and goals; and, second, 
the absence of a culturally based interest 
in the lower class with the problem of 
child rearing. Although age-graded seg- 
regation to some degree is a cultural 
universal, the definition of the problem 
of child training as a legitimate object of 
concern in a cultural system operates to 
reduce isolation on the basis of age 
grades. In the lower class there appears 
to be relatively little tendency on the 
part of adults to take a serious interest 
in child rearing as a distinctive problem 
area, due, probably, to the prevailing 
truncated view of the future. This results 
in a tendency in boys in lower-class 
communities to select their role models 
from the next oldest age group, with a 
consequent tendency for the traditions 
of street life, including its delinquent 
patterns, to be transmitted relatively in- 
tact. 


PHASE RELATIONS OF DEPENDENCY 
AND AUTONOMY 

The developmental problem. In meet- 
ing the problems of adolescent develop- 
ment all viable cultural systems must 
possess workable practices for meeting 
three types of contingencies: 1) the re- 
gression of the adolescent to dependent 
modes of response and behavior; 2) the 
thrust toward autonomy through inde- 
pendent modes of response and behav- 
ior; and 3) the alternate phasing of the 
two. The security of the person, at the 
deepest levels, is bound up with the 
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availability of dependency relationships; 
his achievement of autonomy with op- 
portunity for independent decision and 
action; and the progressive attainment 
of maturity with an appropriate phasing 
of the alternation of the two modes. 
Clinical observation suggests the hypo- 
thesis that each phase is intrinsically 
disorganizing for its alternate, and that 
systematic differential receptivity in pať- 
ents and other adult figures to either 
dependency modes or autonomy modes 
tends to limit and in extreme cases to 
undermine an appropriate resolution of 
the phase relation problem. 


Cultural factors in its resolution. Mid- 
dle-class and lower-class subcultural sys- 
tems may be differentiated in the distri- 
bution of their receptivity to dependency 
and autonomy in adolescents. Parents 
in both class subcultures are equally 
subject to the requirement of the gen- 
eral culture that they produce a new 
generation of competent and responsible 
adults. However, by virtue of the heavy 
investment in their children as a means 
of status maintenance and potential mo- 
bility, middle-class parents in contrast 
to lower-class parents are expectedly 
more protective and controlling in their 
relations with their children, and hence 
accept relatively more readily the de- 
pendency phases of adolescent develop- 
ment. Lower-class parents, being less 
invested in their children as instruments 
of status maintenance and mobility, ate 
less protective and controlling in their 
relations with their children, and accept 
relatively more readily the autonomy 
phases of adolescent development. As a 
result, the dependency phases of adoles- 
cent experience are more protracted and 
prominent in the middle class, the au- 
tonomy phases in the lower class. 
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inference, based on observation of the 
two subcultural systems, is supported by 
the essentially psychological observation 
that the single most problematic aspect 
of adolescent development among mid- 
dle-class adolescent youth centers on 
the establishment of their independence. 
The complementary observation with 
respect to lower-class adolescent youth, 
infrequently made, is that their develop- 
mental problem centers on the manage- 
ment of their dependency needs, As a 
consequence, their autonomy, so fully 
supported by their social and cultural 
system, has a qualitatively different 
character from that found in the psy- 
chologically mature middle-class adult. 

Hypothetically, the autonomy of the 
lower-class adult may be expected to be 
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3. An Approach to Therapy with the Adolescent Through 


Selected Activities 


ROBERT L. SCHAEFFER 


Administrator-Chief Psychologist, Akron Child Guidance Center, Akron, Ohio 


T SEEMS TO ME that we are so greatly 
concerned with the problem of ef- 
fectively reaching the adolescent because 
this is one of the areas in which we have 
made the least progress. In this paper I 
will present some of my own thinking 
with observations from clinic practice 
within an experimental framework. 
There is certainly no assumption that 
there is necessarily anything definitive 
in the material. The paper can only be 


WORKSHOP: TREATMENT OF THE ADOLESC 


compromised and tainted by an attrac- 
tion to random forms of group support, 
expressive of what may be termed an 
unsatisfied psychological hunger for de- 
pendency relationships. This view would 
be supported by studies, for example, 
which have shown a correlation between — 
educational level, an index of class affili- ` 
ation, and susceptibility to nonrational 
types of crowd action. Another example 
is furnished by the observations of Wal- 
ter Miller, a cultural anthropologist, 
who has noted a structured defensive 
expression of dependency hunger in the — 
street boy’s aversion to all forms of adult 
authority and control (2). The primacy — 
of the peer group in the street life of 
lower-class youth offers further evidence 
on this point. 


considered a preliminary report. 

Over the years we have seen the de- 
velopment of the technique of play ther- 
apy with the younger child. Regardless 
of the theoretical point of view of the 
individual practitioner, we have seen an 
approach appear in which the develop- 
ment of a relationship within a setting 
of play activity, with discussion and 
verbalization of problem areas, has been 
basic. By contrast, with the adult in out- 
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patient services, we have seen the al- 
most exclusive emphasis upon verbali- 
zation and/or environmental manipula- 
tion, whether the approach has been 
from the analyst’s couch or within the 
casework counseling setting. The adoles- 
cent belongs in neither of these cate- 
gories. His own developing maturity will 
not permit him to utilize effectively or 
even accept the play therapy technique. 
Nor will his immaturity permit him to 
tolerate an exclusive involvement at the 
verbal level of great intensity. The basic 
consideration is whether or not some 
adolescents can effectively utilize an in- 
termediate technique between these two. 

Eight male adolescents, between the 
ages of 14 and 16 when initially seen, 
compose the population which is used 
for illustrative purposes. The initial 
problems presented by these boys were 
all acute in nature. Two of them were 
out of school and gave evidence of acute 
panic reactions, being practically in- 
valided at home with variable and vari- 
ous psychosomatic complaints. Two of 
them gave evidence of beginning with- 
drawal, most particularly characterized 
by failure in school in spite of superior 
ability. Four of the boys had become in- 
volved in delinquent acting-out behavior, 
with car stealing and burglary as the 
principal symptoms. All of these boys 
had average or better intelligence. In 
each of their family backgrounds they 
had a_hostile-dependent relationship 
with a very controlling mother figure. 
The fathers of these boys were weak and 
and nonsupportive with a basically simi- 
lar hostile-dependent relationship with 
their wives. The fathers did not in any 
way seem to present adequate ego ideals 
for this adolescent group of boys. 

This was not a criterion for selection 
of these cases, but, in retrospect, is an 
interesting observation. During the 
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course of therapy, the parents were in- 
volved primarily in a sort of passive 
attendance at the clinic for the most 
part. The principal criterion for using 
this approach with this group of boys 
was their verbalized need and desire for 
help. They were involved in acute con- 
flict over what they regarded as the 
rightness and wrongness of their way of 
handling the situation in which they 
found themselves. They were particu- 
larly anxious and concerned over them- 
selves, this being perhaps the paramount 
characteristic. Each gave evidence of 
having had some basic primary emo- 
tional needs met, and displayed work- 
able, though deficient, ego strengths. 

The characteristic of the initial ap- 
proach to these boys was a relatively 
early plunge within the span of the 
fourth to sixth visits into the core of 
their problems. School difficulties, prob- 
lems in boy and girl relationships, the 
self image, somatic complaints, disturb- 
ing dreams were all interpretively re- 
lated to the dynamics formulated as a 
result of the diagnostic study. We had 
hoped to get—through an early recogni- 
tion and interpretation of motivations 
behind some of the behavioral aspects 
—a feeling of the individual patient's 
depth of understanding of his own prob- 
lem. It was recognized that there were 
some danger elements within this but 
it must be remembered that these situa- 
tions were all of an acute nature, de- 
manding emergency action. It was felt, 
in reviewing the material in these in- 
stances, that this procedure was €X- 
tremely meaningful to the individual pa- 
tient in terms of the therapist’s under- 
standing of him and of the implicit 
acceptance and support. 

When this point was reached, how- 
ever, there developed a sort of plateau 
in further progress. There was an ob- 
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servable reaction, if not resentment, with 
verbalized questioning of the value of 
further discussion of this type of ma- 
terial. Attempts to deal with the resist- 
ances did not appear to offer much hope 
of success. At the same time there was 
no observed weakening of the relation- 
ship. Evaluation of the material to date 
made it seem possible that to continue 
on such a strictly verbal level could de- 
velop an extremely threatening and un- 
manageable situation, if it hadn’t al- 
ready done so. It seemed desirable at 
this point to introduce nonthreatening 
activity or material which would serve 
the same purpose as the playroom and 
toys with the younger child, presenting 
symbolically an area of primary concern 
around which further therapy could be 
structured within the realities of the 
child’s living situation. At this point, 
therefore, was introduced the concept 
that “we do not just have to sit around 
and talk, we can do some other things 
that you might like to do.” It was then 
anticipated, or hoped, that the activity 
selected would be of focal significance 
in relation to the boy’s problem. 

With the support and encouragement 
of the therapist, it was always necessary 
for the individual patient to go through 
a more or less extended testing-out pe- 
riod during which it seemed most im- 
portant that the therapist be in the posi- 
tion to give and take as much as was 
demanded of him, so that the patient 
could determine that this was a trust- 
worthy situation. It took the form with 
the adolescent boys of wanting to get 
coffee, or maybe a hamburger, bringing 
in phonograph records to play, or even 
meeting the girl friend, Relatively minor 
tests of this nature, that is, insofar as 
the whole problem was concerned, were 
regularly thrown at the therapist as the 
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testing-out procedure. One had to rec- 
oncile one’s self—despite perhaps a 
preference for Puccini—to listen to Elvis 
Presley. One had to be willing to drink 
cokes, though they might disagree with 
one; and the question of who was going 
to pay the bill was a careful testing-out 
procedure. The period of testing out the 
therapist frequently lasted from four to 
six weeks. Ultimately out of this pro- 
cedure would come a proposal for a 
selected activity which represented, in a 
sense, a formulation of the problem and 
an effort, within a framework of reality, 
to deal with it. 

These represented real-life situations 
of particular significance for the individ- 
ual boy through which, with the support 
and help of the therapist, he could learn 
about himself and, in a protected and 
controlled situation, integrate new pat- 
terns of adjustment. 

It is not to be concluded that the 
patient was allowed the anxiety-provok- 
ing free choice of any area of activity 
which could result in a realistically de- 
rogatory situation for the therapist or 
could reduce the patient-therapist re- 
lationship to that of “pals.” The patient- 
therapist relationship was carefully 
maintained at all times, Direct contact 
with parents, visits to the therapist’s 
home, overnight ventures, etc., were 
strictly and mutually recognized as ta- 
boo. Nor should it be assumed that com- 
plete freedom of choice of activities was 
permitted. During the testing-out period 
but after the first trips for a cup of coffee 
or to the ice-skating rink, the therapist 
presented the patient a choice of in- 
dividualized activities selected from the 
background of already expressed prob- 
lem areas or interests. 

One boy, whose self image was of a 
rather inadequate, puny, sick person, 
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selected as an area for mutual activity 
wrestling and boxing matches. While we 
were able to attend many of these, it 
should be pointed out that it was not 
specifically the attendance that was im- 
portant, but the opening it presented 
this boy to discuss the good and bad 
attributes of the wrestlers and boxers in 
relation to himself, his feelings about his 
build, his concepts of masculinity, and 
what might be the cause of some of his 
feelings. 

Another boy had clearly shown in 
the diagnostic evaluation his feelings of 
not belonging and probably questioned 
whether he had even been adopted by 
his parents, since he and they seemed 
to have nothing in common. He lived in 
a neighborhood where the accepted pat- 
tern of masculinity was more typically 
talking and dressing like a hoodlum. His 
own dress and manner of handling him- 
self suggested that while attempting to 
adopt these patterns in order to belong, 
he was really in conflict about it. Inter- 
estingly, and almost surprisingly because 
it seemed such a long shot, he selected 
orchestra and choral concerts as an area 
of activity. 

Probably the most dramatic of all was 
the one who selected learning how to 
drive, an accomplishment in a 16 year 
old which means success in relation to 
peers, This boy, cocky on the outside 
though somewhat undersized, had been 
involved in considerable acting-out be- 
havior of an antisocial nature. He had 
reached the point of verbalizing his great 
lack of confidence and his low opinion 
of his own ability in all areas. The driv- 
ing lessons for this boy represented real 
therapeutic sessions. It was necessary 
not only to help him with his basic fears 
of so powerful a machine under his con- 
trol and the projection of hostility drives 
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on it, but also to support him through 
four successive failures to pass the driv- 
er’s test. Certainly not more than half 
the time was spent in actual driving in- 
struction. Many of the sessions with him 
were concerned with a discussion of why 
he did some of the things he did, where 
he acquired his fears, and help with 
them. It was both interesting and pre- 
dictable to see this youngster come to 
the driving test, which for him repre- 
sented a question as to his own worth, 
and to know how, and where, and what 
he was going to do to fail. To be able 
to fail without fear of arousing scorn or 
ribbing, to be helped to ventilate one’s 
feelings and gain understanding of the 
meaning of the habit of failure was 
clearly an experience of great meaning. 
From this material, then, it was possible 
to go on with further discussion as to 
his feelings and some things he could do 
about them. He succeeded in passing 
only after a full discussion of what tak- 
ing the test meant to him and proceeded 
within the next week to obtain a full- 
time job. 

It should be pointed out that this ap- 
proach of taking these adolescents out- 
side the clinic in this type of selected 
activity is not a method of handling 
their resistance to help. I think there is 
a real danger in taking youngsters out of 
the clinic because they verbalize their 
dislike for coming to a child guidance 
clinic and, thereby, fitting in with the 
resistance they are displaying toward 
help. These youngsters at no point ver- 
balized or displayed this type of resist- 
ance. Although any feelings were rec- 
ognized and dealt with early, it ought 
to be pointed out that this type of se- 
lected activity is therapeutically oriented 
and is not utilized merely as an activity 
in order to strike up a relationship with 
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no further goal. It should also be pointed 
out that at no point in this procedure 
is the nature of the relationship set up 
what could be called “being a pal” or 
“big brother.” In none of these situa- 
tions has the basic therapist-patient re- 
lationship been upset but this is certainly 
one of the aspects which has to be very 
carefully watched. 

One final thing which is certainly true 
in utilizing this nature of selected ac- 
tivities with adolescents is that the orien- 
tation is always a therapeutic one and 
with the ultimate goal of getting them 
back into the clinic for further and per- 
haps not so threatening discussion of 
their problems and feelings as might 
otherwise be the case. It should also be 
recognized that it may be necessary in 
the course of work with these boys to 
again move out of the clinic for some 
other activity when indicated therapeuti- 
cally. 

This sort of approach certainly pre- 
sents problems of an administrative na- 
ture. The time that is involved is far 
and away over the typical 50-minute 
hour. This represents a considerable in- 
vestment of clinic time and hence clinic 
cost. There is also both a clinic and a 
personal problem in the degree of flexi- 
bility demanded under these circum- 
stances. It is necessary administratively 
to have for the clinic and for the ther- 
apist a flexible schedule. The activities 
are always carefully planned but require 
blocks of time to be set aside for this 
purpose. 

It has been my impression that there 
are many by-products in this type of ap- 
proach which are of value. Interestingly, 
the relationship that exists between the 
therapist and the patient has been a very 
threatening one, in some cases, to the 
father. Where we have not otherwise 
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been able to get the father’s active par- 
ticipation in the clinic setting, the 
amount of anxiety and hostility aroused 
in the father by this type of approach 
has brought him into the clinic. A by- 
product of considerable significance to 
the teamwork approach has been that 
the material coming from this type of ac- 
tivity session is directly observed ma- 
terial which the worker can use inter- 
pretively and therapeutically with the 
parents. This has certainly been a real 
aspect since we know that in many clinic 
situations we find it difficult to evaluate 
exactly what is going on when we learn 
of situations only through someone else’s 
eyes. The parents’ workers in these cir- 
cumstances have found it quite valuable 
to be able to utilize this directly observed 
material with the parents. It also had for 
the therapist an enormous advantage of 
allowing direct observation of the feel- 
ings and reactions of the adolescent in 
a reality setting of symbolic significance. 
I can say that I knew far more of the 
dynamics of those cases through observa- 
tion than I might otherwise have known. 

In most of the boys sufficient time 
has not elapsed to properly evaluate spe- 
cific gains. It is certainly true that there 
has been significant symptomatic change 
in all of them which one can only project 
into the future as indicating enduring 
gains. It certainly is my impression that 
this approach through selected activities 
which are symptomatic or symbolic of 
the core problem has been a realistic 
and meaningful approach to the com- 
plexities of treating the adolescent. 
These boys even now give evidence of a 
considerably strengthened ego structure, 
of a much accelerated degree of self- 
understanding, and an ability to handle 
social adjustments that had previously 
represented failure. 
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4. Implications for the Therapeutic Process 
of a Clinical Team Focus on Family Interaction 


CHESTER R. DIETZ, M.D. 


Director, Wilmington Child Guidance Center, Wilmington, Delawore 


T EMOTIONAL DISTURBANCES are 
symptomatic of disequilibrium and 
crisis in total family interaction is a view 
which seems to be gaining increasing ac- 
ceptance among those clinicians working 
with chronologically adult patients. It 
has been accepted for some time by 
those whose experience has been with 
individuals who are socially and legally 
dependent on their families; that is, chil- 
dren and adolescents. Though far from 
having universal acceptance in the field, 
the opinion is also increasing that clini- 
cal therapeutic effort needs to be di- 
rected toward this pathology in the total 
family interaction. It has seemed to me 
paradoxical, however, that most descrip- 
tions of direct therapeutic work with 
children and particularly with adoles- 
cents tend to approach this as if it were 
a simple contractual relationship be- 
tween the therapist and the patient as 
in classical individual psychotherapy. 

In the facts of child guidance clinic 
practice, however, particularly that 
which aims at correcting the pathology 
in the family interaction, there are dis- 
tinct differences in the nature and setting 
of this relationship which seem to me to 
be worthwhile delineating. 


OVER-ALL THERAPEUTIC GOAL 


In an approach which is oriented to 
family interaction it seems to me that 
the clinical team directs its efforts to- 
ward creating and/or strengthening of 
a mode of interaction in the family that 
can offer a reasonable and realistic de- 


gree of psychological gratification to all 
family members which is appropriate to 
their respective ages and family roles. 
Consistent with this, I believe that our 
clinical structure and transactions with 
the family should be such as to support 
and encourage a healthy family equilib- 
rium consistent with the values of our 
society. Explicitly I think that this needs 
to involve recognition that the parents 
carry leadership and direction of the 
family’s affairs and that the children in 
the family are supported in finding a 
constructive sense of self in a dependent 
identification with the aims and activi- 
ties of the family group. I think that we 
need to be continually and consciously 
on the alert lest the inherent and neces- 
sary centering on the problem with the 
child inadvertently encourages or per- 
petuates the tendency toward child-cen- 
teredness that tends to confuse and re- 
verse the parent-child roles. 

I think that it might be well to ac- 
knowledge here my implicit assumption 
that adolescence, though a bridge be- 
tween childhood and adulthood, is still 
very clearly within the over-all frame- 
work of childhood and that work with 
the adolescent, although carrying many 
similarities to working with individual 
adults, still is best approached within 
the framework of dealing with the de- 
pendent, nonemancipated child. The fact 
that so many chronological adults re- 
main psychologically and socially ado- 
lescent, often with mutual but unac- 
knowledged agreement with their par- 
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ents, need not, I think, confuse the 
important legal and social distinctions 
between the adult and the adolescent 
child. 


INITIATING THERAPY 


The decision for undertaking therapy 
(or an evaluative, diagnostic, or explor- 
atory service) is one of the first in- 
stances in which the implications of the 
family-oriented approach become evi- 
dent. The decision to undertake this or to 
refuse to undertake this, as it involves the 
adolescent is, and it seems to me, al- 
ways should be that of the adolescent's 
parents. In initiating therapy after a 
period of evaluation of the parent-child 
interaction factors involved in the prob- 
lem, this parental decision should be 
made in the light of knowledge shared 
by the professional people involved con- 
cerning the significance of the problem 
and the appropriateness of expectations 
for change. The child, it seems clear to 
me, is not asked to decide whether or 
not to go on into therapy and probably 
even more importantly is not encouraged 
to the illusion that this is a decision 
which he is to make. He is encouraged 
to express and clarify his feelings and 
opinions about this, to recognize his 
own ambivalence about it and to com- 
municate his feelings about this as re- 
sponsibly as he can to his parents, but 
he is not free to choose or to reject fur- 
ther clinic service. In terms of the work 
with the parents, it seems equally im- 
portant that they be kept clear as to 
their responsibility to make this choice 
and not themselves encourage the illu- 
sion that they are acquiescing in a choice 
made by the child. I think that it is im- 
portant to recognize, at least with the 
parents, that for any degree of success 
at least some kind of yielding acceptance 
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and acquiescence on the child’s part will 
need eventually to occur but that the 
childs immediate agreement, approval — 
and concurrence with the plan is not re- 
quired and in fact is not often realisti- 
cally to be expected. 


CONTENT AND FOCUS OF THERAPY 
INTERVIEWS 

In family-oriented therapy there 
needs to be focus on and discussion of 
those problems which the parents have 
identified as areas of their concern as 
they bring the adolescent to the clinic. 
The therapist recognizes openly with the 
adolescent that he is expected and re- 
quired to work on certain problem areas 
and is not free to define for himself what 
he chooses to consider as problems. The 
adolescent is free and moreover is €x- 
pected to define his own relationship to 
parent-defined problems or parental 
complaints, and is free to work on prob- 
lems which are quite individually and 
personally his, but he is not free to ig- 
nore the fact that his parents have con- 
cerns about some specific areas and that 
it is these concerns that have brought 
them as a family to the clinic. The 
child’s use of his relationship to the 
therapist is examined and interpreted not 
just as a primary relationship in its own 
right so much as a laboratory in which 
to clarify the child’s relationship to and 
use of other adults, primarily his pat 
ents. It is recognized with the child that 
his parents do have a continuing in- 
fluence on the content of his interviews; 
and the right of the parents to suggest 
and demand that the child discuss cet 
tain events and problems is accepted. 
The child’s right to resent these demands | 
and to bring his feeling reaction about 
them to the therapist and also back to 
his parents is accepted and encouraged 
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It also needs to be recognized that the 
child may become excessively or neu- 
rotically dependent on this kind of direc- 
tion from his parent and may use it in 
a negative and destructive way. 


THE POSITIVE-NEGATIVE CHARGE 
OF THE TRANSFERENCE 


Possibly one of the most pervasive 
implications of a family-oriented ap- 
proach in therapy with the adolescent 
is that of the tone or charge of the trans- 
ference relationship. Since the basic re- 
sponsibility for continuity of the clinical 
experience rests on the parents, this al- 
lows greater freedom for the therapist 
with the adolescent to allow and even 
to exploit shifts in the positive-negative 
feeling tone of the patient. Since the 
adolescent’s basic dependence on the 
parents is accepted and supported, the 
therapist is not then dependent on a con- 
tinuing positive transference to keep the 
experience intact. Since the adolescent 
is not coming because he chose to come 
but only because he chose not to flatly 
refuse to come, he is much freer to €x- 
perience and express his negative feel- 
ings about coercion and requirement 
without the necessity of acting these out 
by withdrawing from the relationship. 
His choice is rather in the degree and 
extent to which he will make use of the 
situation in which he finds himself, 
though not of his own choosing. Most 
adolescents, I find, are able to develop 
a meaningful positive connection and 
to take some responsibility for the posi- 
tive elements of the connection but I 
think that it is quite possible for many 
adolescents to get significant help from 
the experience, even though they main- 
tain a basically grudging and reluctant 
feeling about it and a kind of negative 
sparring relationship to the therapist. 


397 


PACE SETTING 


It seems clear to me that collaborative 
therapy is not the simple situation of the 
child’s psychological movement setting 
the pace, with the parents responding 
secondarily to this. It seems to me that 
we are dealing with psychological move- 
ment of a total family gestalt in which 
the child’s psychological and behavioral 
shifts are but one of the many influenc- 
ing stimuli, Certain areas of the problem 
need to be dealt with at certain times be- 
cause of their significance for the total 
family movement, whether or not they 
are specifically timed to the child’s im- 
mediate process. Likewise, the child’s 
movement on other areas must be post- 
poned when the family process is not 
momentarily geared to shift in these 
areas. This is not to wipe out the im- 
portant influence that shifts in the child’s 
adjustment can have on the total family 
process but it is to suggest that this can- 
not be the center of the process. 


SHARING OF INFORMATION 


The implicit assumption that the guar- 
antee of confidentiality is a sine qua non 
of a therapeutic relationship has long 
troubled me as it pertains to therapeutic 
work with the adolescent and with other 
children. The demand for an assurance 
of inviolable confidentiality is character- 
istic of the adolescent. On the other 
hand, it is a practical impossibility in 
collaborative work around family inter- 
action if full advantage is to be taken of 
the enrichment of the process through 
collaborative sharing between the differ- 
ent clinicians working on the case. Thus 
it seems to me both realistic and advis- 
able to make appropriate acknowledg- 
ment with the adolescent that it is his 
therapist’s professional judgment and 
desire to be helpful which determine the 
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situation, rather than present some arti- 
ficial and illusory assurance that nothing 
that he shares will be communicated to 
his parents. In fact, the other side of this 
coin has equal importance; clinicians 
should be careful not to fall into the trap 
of serving as intermediaries between par- 
ent and child. There is a real possibility 
of the family’s becoming dependent on 
imagined or actual sharing between the 
collaborating clinicians as substitute for 
the development of communication be- 
tween parent and child or between both 
parents. In short, then, it seems best to 
me that we openly acknowledge the fact 
of sharing between the clinicians and 
the possibilities that significant informa- 
tion may be communicated between par- 
ent and child in this way; we recognize 
the risks and dangers but also recognize 
the basic therapeutic fact that this col- 
laboration between the clinicians is for 
the purpose of helping rather than of 
harming the adolescent as well as his 
parents. 


TERMINATION 


Finally, let us consider the handling 
of the termination, When a family has 
achieved a degree of confidence in han- 
dling their affairs and a freedom in in- 
tercommunication which makes consid- 
eration of end-setting realistic, their 
handling of the arrangements of this can 
be expected to reflect this improvement. 
It should also reflect the parents’ in- 
creased comfort in carrying their lead- 
ership role in the family. The clinic’s ap- 
proach to this should, I believe, be to 
reinforce and encourage this newly de- 
veloped strength. End-setting by the ad- 
olescent and his therapist independently 
does not seem to me consistent with this. 
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It seems sound to me that the team 
should support parental responsibility 
for over-all decision as to termination 
and that the therapist can and should 
support the adolescent in freedom of 
expression of his own feelings and views 
about this, including his anxieties and 
fears surrounding ending. Some degree 
of choice by the adolescent within clear 
outside limits set by the parents seems 
to me to be indicated in most situations. 
This requires the parents to take re- 
sponsibility for the increased satisfac- 
tion on their part with the adjustment of 
the adolescent; to translate this to him 
in terms of their readiness to work with 
him on a plan for termination; to set 
some outside limits as to how soon they 
would be ready to terminate and how 
long they would be willing to continue. 
Often this ending process also involves 
some redefinition of remaining problem 
areas by the parents and by the profes- 
sional team with some requirement by 
the parents that the child work on some 
Significant remaining area of difficulty. 
It is incumbent on the child’s therapist, 
I believe, to help the youngster relate 
constructively and responsibly to this re- 
defined parental requirement and also 
for the therapist to oppose this require- 
ment if it is clearly an unrealistic €x- 
pectation. However, if it is realistic he 
can be helpful by identifying himself 
with it and by representing it responsibly 
himself to the child. 

This therapeutic approach, then, re- 
quires a therapist who can carry an iden- 
tification with the child, while not being 
threatened or becoming defensive in re- 
lation to the child’s need for a basically 
Supporting dependence on his parents, 
imperfect though these parents may be. 


ee eee 
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5. Emergency Psychotherapeutic Assistance 


ALBERT BRYT, M.D.* 


Assistant Clinical Professor of Psychiatry, New York University School of Medicine; Training Analyst, Director 
of Curriculum, William Alanson White Institute of Psychiatry, Psychoanalysis and Psychology, New York, N.Y. 


| pee PROVISION for psychother- 
apy for adolescents, particularly at 
the level of public clinics, is hampered 
by a scarcity of therapists. This scarcity 
is reflected in long waiting lists which, 
despite improved techniques for brief 
psychotherapy, group therapy and the 
like, contribute to undesirable suffering 
of the patient and his family alike. 

We may anticipate that early meas- 
ures for mental hygiene, such as the 
Nursery School Consultation Program in 
effect at Northside Center for the past 
seven years, Or procedures such as those 
initiated by David Levy (1), will even- 
tually result in less frequent and less 
severe emotional crises during the years 
of growth and maturation. Programs 
akin to the one instituted this past Sep- 
tember by the New York City Board of 
Education, under the name of “Early 
Identification,” or yet the “Hyde Park 
Youth Project,” Chicago (2), are other 
attempts at prevention of maladjustment 
which should finally find their expression 
in a reduction of the number of appli- 
cants for psychotherapy. Undoubtedly 
further steps in this direction will have 
to be taken, and the utilization of par- 
ent-teacher programs may deserve in- 
creased attention. 

However, considering the vast num- 
ber of adolescents with a definite need 
for therapy, it behooves us to continue 
to devote efforts toward the formulation 
of more effective means for brief psycho- 
therapy. 


*Formerly Clinical Director, Northside Center for Child 


The aim of this presentation is to of- 
fer, in outline, the theoretical framework 
of an experimental program in effect for 
a little over one year at Northside Center 
for Child Development in New York 
under the name of Emergency Psycho- 
therapeutic Assistance, E.P.A. The goals 
to be reached through E.P.A. are de- 
fined as the re-establishment of a state 
of prior emotional adaptation, neurotic 
though it may have been, in instances of 
relatively sudden overt difficulties in ad- 
justment. 

The rationale of our procedure is 
based on a number of theoretical con- 
ceptions and clinical findings regarding 
psychological development and adaptive 
behavior. The most significant source for 
our thinking is to be found in Harry 
Stack Sullivan’s description (3) of de- 
velopmental epochs, their vicissitudes 
and the resulting warp in personality. We 
found support for our approach in All- 

ort’s views on the psychology of per- 

sonality (4), particularly as regards his 
thoughts on the “Proprium,” and we 
leaned heavily on Ackerman’s writings 
(5), particularly those concerned with 
adolescents. 

Our theory of treatment proceeds 
from a number of assumptions concern- 
ing the needs of adolescents, and the 
supposition that a specific and deter- 
mined focus on these needs and their 
frustrations may enable the adolescent 
to submit to scrutiny the causes of a 
recent acute disturbance which resulted 
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in a breakdown of previously effective 
equilibrating measures. We hope to pro- 
vide, through this manner of operation, 
some new equipment for the use of al- 
ternate, less destructive ways of adjust- 
ment in the face of sudden stress. 

It is our contention that all maladap- 
tive adjustment can be viewed as appeals 
for help, and as an expression of help- 
lessness, despair and hopelessness pro- 
ceeding from feelings of loneliness and 
rejection. Via the active intervention and 
participation of the psychotherapist, the 
adolescent is to be introduced to new 
modes of viewing what he experiences 
as his dilemma. As a result he may feel 
less lonely and rejectable, and his ap- 
peals for help need be less desperate, 
hence less dramatic, that is, less of the 
acting-out modality. 

In line with Harry Stack Sullivan's 
formulations, it is our belief that famili- 
arity with one’s own unconscious moti- 
vations leads to a relative feeling of 
mastery for the resolution of psycho- 
logical conflict. It is therefore desirable 
to bring to the patient’s awareness the 
effects of anxiety on his actions. To the 
extent to which the therapeutic interview 
lends itself to this, it should be attempted 
to demonstrate these effects as they oc- 
cur. This may be for many patients the 
first occasion in their lives to witness 
anxiety in operation. If they can be 
helped to recognize their reaction as a 
usual pattern, they will derive from this, 
intellectually at least, a preparedness for 
coping more successfully with other anx- 
iety-arousing situations. 

Adolescents seem particularly suitable 
to this approach. As Piaget and his co- 
workers (6) have shown, there takes 
place with the advent of adolescence a 
reorganization and maturation of thought 
processes, introducing the hypothetico- 
deductive nature of formal thought, as 
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contrasted with the concrete operati 
of thought of the child. Although, 
Inhelder’s and Piaget’s words, there r 
mains a “sort of overflow of cone: 
level problems onto a more abs 
plane,” these newly appearing potentials 
are likely to lend themselves to the 
mulation of more mature action. 
These potentials are essential for “ 
of insightful problem solving” (4, p. 57) 
and because they are still at their forma- 
tive level in adolescence, their great 
flexibility is a further asset. If the pa- 
tient, despite the availability of these 
potentials, has nonetheless a feeling of 
powerlessness, this is so because of in- 
cident, disorganizing anxiety. Under 
such circumstances, the therapist has to 
ally himself specifically with these un- 
used potentials. Thus he will contribute 
to a lessening of the adolescent’s feelings” 
of helplessness which may give way to ` 
feelings of hopefulness for mastery. ; 
Then what had appeared as a dilemma ` 
is reduced to manageable proportions. 
Adapting the thoughts of Clyde Sullivan — 
and his co-workers (7) to our particular 
endeavor we can establish a framework 
within which to achieve such a catalytic 
alliance. - 
This framework is akin to Acker- 
man’s, who describes adolescents as 
showing “in their behavior both the child 
and the adult,” with a “complex adap- 
tation, the product of two sets of forces: — 
physical changes associated with rapid 
growth and sexual development, and 
group pressure, familial and cultural. 
. . . This two-way pressure inexorably ~ 
forces a profound shift in the equilib- 
rium of personality” (5, p. 208). 
Our task consists in identifying the” 
nature of pressures at this particular i 
point in the patient’s life, and the reason” 
why these pressures have resulted in & ~ 
shift in the equilibrium of personality: 
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In so doing, we contribute to the adoles- 
cent’s need to “find himself,” while mini- 
mizing the immediate risk of “losing 
himself in his unreasoned rebellions and 
conformities” (5, p. 209). 

For the severely disturbed and 
warped adolescent, this might mean 
merely a respite in the ongoing process 
of maladaptation; for the relatively less 
troubled individual, this will provide the 
opportunity to reassess his strength and 
weakness, to reorganize his forces to 
make a fresh constructive start. Ultimate- 
ly for the more severely disturbed the 
need for prolonged psychotherapy is not 
removed; for the less disturbed, the pos- 
sibility of his coming more easily to 
terms with the common conflicts of ado- 
lescence is enhanced. For both, the 
acuteness of the present conflictual sit- 
uation is dealt with, the likelihood of its 
becoming chronic or incorporated into a 
faulty personality organization is less- 
ened. 

The attempt by the therapist to assist 
the adolescent in examining the conflict- 
producing situation contributes to a less- 
ening of his fears, permitting him to 
consider abstractly at first, then more 
personally significantly the possibility 
that his difficulties need to be temporary 
only, rather than permanent. His tend- 
ency and need to deny these fears, lead- 
ing to display of bravado in rebellious 
acts to his own detriment and that of 
others, can thus be stemmed. His shame 
and self-loathing which might have made 
it difficult for him to accept psychother- 
apy, despite an inner longing for it, past 
the acuteness of the conflict, will be 
tackled before it will have been re- 
pressed, and thus will contribute to his 
readiness to accept prolonged psycho- 
therapy once it is available. 

Work with parents, via teamwork, is 
thought to be a necessary part of the 
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program and will be guided by the rec- 
ognition that the adolescent's feelings 
“toward authority are loaded with ambiv- 
alence. His need of parental protec- 
tion continues. His emotional depend- 
ence upon them is unresolved. Simul- 
taneously, however, he has a strong need 
to live his own life” (5, p. 218). This 
ambivalence causes bewilderment in the 
parent as much as in the adolescent 
himself. To help parents understand the 
reasons for this ambivalence, to help 
them perhaps recall their own tribula- 
tions during adolescence may contribute 
to a lessening of their retaliatory actions. 
Consequently, the normally existing 
guilt which the adolescent experiences 
is at least not unnecessarily increased. 
His need to deny this guilt through bel- 
ligerence and boastfulness is lessened. 
He can be lived with more easily, the 
temptation for retaliation by the parent 
diminishes, the guilt and accompanying 
denial by the adolescent becomes less 
accentuated, and the build-up of pres- 
sure is at least interfered with, under 
favorable circumstances arrested, and 
the groundwork laid for a lessening of 
snowballing action and reaction. 
Parents’ tensions which are likely to 
have unfavorable effects on their child 
can be lessened in these ways: if they 
can be helped to feel that the adoles- 
cent’s difficulties are not to be placed at 
their doorstep, and they can be led to 
understand the inherent conflicts of ado- 
lescence; if the demands which are made 
on them to contribute actively to the 
youngster’s attempts to solve his difficul- 
ties are kept to a minimum; and if they 
can be encouraged to use forbearance 
and tolerance, through drawing on their 
own personality strength. The more dis- 
turbed, Jess mature parent may need at 
this juncture very expert assistance. At 
all times, efforts should be made to 
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avoid conveying a feeling that informa- 
tion obtained from one source is used 
in the contact with the other person. The 
adolescent, or the immature adult, is 
quite prone to draw a conclusion to this 
effect, and may experience it as threat- 
ening. But as this is a principle to be 
respected in any form of teamwork, this 
point need not be belabored here. 

Occasionally, direct intervention with 
the authorities, school, police or courts 
might become necessary, in order to 
forestall punitive measures which would 
appear detrimental in a particular in- 
stance. 

Through a combination of these steps, 
and a knowledge of areas of strength 
and weakness within the individual and 
his family situation, dissociative repres- 
sion could be avoided and the ground- 
work laid for more extensive, integra- 
tive psychotherapy at a later time. Hav- 
ing helped the patient, temporarily at 
least, to come to terms with his anxiety 
without having suffered excessively from 
its disorganizing effects, we will have 
contributed to greater self-awareness, be 
it only in a very limited area of per- 
sonality functioning. As a result, subse- 
quent psychotherapy will become more 
acceptable, and rationally more desira- 
ble to the patient. The involvement of 
parents is likely to lift some pressures 
which resulted from the parents’ lack of 
understanding of the conflicts of ado- 
lescence, and, furthermore, it takes some 
of the onus for his unacceptable be- 
havior off the adolescent, without how- 
ever exonerating him. To the contrary, 
the adolescent’s responsibility should be 
delineated as much as possible, and the 
task to come to terms with his difficul- 
ties placed directly with him, albeit with 
the proviso that help in such undertak- 
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ing is necessary, rather than shameful, 


as he might believe mistakenly. Thus” 
we give an implicit vote of confidence 
in his ability to come to terms with his 
problems. 

The urgency implicit in the whole 
procedure is underlined by the setting of 
a time limit from the very start, and is” 
thought to have a catalytic effect of its 
own. The demands for great keenness 
from the psychiatrist may become con- 
veyed to the patient whose therapeutic — 
participation will remain more goal fo- 
cused, the goal specifically delineated as 
identifying the causes and reasons for 
the relatively acute breakdown of prë- 
vious grossly normal behavior. i 

Five sessions each for patient and 
parent are established as the approxi- 
mate maximum for Emergency Psycho- 
therapeutic Assistance. The first three 
sessions should be held in relatively 
close succession. Thus concentrated ac- 
tivity at the beginning will contribute ~ 
to keep the issues alive. Weekly inter- 
vals between the succeeding sessions 
should lend themselves to some consoli- 
dation of results achieved. The modali- 
ties of termination would vary accord- 
ing to the results. Under the most favor- 
able circumstances the problem at hand 
will have been dealt with effectively and 
a follow-up interview after several 
months may be sufficient to maintain 
the gains. In other instances, explicit 
provision may have to be made for a 
return of the patient upon his own ini- 
tiative, when he feels the need for it. In 
still other cases, specific steps may have 
to be taken for immediate prolonged 
psychotherapy, in order to permit even 
temporary maintenance of achieved re 
sults. However, this last possibility 
should become avoidable through the ~ 
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establishment of proper criteria for se- 
lection of patients, as experience with 
this procedure increases. 

As to suitability for this procedure, it 
would appear on the basis of the ra- 
tionale underlying the program that the 
very immature, dependent, severely dis- 
turbed patient, the patient with a weak 
ego-structure, or very restricted self- 
system may not be helped by this very 
brief approach, nor would the patient 
whose previous adjustment rested heav- 
ily on substitute satisfaction through 
acting out. Only those patients who are 
able to experience anxiety will be in 
a position to recognize it when it is iden- 
tified for them. Hence they may be able 
to benefit. It may be expected that a 
certain verbal facility is required and 
absence of marked autism as well. 

This approach would not seem to Te- 
quire any particular degree of sophisti- 
cation or familiarity with psychological 
concepts. As this is intended as an cx- 
periential demonstration project from 
the psychiatrist to the patient, the neces- 
sary sophistication is acquired through 
the experience. Nor would it seem that 
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intellectual development has to be par- 
ticularly high, though close to average 
intellectual potential is probably re- 
quired. 


SUMMARY 


An account was presented of the theo- 

retical framework within which an ex- 
perimental program was set up of very 
brief psychotherapy in selected cases. 
This program is designed to attend to 
disorders of adaptation which, having 
been fairly well compensated thus far, 
manifest themselves as acute disturb- 
ances through behavioral symptomatol- 
ogy. 
The major aim of this account is to 
arouse the interest of other workers in 
the field in this particular way of pro- 
viding psychotherapy. It may be hoped 
that varied experiences, possibly with 
the introduction of differing theoretical 
concepts, will provide an interchange 
of lessons drawn, and maybe lead to 
improvements and refinements of what 
may prove to be a useful therapeutic 
tool. 
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Although overt manifestations of depression are rare in children and ado- 
lescents, depressive feelings and “depressive equivalents” are commonly en- 
countered. This paper describes the manner in which depression is evidenced 
in younger people. This is usually by means of behavioral problems, acting out, 
school difficulties, etc. The psychological factors responsible for such difficulties 
and the therapeutic problems presented by such youngsters are discussed. 


EPRESSION is a common problem in 
D adult psychiatry. Every worker is 
familiar with the classical signs of de- 
pression: retardation in mental and 
physical activity; insomnia; feelings of 
depression, apathy, worthlessness, and 
nihilism as well as suicidal preoccupa- 
tion. In addition we are accustomed to 
encounter physiological symptoms such 
as anorexia and constipation. Similar 
clinical pictures are rarely encountered 
in children and adolescents—at least un- 
til 16 or 17 years of age. In fact, the 
absence of the usual clinical picture has 
led most psychiatrists to the erroneous 
conclusion that depression does not oc- 
cur in younger people (1). It is true 
that children and adolescents may ap- 
pear to be depressed for short periods of 
time, but rarely for more than a few 
hours at a time. As a matter of fact it 
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is amazing to adults how very quickly 
most teen-agers recover from their tran- 
sitory periods of unhappiness. One min- 
ute life has no meaning and the next, 
the youngster is on top of the world. 
Chronic depressive reactions occur very 
rarely. 

This does not mean to imply that chil- 
dren and adolescents do not experience 
depressions or that depressions do not 
constitute a significant aspect of the 
child’s life. On the contrary, I shall at- 
tempt to show in this paper that depres- 
sion is a most important problem in 
childhood and in adolescence, and one 
which is unfortunately often overlooked. 
We have to cease thinking in terms of 
adult psychiatry and instead become ac- 
customed to recognizing the various 
manifestations by which depression 
may be represented in younger people. 


ET 
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In infants depression is often evi- 
denced by eating and sleeping disturb- 
ances, colic, crying and head-banging. 
It is of interest that the mothers of such 
infants are frequently depressed and/or 
anxious. These complaints come usually 
to the attention of the pediatrician, sel- 
dom to the psychiatrist. At a somewhat 
later age, withdrawal, apathy and re- 
gression may be evidence of the same 
difficulty. These symptoms may often 
be encountered in emotionally deprived 
infants (2). In severe cases emotional 
deprivation may lead to permanent emo- 
tional and intellectual impairment and 
even to death. As the child grows some- 
what older, behavioral problems begin 
to displace depressive feelings: temper 
tantrums, disobedience, truancy, run- 
ning away from home, accident prone- 
ness; masochism, as indicated by the 
child who manages to get beaten up by 
the other children; self-destructive be- 
havior. The youngster is convinced that 
he is bad, evil, unacceptable. Such feel- 
ings lead him into antisocial behavior, 
which in turn only further reinforces 
his belief that he is no good. The young- 
ster will often feel inferior to other chil- 
dren; that he is ugly and stupid. All of 
the above-described symptoms should 
be considered as evidence of depression. 

The following histories will illustrate 
typical cases: 


Case 1. A 28-year-old woman en- 
tered therapy for severe headaches and 
recurrent severe depressive reactions. 
She had been aware of the latter since 
she was graduated from college at 20 
years of age. She could give no reason 
why she should have become depressed 
at that time, adding that she had many 
more reasons to be depressed when she 
had been living at home. In reviewing her 
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early history she recalled having been a 
serious behavior problem from an early 
age. Her parents often had to tie her 
with a rope to control her, at 2-3 years 
of age. She would have severe temper 
tantrums, attack her brother with any 
object at hand, pull her own hair, and 
run out into the street without her 
clothes on. She was such a problem 
child that most of the other children 
were forbidden by their parents to play 
with her. By the time she entered gram- 
mar school the patient had become 
much more docile; in fact she was one 
of the best-behaved children in the 
school. Accompanying this change was 
a gradual withdrawal from other young- 
sters which reached a climax at the 
beginning of adolescence. During this 
time she indulged in a great deal of 
fantasy—to the exclusion of everything 
except schoolwork, at which she ex- 
celled. She would picture herself as a 
very attractive, popular girl, whereas in 
reality she was a shy, frightened, obese 
youngster with no friends. When she en- 
tered college she decided upon a career 
in the theater and enrolled in the school 
of dramatics, where much to her sur- 
prise she met with encouragement on 
the part of the faculty. She managed to 
lose about 30 pounds, to dress more 
fashionably, and for the first time in her 
life to attract the attention of young 
men. Just at that time she developed 
migraine headaches and shortly there- 
after severe recurrent depressions. 


Case 2. A 12-year-old boy was seen 
at the request of his mother. She com- 
plained that he was obese, a compulsive 
eater, enuretic, fecally incontinent, and 
troublesome at home, as he constantly 
picked on his two younger sisters. She 
added that he was very disturbed in his 
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relationships with other children. He re- 
fused to participate in their activities 
and, a student of superior talents, he 
would always point out their inade- 
quacies in the scholastic area. 

When seen, Michael was a sullen, 
negativistic fat boy who stoically main- 
tained he had no problems and didn’t 
wish to see me. At the mother’s insist- 
ence, however, he continued in therapy. 
For weeks the sessions consisted of brief 
recitals of the superficial events of the 
week, always phrased in the most opti- 
mistic terms: “Everything was fine.” 
Chess was our only avenue of contact. 
Very gradually he began to reveal him- 
self. He really didn’t have any friends, 
he would like to compete in sports but 
he wasn’t good enough. Each forward 
step would be followed by two steps 
backward in his usual fashion of deny- 
ing all difficulties. He realized he was 
overweight but couldn’t control his ap- 
petite. Maybe he wet his bed and soiled 
his pants but not often and less than be- 
fore (a bare-faced fabrication), Even- 
tually he could discuss his great shame 
over such infantile behavior, how horri- 
ble he felt when everyone called him 
“Stinky.” As time passed he began to 
mention that he had never been like the 
other fellows; he never remembered be- 
ing happy. He often fantasied being dead 
and everyone being sorry for their be- 
havior toward him. 

Then, for the first time, he began to 
talk of his parents; how close he was to 
his mother, how he could get anything 
he desired from her. Slowly his attitudes 
to his father emerged, The latter, a suc- 
cessful dentist, was a cold, aloof, distant, 
hostile person who seldom was at home 
and on these occasions constantly be- 
rated his wife and son. He called the 
latter lazy, fat, incompetent, a baby. 
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He would beat him, bribe him—all to 
no avail. Eventually the boy’s hostile, 
angry feelings, which had been so long 
repressed, emerged. He would like to 
kill the father but was terrified of him. 
Why couldn’t he and mother live by 
themselves? As these feelings were ex- 
plored the youngster changed dramati- 
cally. He lost 25 pounds, ceased wetting 
and soiling, began to relate to his peers 
and for the first time tried out for a 
team, which he made, much to his 
amazement. That summer at camp 
(which incidentally accepted him back 
only at the urgent request of the thera- 
pist) he surprised everyone by his 
friendly, outgoing behavior and received 
a citation as the most improved camper. 


Case 3. A 13-year-old boy came to 
the attention of the Children’s Court be- 
cause of repeated truancy, fighting with 
other children, and running away from 
home. When interviewed he appeared 
to be a tough, calloused, belligerent 
youngster, indifferent to the feelings of 
others. He was the youngest child of a 
large family whose father was a chronic 
alcoholic, the mother a prematurely 
tired, discouraged woman overwhelmed 
by her problems. Initial attempts to in- 
volve the boy in a therapeutic relation- 
ship seemed futile, but it was noticed 
that despite his apparent negativistic at- 
titude he continued to attend his sessions 
faithfully. He constantly tested the ther- 
apist by belligerent, provocative state- 
ments, as though desiring to be rejected. 
One of the aides on the ward noticed 
that he was a capable athlete, especially 
proficient at boxing. When this was men- 
tioned to him his eyes lit up, and for the 
first time he appeared alert and inter- 
ested. Then he shrugged it off with, 
“What's the use? I'd never get any- 
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where.” It soon became evident that he 
felt doomed to be a failure like his father, 
that he regarded himself as no good. 
Once he expressed this as follows: 

“Tm just a bastard, I have no feelings for any- 
one. Sometimes when I've been in a gang 
fight I wish I could get shot or stabbed to 
death—get it over quickly. It would serve me 
right.” 


He spoke initially with affection of his 
mother, how hard-working and noble 
she was. Gradually, however, other feel- 
ings emerged. “She should have left my 
father. She said she stayed for us kids. 
Some joke. How did his drinking and 
beatings help us?” It then became clear 
that his running away from home was an 
attempt to let his mother know how un- 
happy he was and also to punish her. 
“That was the only time she showed any 
interest. But in a few days she forgot 
about it and then everything was the 
same as before.” Therapy revealed that 
his intensely angry feelings against his 
parents led him to regard himself as bad 
and evil. Such an attitude would propel 
him into aggressive, antisocial behavior, 
which in turn made him feel more evil 
and guilty. Assisted by therapy, Joe was 
able to return home and to school, where 
for the first time he ceased being trou- 
blesome and turned his interests to 
sports—joining the school basketball 
team, 

In the latency child and especially in 
the adolescent we seldom see a clear 
picture of depression. Boys especially 
have a need to hide their true feelings, 
particularly any soft, tender, weak senti- 
ments. Denial is one of the most char- 
acteristic mechanisms used by the ado- 
lescent, and this mechanism both on a 
conscious and an unconscious level is of 
great assistance in the avoidance of de- 
pressive feelings. At times the teen-ager 
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may deliberately mask his true feelings 
by a pretense of happiness and exhibit 
the picture of a smiling depression. Such 
youngsters believe in the old adage, 
“Laugh and the world laughs with you, 
cry and you cry alone.” Others utilize 
a reversal of affect and develop a manic- 
like facade. It is of interest that many 
comedians, both amateur and profes- 
sional, are usually depressed individuals. 

Rather than the usual clinical picture 
of depression in the adolescent, we en- 
counter a set of symptoms which I pre- 
fer to call “depressive equivalents.” 
Boredom and restlessness are exhibited 
by the adolescent to a remarkable de- 
gree. He appears uninterested in any- 
thing one moment, then is preoccupied 
with trivia the next. He loses interest 
quickly even in his most prized activi- 
ties and then frenetically seeks some- 
thing new to entertain him. He must be 
constantly busy, otherwise he is bored 
to distraction. He cannot stand to be 
alone, even for a short period of time. 
He seeks constant stimulation. The pho- 
nograph, television, radio, telephone, 
friends, parties, all provide an opportu- 
nity to escape from the dreadful bore- 
dom that threatens to engulf him. 

Persistent boredom is never a normal 
reaction and almost always is evidence 
of anxiety and/or depression. Adults, 
of course, often exhibit similar symp- 
toms. An adult patient who worked in 
show business was accustomed to get to 
bed at about three or four o'clock in 
the morning. If by any chance he was 
alone before that time he would fran- 
tically seck companionship, calling up 
his friends or going to a bar or restau- 
rant where he was certain to meet some- 
one he knew. Being alone was unbear- 
able. 

The current interest of adolescents 
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and young adults in the Beatnik way of 
life reflects their feelings of emptiness, 
isolation and depression. Believing 
themselves alienated from others, they 
band together, hoping to gain some sup- 
port and relief from their distressing 
symptoms. Poetry sessions, mood ses- 
sions, walking sessions, alcohol, mari- 
juana, mescaline, sexual promiscuity and 
perversions are all resorted to in the 
vain attempt to relieve their symptoms. 
These efforts may give transitory solace 
but eventually they are doomed to fail- 
ure and then suicide may loom as the 
only solution. The following case is typi- 
cal of such individuals: 


Case 4. A 15-year-old female was ad- 
mitted to the hospital on her own re- 
quest because of suicidal fears. An at- 
tractive youngster, she appeared sev- 
eral years older than her age. History 
revealed that she had been a behavior 
problem since age 7. She had had fre- 
quent fights with other children, was 
truant from school and disobedient at 
home. A bright child, her academic rec- 
ord was very erratic. At 14 she ran away 
from home to live in Greenwich Village. 
There she enjoyed a Beatnik existence 
for a short period of time; indulged in 
long talking sessions, mood sessions, and 
poetry readings. Constantly dissatisfied, 
she attempted also to find satisfaction by 
promiscuous sexual activity. As time 
passed she became increasingly de- 
pressed. Marijuana was attempted but 
provided only temporary relief. Suicide 
appeared the only solution but she de- 
cided, upon the advice of friends, to give 
psychotherapy a trial before making a 
final decision. In interviews with her 
therapist she became aware of a deep 
sense of loneliness, depression and de- 
spair. She realized that she had had oc- 
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casional awareness of these feelings be- 
fore but had, until recently, been able to 
ward them off by her frenetic behavior. 
As therapy progressed she was able to 
give up her pseudosophisticated fagade 
and behave more as a normal 15-year- 
old. 

Hand in hand with boredom, the teen- 
ager frequently complains of fatigue. He 
alternates between overwhelming fatigue 
and inexhaustible energy. Undoubtedly 
some of this fatigue is physiological, be- 
ing the result of the very rapid growth 
processes taking place at this time. We 
should always be suspicious, however, 
when the fatigue in a physically healthy 
youngster appears out of proportion to 
his activity and when it interferes with 
his normal activity. It is also noteworthy 
when the adolescent complains of being 
excessively tired upon awakening in the 
morning after an adequate amount of 
sleep. We are all accustomed to observ- 
ing this symptom in adult patients suf- 
fering from depression. Hypochondriasis 
and bodily preoccupation have also fre- 
quently to be considered as evidence of 
depression, as is also the case in many 
involutional depressions, 


Case 5. Simon, aged 12, was seen in 
consultation at the suggestion of his pe- 
diatrican. The latter was concerned be- 
cause the youngster was constantly com- 
plaining of various physical ailments, 
which after examination proved to be 
either grossly exaggerated or totally 
imaginary. A slender, frail child, he 
came eagerly to the interview, desirous 
of discussing his problems. He stated 
that he had been worried about his 
health for the past two or three years. 
Initially he would become frightened 
whenever he had a minor physical ill- 
ness, such as an upper respiratory in- 
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fection. He felt that he would become 
seriously ill and die. As time passed he 
began to worry over trivial matters such 
as a muscle cramp or slight feelings of 
fatigue. During the past month he had 
been very alarmed, believing that he had 
leukemia. This fear had begun after a 
class in biology at school in which the 
teacher described the symptoms of leu- 
kemia. He related that since that time 
ne had had trouble falling asleep and felt 
anxious most of the day. 

History revealed that he was an only 
child whose father had been killed in an 
airplane accident shortly after his birth. 
He had lived with his mother, who had 
never rewed and remained constantly 
attached to the image of her dead hus- 
band. The youngster grew UP closely at- 
tached to the mother and also preoccu- 
pied with the image of the dead father. 
He had no close friends, although he 
maintained a superficial acquaintance 
with one or two boys younger than him- 
self. As therapy progressed it became 
evident that this youngster had intro- 
jected the image of a dead father whom 
he both idolized and hated for deserting 
him. Strong incestuous ties to the mother 
gave rise to guilt feelings. He realized 
during therapy that he had seldom been 
happy, that he had always expected to 
die young (obvious identification with 
the dead father). As treatment pro- 
gressed the somatic preoccupation was 
displaced by a frank depressive reaction 
which could then be handled directly. 

Many depressed youngsters complain 
of difficulty in concentration. In fact, 
this is one of the chief presenting com- 
plaints to the school physician and 
should always be taken seriously, else 
within a very short time an otherwise 
capable student may fail out of school, 
to the amazement of parents and faculty 
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alike, Confronted with such a problem 
the conscientious student will often 
spend long hours on his studies with lit- 
tle benefit. He will see others achieving 
better grades with much less effort and 
will soon become convinced that he isn’t 
capable enough to master his work. Dis- 
couraged, he will then cease working, go 
frequently to the movies, spend hours 
watching television, and often end up by 
being accused of failing because he was 
a playboy. 

Anyone who has worked with ado- 
lescents is well aware of their propensity 
for acting out. This, plus denial, is their 
main method of handling problems. 
Rather than face a problem, they will 
run away from it. This can be a most 
distressing obstacle to therapy but is 
met even more frequently in the daily 
activity of adolescents. The average 
teen-ager may appear to be frightfully 
concerned with his feelings and some 
appear to discuss them with their 
friends, but most of the time these dis- 
cussions are on very superficial topics. 
It is a rare occasion for a teen-ager to 
discuss significant problems with any- 
one, himself included. In fact, these in- 
significant matters enable him to avoid 
facing really important problems. The 
adolescent talks constantly but, again, 
only about the most mundane matters. 
He may at times appear interested in 
“deep” problems such as philosophy, 
poetry, and the like, but this is usually 
only a cover for the things that really 
concern him. One has only to listen to 
some of these “world shaking” conver- 
sations for a few minutes to verify this 
statement. 

The acting out of some adolescents 
may lead to serious delinquent behavior. 
The work of Kaufman (3) has shown 
that many a delinquent youngster is 
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literally running away from himself. 
Anyone who has successfully treated de- 
linquents has been struck by the very 
severe underlying depression which 
often frightens the patient away from 
therapy. The same situation is seen also 
in the character disorders of adults, who 
in many ways resemble adolescents in 
their behavior, in their defensive mech- 
anisms, and in their response to therapy. 
These delinquents suffer from a severely 
impoverished self image and a profound 
emptiness of ego comparable to the 
emptiness of the schizophrenic ego. Any 
activity, no matter how dangerous or 
destructive, is better than facing this 
horrible image of oneself. It is still a 
mystery why one person succumbs to a 
psychosis and another is able to main- 
tain his psychic equilibrium by means 
of psychopathic behavior. On a less seri- 
ous level we may see many a youngster 
who, frightened of his image of himself 
as inadequate and as a weakling, at- 
tempts to prove that he is a tough guy 
by being the most aggressive one in the 
gang and by engaging in dangerous ac- 
tivity to prove that he is not afraid. 
Many a young man has joined the Ma- 
rines, Paratroops or other dangerous 
outfits to prove his worth to himself. 


Case 6. Richard, a 16-year-old boy, 
was seen at the urgent request of his 
parents, who had become alarmed at 
evidence of increasingly delinquent be- 
havior on his part. This had recently 
culminated in his suspension from 
school following an incident during 
which he struck a teacher. The boy, the 
elder of two children, came from a com- 
fortable middle-class family in a suburb 
of New York City. He had always been 
somewhat small for his age—a matter of 
deep concern to him. A poor athlete, he 
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tended to shun all competitive sports, 
He was extremely shy and frightened in 
the presence of girls, whom he avoided 
despite obvious interest. The parent 
noted that about six months previously 
he had lost all interest in his schoo 
work and in his usual friends, and had 
begun to associate with a delinquent 
street gang from a distant neighborhood. 
At this time he evidenced a distinct per 
sonality change. He appeared cocky and 
self-assured, while all previous signs of 
anxiety disappeared. His parents had e- 
cently become aware that he had en- 
gaged in several gang fights during one 
of which he had been stabbec' with a 
knife. i 

When first seen, Richard looked like 
a typical hoodlum, cigarette hanging out 
of the corner of his mouth, black leather 
jacket, tight-fitting black dungarees. He 
was glib and expressed his disinterest im 
the whole procedure. He had no prob- 
lems, except his parents, who were 
prejudiced against his new friends. The 
only help he needed was to get them to” 
leave him alone. He hated school and 
was happy that he had been suspended. “ 
He was pleased to converse about his 
gang, bragging about their delinquent 
activities and his own prowess in fight- 
ing. I asked him if he ever became 
frightened during such fights and was 
surprised when after much hesitation he 
replied, “Yes, I’m afraid I will lose con- 
trol and kill someone.” He went on to 
explain that he was losing his temper 
with increasing frequency and that he 
had not intended to strike the teacher 
but the latter had pushed him and then 
he lost his head. I remarked that pet 
haps this was important and also that it 
would obviously interfere with his plans 
to pursue a career in the Navy as he h 
intended for several years. 
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As therapy progressed, it was readily 
apparent that this patient was a fright- 
ened, anxious, chronically depressed 
youngster. He recalled how unhappy he 
had been prior to joining his gang, how 
inferior he had felt compared to other 
fellows, how scared he had been in the 
presence of girls, how stupid he had ap- 
peared at school, how worried that he 
would never amount to anything. Fol- 
lowing his entry into the gang and by 
means of a vicarious identification with 
their supposed strength, he had felt dif- 
ferent. “For the first time in my life I 
felt alive. I was a different person. I no 
longer worried, wasn’t afraid of any- 
one.” He began to go out with girls and 
felt equal to the challenge in that area. 
As therapy continued, a crucial period 
occurred when he became aware of the 
significance of the gang in relieving his 
previous depressions. He wanted to give 
them up but was afraid of the conse- 
quences, namely, that he would again 
become depressed. He finally was able 
to do so but only at the expense of a 
return of his previous feelings until these 
could be properly handled. 

In many adolescents and adults we 
encounter sexual acting out as a method 
of relieving their depressive feelings. 
Such a person frenetically seeks contact 
with another human being by means of 
sexual intercourse, the only method of 
relating that he knows. Quite often, as 
in the case of the alcoholic, this activity 
produces only further depression and 
guilt, which once again he attempts to 
relieve by further sexual acting out. 

Some children and adolescents who 
feel neglected and unloved by their par- 
ents may turn to animals as love objects. 
These youngsters are able to love and 
care for animals and in turn feel needed 
by the animal. They do not fear rejection 
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by the animal as they do by human 
beings. As an example I might cite the 
case of a 17-year-old girl who was re- 
ferred to the clinic because of scholastic 
difficulties. In the course of the psychi- 
atric interview she began to speak of her 
interest in animals, especially horses. She 
spent most of her free time at a nearby 
stable caring for and riding horses. They 
and her dog were her only close relation- 
ships. Disappointed in her parents, she 
turned to animals, who, she felt, needed 
her and loved her. Her aspirations for 
the future consisted of becoming a veter- 
inarian. 

In many youngsters it is important 
to differentiate between a depressive and 
a schizoid withdrawal. Such a differenti- 
ation is important for both therapy and 
prognosis. The depressive withdrawal 
does not ordinarily consist of as com- 
plete a rejection of reality with autistic 
fantasy as does the schizoid withdrawal. 

One can gain much valuable assist- 
ance in the recognition of depressive re- 
actions in both children and adolescents 
by means of dreams and fantasy ma- 
terial. Fantasies of being unloved and 
unwanted are frequently encountered. 
They may be tied in with the family ro- 
mance, as such youngsters find it diffi- 
cult to identify with any members of 
their family. Ask them whom they re- 
semble either physically or psychologi- 
cally and they will often say, “No one.” 
When asked who loves them best in the 
world they will often answer, “God”— 
not a human being. They will fantasy 
their death, with their parents and other 
significant persons being very sorry for 
having mistreated them. Dreams will 
often reveal a preoccupation with dead 
persons or of being attacked and injured. 
It is especially significant when the 
youngster dreams of a dead person 
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beckoning him to join the dead person in 
the other world. Dreams and fantasies 
often relate to body emptiness or disso- 
lution and loss of either inner or outer 
parts of the body. This is not castration 
anxiety but refers to loss of a significant 
relationship. These fantasies and dreams 
are often expressed in sadomasochistic 
terms. 

Psychological data can be of great as- 
sistance also in the recognition of de- 
pressive reactions in children and ado- 
lescents provided we realize that the 
data are different than in most cases of 
adult depression. The record at first 
glance often appears to be immersed in 
nondepressive data. There is a close re- 
lationship between anger and depression, 
more so than in most adult records. The 
anger often tends to be expressed overtly 
at the expense of the depressive feelings, 
whereas in the adult the relationship be- 
tween the two appears often to be re- 
versed. The Wechsler scale will often 
show a higher performance than a verbal 
score, the opposite of the situation with 
adult depressive reactions. This may be 
related to the tendency toward acting 
out. In addition they may show a psy- 
chopathic pattern, as seen in the fact 
that the object assembly plus picture ar- 
rangement is greater than the block de- 
sign plus picture completion. On the 
Rorschach, acting-out and angry content 
is interspersed with depressive content. 
There may be a diminution in the color 
response, with the substitution of black 
as a color and the figure drawings often 
heavily black. Rorschach protocol often 
reveals percepts of emptiness, with many 
aggressive, sadistic images such as biting 
and tearing apart. Explosive acts are not 
uncommonly depicted. 
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It should be mentioned at this point 
that manic-depressive reactions are sel- 
dom if ever seen in children. Kanner (4) 
states that they are exceedingly rare be- 
fore 15 or 16 years of age. Kasanin and 
Kaufman (5), in a series of 6,000 ad- 
missions, described only four affective 
psychoses before 16 years of age. All 
four had their initial onset after 14 years 
of age. The youngest child in whom we 
have been able to make such a diagonsis 
was 16 years of age. In the cases we 
have personally observed the initial clini- 
cal picture is usually that of a manic 
rather than a depressive one. Manic-like 
reactions are often described in children 
and adolescents, but closer observation 
usually shows that we are dealing either 
with a hyperactive, organic brain-dam- 
aged youngster or with an excited 
schizophrenic child. An interesting theo- 
retical point is raised by the absence of 
manic episodes in adolescence. It is a 
common observation that denial is fre- 
quently used by adolescents as a means 
of handling their problems. Why, then, 
might we ask, does it not lead to a manic 
picture, as commonly occurs in adults? 


THERAPY 


Patients such as those described pre- 
sent serious therapeutic problems. They 
do not benefit from electroconvulsive 
therapy, nor as a rule from medication. 
The difficulty is further increased by 
their lack of insight into their own prob- 
lems. They seldom recognize themselves 
as needing help. In fact, they tend to 
avoid therapy, as it means facing their 
painful feelings which they are so des- 
perately attempting to avoid. They will 
ordinarily be urged into therapy by their 
parents, school officials or other authori- 


‘The section on psychological data was prepared with the assistance of Joan Bardach, Ph.D» 


of the New York University Rehabilitation Unit. 
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ties. Occasionally an impulsive suicidal 
attempt will bring such a patient to the 
attention of a physician. The therapist 
must be active, must serve as a model 
for the patient, must be nonjudgmental, 
and must refrain from premature inter- 
pretations lest the youngster be fright- 
ened away from therapy. The mecha- 
nism of denial is always difficult to con- 
tend with and requires a judicious ap- 
proach, both as to timing and as to 
method of interpretation. If therapy is 
successful in the early stages, then the 
therapist will be confronted by depres- 
sive problems. This in turn will pose 
therapeutic problems of a different na- 
ture. The youngster may become suici- 
dal, give up interest in his work and 
studies, and flee from therapy. 

At this point the relationship to the 
therapist is the main support for the 
patient. If he feels he can trust and 
rely on the therapist, he will then have 
the strength to face and explore his 
painful feelings. We must remember 
that many youngsters, especially those 
with acting-out tendencies, initially ex- 
perience anxiety when they approach 
a close relationship to any person. For 
that reason the therapist must wait and 
avoid premature exploration of the pa- 
tient’s problems until the latter feels 
comfortable in the relationship. 


SUICIDE 


It might not be amiss to make some 
mention of suicide at this point. Al- 
though suicide is rare in children under 
10 years of age, it is far from uncom- 
mon in the adolescent age group. In fact, 
suicide is the fifth cause of death in the 
15 to 19 age group in this country (6). 
When we come to examine suicidal at- 
tempts, we find even more dramatic evi- 
dence of its frequency in adolescence. 
According to Landrum (7) adolescents 
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make 12 per cent of all suicidal attempts. 
He gives a ratio of 10 females to 1 
male. Our studies at Bellevue confirm 
these data. Suicidal attempts represent 
one of the most frequent reasons for 
admission to the psychiatric service for 
adolescent girls but is rather infre- 
quently encountered on the boys’ service. 

There have been very few clinical 
studies of attempted suicide in adoles- 
cents. The most extensive, by Balser and 
Masterson (8), indicated that 23 of 37 
suicidal patients were diagnosed as hav- 
ing schizophrenia. This has not been our 
experience at Bellevue. The majority of 
our patients fall into the character and 
behavior group. These represent imma- 
ture, impulsive youngsters who react ex- 
cessively to stresses often of a minor 
nature. When these patients are studied 
in more detail, however, they show many 
of the previously described symptoms of 
depression: restlessness, boredom, com- 
pulsive hyperactivity, sexual promiscu- 
ity, truancy, behavioral difficulties at 
home, running away from home. Quite 
often these suicidal attempts are ma- 
nipulative in nature, directed against the 
parents and expressing the fantasy, “You 
will be sorry when I am dead. You will 
see how badly you treated me.” Many of 
these youngsters had the same fantasy 
when they ran away from home. At 
times the suicidal attempt is a dramatic 
and last-ditch attempt to call attention 
to the child’s problems in the hope that 
effective help will then be forthcoming. 
We have also encountered suicidal at- 
tempts as expressing: 1) a desire for 
peace and a nirvana-like existence, 2) a 
desire to join a dead parent, 3) a reac- 
tion to a hallucinatory command. These 
last three reasons are usually responsi- 
ble for the more serious attempts and 
are seen in the more disturbed young- 
sters. It is our belief that suicidal 
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thoughts and attempts are either ignored 
or undervalued in adolescents because of 
the erroneously accepted tenet that ado- 
lescents do not become depressed—ergo, 
suicide is unlikely. If we can successfully 
recognize the signs by which depression 
is manifested in younger persons, we will 
then be in a position to prevent many 
serious suicidal attempts. 


DISCUSSION 


We must now pose the question why 
the clinical picture of depression should 
differ so markedly at different age levels. 
We are not in a position at this time to 
give a complete answer but we can offer 
some speculative thoughts on the prob- 
lem. It would appear that the common 
denominator in all depressive reactions 
is loss of the desired love object, whether 
this be in fact or in fantasy. Such object 
loss will produce serious reactions at any 
age but the end result will depend upon 
the developmental level at which it first 
makes its effect felt. We agree with 
Rochlin (1) that in general the more 
serious consequences will occur in 
younger individuals. This, of course, is 
in conformity with the genetic principles 
of personality development. In the 
younger child the disturbances will pri- 
marily affect the development of the 
ego in all its various functions. The child 
will find it difficult or impossible to form 
the object relationships which are such 
a necessary part of his future psychic 
development. Such a deficit may lead to 
a lack of further development or even to 
severe regression. This lack of ego de- 
velopment will seriously impair the emo- 
tional and intellectual potential of the 
growing organism. It will, in addition, 
cause serious disturbances in the child’s 
ability to identify with meaningful fig- 
ures in his environment. 
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Such a disturbance in the process of 
identification will of necessity produce 
profound disorders in the development 
of the superego and the future person: 
ality structure. Where the disturbance ~ 
arises during the latency and adolescent 
periods, it will lead the child to hate the 
lost object, who, he feels, has betrayed 
and deserted him. These hostile feelings 
can only lead to further serious con- 
flict. The child still needs his parents, — 
as he is still realistically dependent upon 
them for love and support. In fact the 
more he is neglected by the parents, the 
greater is his need for them. The child 
will desperately cling to the forlorn hope 
that they will change and give him the 
love he so desperately needs. Conse- 
quently repression and denial are utilized 
in the hope of warding off the devas 
ing knowledge of his parents’ role | 
his difficulty. The child would prefer 
consider himself bad than to acknowl- 
edge the badness of his parents and the 
resultant impossibility of their changing 
In assuming the burden of evil, he at- 
tempts to absolve the parents. Such an 
evil self-image can only, as described 
previously, lead the child to evil acts, 
which in turn reinforce his image of 
himself as an evil, horrible person. 

As the child’s reality testing improves 
with his advancing age, he finds it in- 
creasingly difficult to maintain his be- 
lief in the innocence of his parents. AS 
a result, his hostility toward them in- 
creases, as do his guilt feelings. Simul- 
taneously, the processes of identification 
and introjection have been progressing 
in the formation of the superego. Thus 
as these processes reach their maximum 
development (which does not occur until 
late adolescence [9]), much of the hos-~ 
tility previously directed toward the pat- 4 
ents is directed toward their introjects — 
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within the child—leading to the clinical 
picture of depression seen in older ado- 
lescents and adults. In brief, we can state 
that the depressive person is constantly 
struggling with the opposing forces of 
love and hate (10). 


SUMMARY 


In this paper I have attempted to 
show that although depression, as meas- 
ured by the usual clinical standards of 
adult psychiatry, is rarely seen in chil- 
dren and adolescents, depressive feel- 
ings are by no means uncommon. It 
must be recognized, however, that the 
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AGGRESSIVE BEHAVIOR AS A MEANS 
OF AVOIDING DEPRESSION* 


HENRY L. BURKS, M.D. AND SAUL I. HARRISON, M.D. 
Department of Psychiatry, University of Michigan Medical School, Ann Arbor 


This study explores further some dynamics of impulsive, antisocial, aggressiv 
behavior in children. Special emphasis is placed on a function of this behavior 
as a means of avoiding feelings of depression or a depressive state. A series oj 


clinical observations are presented, demonstrating devices apparently aimed 
at avoiding recognition of the fundamental state of helplessness or power 
ness of the ego which was associated with a depressed affect, and accompani 


by an aggressive outburst. 


HE PURPOSE of this study is to ex- 
J ha further some dynamics of im- 
pulsive, antisocial, aggressive behavior 
in children. Special emphasis will be 
placed on the instances in which this be- 
havior seemingly functioned as a means 
of avoiding feelings of depression or a 
depressive state. 


Our attention was directed to this phenomenon 
as we watched a puppet show written, directed 
and performed by Carl, 12, who had been 
referred to us because of a long history of 
stealing, aggressive outbursts and poor school 
achievement. In his earlier years Carl had 
been abandoned by his father, had been bru- 
talized by an alcoholic stepfather, and had had 
two attempts made on his life by his mother, 
a marginally psychotic woman who frequently 
neglected her children during the times that 
she was involved in a series of extramarital 
affairs. 


*Presented at the 1960 Annual Meeting. 
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In the puppet show that Carl created, 
boys were playing happily with their belo 
dog when the mother entered the room 
told the boys that they would have to get 
of the dog because he was a nuisance. 
boys fell into each other’s arms, crying 
sobbing bitterly. Gradually, the crying evol 
into fighting. As the two boys flailed at 
other, the puppet show came to a violent 


It was the evolution of the sadness 
aggression that intrigued us. We be 
to look for a similar pattern in the 4 
gressive outbursts that occurred in t 
life of Carl and the lives of other young- 
sters with similar manifest behavior. 3 

Our clinical material is drawn from 
a study of children with problems of 4 
gressive behavior who were in treatm 
at the Children’s Psychiatric Hosp 
at the University of Michigan Med 
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Center. Our experience is in accord with 
that of others, who rarely see children 
with depressive syndromes resembling 
those frequently encountered in adult 
psychiatric practice (1). It is commonly 
known that “motor minded” children 
utilize alloplastic means of adaptation 
far more readily than autoplastic ones. 
By any of the usual clinical standards, 
the children we studied were certainly 
not depressed. All could be described di- 
agnostically by the terms chronic ag- 
gressive reaction Or passive-aggressive 
personality, aggressive type. It should be 
emphasized that not all of the children 
in these diagnostic categories demon- 
strated the dynamics of avoiding depres- 
sion that we are describing here. 


EARLY PSYCHOANALYTIC STUDIES OF 
IMPULSIVE BEHAVIOR 

The first attempt at a dynamic under- 
standing of impulsive behavior began 
with the direction of attention of some 
psychoanalytic investigators to the study 
of characterological problems in adults 
(2, 3, 4, 5). These reports described cer- 
tain character types characterized by 
punitive superegos which drove the in- 
dividuals to impulsive behavior in an 
effort to placate strong feelings of guilt. 
The patients were variously labeled “in- 
stinct-ridden characters,” “impulsive, 
neurotic characters,” and “neurotic 
criminals.” Emphasis was placed upon 
certain impulsive actions which were 
ego-syntonic; which were not necessarily 
sexual; and which served the purpose of 
escaping a danger, denying a danger, Or 
providing reassurance against a danger. 
The writers clearly indicate that depres- 
sion should be included among the dan- 
gers to be escaped, denied or reassured 
against. 

The thinking behind this group of 


417 


papers is perhaps best summarized by 
Fenichel’s study of neurotic acting-out, 
wherein he defines acting-out as any ac- 
tion which unconsciously relieves inner 
tensions and brings a partial discharge 
to the warded-off impulses (6). Fenichel 
did not consider it significant whether 
these impulsive acts were a direct in- 
stinctual expression or a reaction to in- 
stinctual demands, such as guilt feelings. 
He considered the major conflict in these 
individuals to be between a tendency to 
take by force and a tendency to suppress 
aggressiveness lest a loss of love be 
suffered, We quote: 

The identity of the basic disposition for patho- 
logical impulses and for depression corresponds 


to the fact that most impulsive acts serve the 
purpose to avoid depressions. 


He distinguished between impulsive 
characters and true depressive char- 
acters on the basis of whether narcissis- 
tic supplies are demanded from a real 
object or whether the individual has 
regressed to a state of narcissism and di- 
rects his demands toward the superego. 

This interpretation of impulsive be- 
havior as an effort to placate strong guilt 
feelings did not seem to apply to any 
reat extent to our selected groups of 
children. While such a mechanism was 
occasionally encountered in these and in 
other children, most of the time there 
was little evidence for the presence of 
strong guilt feelings acting in this way. 


INVESTIGATIONS OF DEPRIVATION 
IN EARLY CHILDHOOD 

A more recent body of literature deals 
with the concept of emotional depriva- 
tion and its relationship to aggressive 
antisocial behavior. The studies of 
Bowlby, Spitz, Goldfarb, and Rabino- 
vitch have evolved a concept given vari- 
ous names, such as “the emotionally de- 
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prived child,” “the empty child,” “affec- 
tionless characters,” and “primary psy- 
chogenic acathexis” (7, 8, 9, 10). Some 
investigators are inclined to distinguish 
sharply between the emotionally de- 
prived child and other types of neurotic 
character disturbances. We agree, with 
those who consider the concept of con- 
stitutional psychopathic inferiority a use- 
less one, that the differences are pri- 
marily quantitative. All of these children 
are characterized by their difficulty in 
forming lasting love-object relation- 
ships. Our clinical experience has af- 
forded us frequent opportunities to con- 
firm that the “deprived child” picture 
often is the result of separation from the 
mother or mother substitute at a crucial 
age, or of a situation where the mother 
figure is physically present but grossly 
unsatisfying in a maternal role. 

The product of this phenomenon, the 
affectionless child, is considered by many 
to show the hallmarks of the “constitu- 
tional psychopathic inferior”—an empty, 
hedonistic, impulsive, and guilt-free per- 
son. Indeed, he often behaves that way. 
Yet a deeper look reveals a different sit- 
uation. Bowlby (7) writes eloquently of 
the 


- . . determination at all costs not to risk again 
the disappointment and the resulting rages and 
longings which wanting someone very much 
and not getting them involves. If we are in- 
different to others or dislike them, we disarm 
them of any power to hurt us. They neither 
showed affection nor appeared to care whether 
they got it. “Whatever we do,” we might imag- 
ine them saying, “do let us avoid any risk of 
allowing our hearts to be broken again.” This 
I think is the explanation for most of their 
hard-boiledness and apparent indifference, 
traits which puzzle and irritate almost every- 
one who has to deal with them. It is a policy 
of self-protection against the slings and arrows 
of their own turbulent feelings. 


In spite of similarities both in early 
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history and, most particularly, in the 
dynamics of their behavior, the children 
of our group could not be called “empty 
children.” Their early lives did not al- 
ways have the degree of deprivation de- 
scribed for the “affectionless character” 
group. Furthermore, there was evidence 
of both a longing for and a capacity for 
object relations, although, as Bowlby 
describes it, recognition of this need was 
avoided if possible by the child. Perhaps 
it is reasonable to assume that the com- 
pletely empty child probably does not 
exist, at least in this country at the pres- 
ent time. We hope that further study of 
our group of children will help clarify 
the origins of their demonstrated prob- 
lems in relating to others. 


DEPRESSION IN CHILDREN 


A word of explanation is in order 
about our use of the term depression. 
We are cognizant of the variety of mean- 
ings given to the word. It has been used 
to refer to a disease or syndrome, feel- 
ings of sadness, feelings of guilt, self- 
destructive urges, anxieties about death 
and, most significantly from our point of 
view, Bibring’s concept (11), He con- 
sidered depression to be an ego-psycho- 
logical phenomenon, an affective state 
referring to the helplessness of the ego. 
Although objections have been raised to 
Bibring’s concept by people working 
with adults, we feel this closely approxi- 
mates the type of affect we observed in 
our group of children. We use the word 
depression to designate what we sce as 
a sense of helplessness or impotence of 
the ego. The word hopelessness further 
describes this feeling, as does worth- 
lessness, although the worthlessness 
Seems to be based more on incompe- 
tence than on sinfulness, 

There has been a renewal of interest 
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recently in the similarity of the character 
structure of the aggressive child with 
that seen in depressed patients. Kauf- 
man and his co-workers have described 
a “depressive core” in children showing 
aggressive antisocial behavior (12, 13). 
Some time ago Bowlby (7) stated, 
Indeed it is my belief that the affectionless 
characters are intimately associated with de- 
pression and may perhaps be fruitfully looked 
upon as chronic depressions of a very early 
origin. 

We are cognizant of Lewin’s admoni- 
tion to be cautious in the use of the 
terms underlying depression and depres- 
sive equivalent as evidence of a causal 
relationship with the surface manifesta- 
tions (14). Yet we find it difficult to ex- 
plain the phenomenon in some of the 
children we see without utilizing these 
concepts. We agree with him that “as a 
very special partial and isolated working 
idea, this point has aparently been of 
value.” We cannot agree with his specu- 
lation that “the idea of an underlying 
depression may have been introduced 
because the patient’s behavior was of the 
hypomanic driven sort.” Our observa- 
tion of these children shows them not to 
manifest a driven or hypomanic quality. 


OUR OBSERVATIONS OF AGGRESSIVE 
CHILDREN 

In our series, we encountered a num- 
ber of devices utilized by the children, 
apparently aimed at avoiding recogni- 
tion of a fundamental state of helpless- 
Ness or powerlessness of the ego, which 
was associated with a depressed affect. 
The children were cocky braggarts who 
scoffed at ordinary conventions and dan- 
gers. They were adamant in denying 
fears or inadequacies. It is not uncom- 
mon for even a casual observer, unaware 
Of the frequency of insomnia and s0- 
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matic complaints in this group, to recog- 
nize the ineffectiveness and futility of 
these obvious efforts. 


Tom, a 12-year-old boy, had been excluded 
from school after fracturing another boy’s 
skull with a hockey stick, the most serious of 
many aggressive outbursts. His parents parted 
when he was 2 and he had been cared for by 
several different relatives while his mother 
worked. She was out of the home entirely for 
one period while serving a prison term for 
narcotics possession. Tom was recognized as 
“the loudest mouth on the ward” soon after 
admission, constantly bragging about his many 
delinquent exploits, emphasizing his fearless- 
ness in the face of school authorities and the 
police, and describing his “battle scars,” re- 
ceived in fights. When the pediatrician arrived 
on the ward to give immunizations, Tom ran 
and was discovered cowering in a corner, 
trembling and near tears, his front of bravado 
completely gone. 


Our hospital staff frequently com- 
mented upon the inability of these chil- 
dren to have any real fun. Our special 
recreational program, designed to cope 
with the awkwardness these children 
displayed in utilizing more conventional 
recreational outlets, more often than not 
failed to involve the children in pleasur- 
able activity. The laughter heard con- 
sisted of bitter, sardonic chuckles when 
someone was hurt or when adult au- 
thority had been successfully circum- 
vented. An exception was the occasional 
incident when a child was able to enjoy 
a very infantile sort of gratification from 
a staff person who was for the moment 
trusted. 


Carl, the boy referred to at the beginning of 
this presentation, early in his hospital stay 
reacted in the following manner to some new 
model kits that he found in the playroom. 
When entering the room he immediately no- 
ticed the models and commented about them 
but stayed away from them, saying that that 
sort of thing was “kid stuff.” Later, the same 
hour, he examined several of the kits, chose 
one to work on, and then complained that it 
was too hard and began to berate his therapist 
about his limited ward privileges. 
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Compare this incident with one that occurred 
several months later when Carl was able 
at times to express and recognize some warm 
feelings toward his therapist. On this occasion, 
he again noticed new toys that had been sup- 
plied to the playroom and he rushed over and 
immediately began to involve himself in play 
with them, remarking, “Gee, all these new 
things. You really must like me.” The play 
that followed was of a very infantile sort, con- 
sisting primarily of looking at and remarking 
enthusiastically about each of the new toys. 


As the children became more in- 
volved in a treatment program, the re- 
lationship between the aggressive out- 
bursts and the underlying feelings of 
worthlessness and depression became 
more apparent. We would see this more 
clearly later in treatment after some 
of the child’s defensive techniques of de- 
nial, avoidance, distortion and rationali- 
zation had become less effective. How- 
ever, we are now able to recognize such 
mechanisms earlier and feel that were 
we astute enough observers, they could 
be demonstrated prior to treatment. 

Three kinds of situations seem to 
stimulate recognition of depressed feel- 
ings and were avoided by involvement in 
aggressive behavior. The most common 
of these were those occasions where a 
child’s adequacy and fantasied omnip- 
otence was directly threatened by the 
realities of a situation. To be sure, the 
“first lines of defense” were those de- 
scribed by Redl and Wineman, designed 
to distort the realities to an unrecogniza- 
ble degree (15). But if these could not 
be used, owing to changes in the child, 
the situation, or staff technique, the ap- 
parent alternatives were recognition and 
experiencing of an unpleasant affect or 
an aggressive outburst. 


Jim, an 11-year-old boy, had been trying for 
some weeks to be accepted as a member of a 
group of older boys who enjoyed top status on 
his ward. He began to mimic their “hood 
style” dress and mannerisms and played a 


“tough guy” role, attempting to dominate the 
activity groups he was in with children his 
own age. One afternoon in the gymnasium, he 
ordered all the youngsters about and bragged 
that “me and Rick [the leader of the older 
boys’ group] are going to raise hell tonight.” 
The boys left the gymnasium and came directly 
into the dining room for supper. Jim tried to 
take one of the empty chairs at the table oc- 
cupied by the older boys’ group but was told 
by them in no uncertain terms that he didn’t 
belong there. He rushed from the dining room 
and began to hit the first child he met outside 
the door. When the staff interfered, he began 
to scream, hit and kick at the staff, requiring 
half an hour to regain control. 


Second in frequency were those situa- 
tions where the child was threatened by 
the prospect of letting himself receive 
and reciprocate positive feelings from 
an adult and, in so doing, recognize his 
craving for affection. It was as though 
these circumstances struck a cord within 
the child, reminding him of similar long- 
ings in the past and perhaps of simi- 
lar situations which somehow turned 
sour. 


Craig, a nine-year-old boy, had a long history 
of stealing, fighting, and poor peer relation- 
ships. He was born at a time of great marital 
strife. His mother consciously did not want the 
pregnancy and felt Craig was not her child. 
An outstanding symptom was his inability to 
get close to anyone, although all of the staff 
felt he seemed to want such a relationship. He 
showed some feeling of warmth toward the 
head nurse by hanging around her office fre- 
quently. One day he entered the dining room 
and took a seat next to her, grumbling, 
“There's no place else to sit,” even though 
there were several other empty chairs. She 
noted the change and remarked, “Well, Craig, 
I guess you've decided to like me today.” He 
immediately turned away, began to toss silver- 
ware at another child, and shortly had to be 
removed from the dining room. 


Occurring less frequently, but carry- 
ing more impact, were the times when 
the child remembered an experience 
from his past that could be expected 
to reinforce feelings of worthlessness. 
These instances were noted more often 
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in psychotherapeutic sessions or when 
the therapist had become involved in a 
ward incident. Recollection of unpleas- 
ant memories of significant figures in 
the child’s past was usually painfully 
avoided at all costs, but when it oc- 
curred, aggressive behavior seemed to 
interrupt appreciation of its sting. 


To George, aged 10, a theme of desertion or 
abandonment seemed particularly significant. 
His natural father had deserted the family. Be- 
tween the ages of 3 and 5, he was cared for 
by several different relatives, as his mother 
was hospitalized during this period because of 
a psychotic breakdown. On one occasion he 
was describing to his therapist a recent week- 
end visit. He had spent the weekend with his 
grandparents and an aunt, They had, without 
preliminary plans, decided to drive about 30 
miles’ distance to take George to the state fair 
and dropped in unexpectedly to visit George’s 
mother, who always found it difficult to ar- 
range visits with him at the hospital. 

George described his enjoyment of the fair 
and then mentioned going on to his mother’s 
house. When they arrived, they were told by 
neighbors that she had left town for a visit. 
George remarked to the therapist with increas- 
ing sadness as he described this, that neither 
he, his grandmother, nor anyone else had 
known that his mother was going to take a 
trip. The therapist remarked about his disap- 
pointment and sadness. George suddenly be- 
came very hostile, started to scream at the 
therapist, and the hour had to be terminated. 
Subsequently he was able to handle and work 
through some of this material in treatment and 
as he did so, it was always associated with 
tears and sadness. 
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Our study and treatment of aggressive 
children in both outpatient and residen- 
tial settings has led us to conclude that 
an understanding of some of the aggres- 
sive behavior is enhanced when it is 
viewed as a means of avoiding feelings 
of depression. This seemed particularly 
true in those children whose early years 
were characterized by some degree of 
true rejection and deprivation. In this 
group, we regularly encountered a self 
concept of inadequacy, worthlessness 
and incompetence which was associated 
with feelings of depression that were 
vigorously defended against entering 
awareness. We found that in certain 
kinds of situations, the threat of recog- 
nition of the depressed feelings was 
greater than in other situations. These 
situations included those where the re- 
alities directly threatened the child's 
adequacy, occasions when the child was 
threatened by the recognition of his 
cravings for affection, and situations re- 
calling memories of the past that high- 
lighted the feeling of worthlessness. It is 
our feeling that the technique of aggres- 
sive behavior is one way of avoiding 
feelings of depression and it may coexist 
with, but should be distinguished from, 
impulsive acts designed to placate feel- 
ings of guilt. 
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THE FATE OF BEHAVIOR DISORDERS 


IN ADOLESCENCE® 
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The development of the concept of “behavior disorder” is re-examined, Clini- 
cal material demonstrating this concept is presented and viewed within the 
framework of adolescent maturation. The adolescent psychic forces are seen 
as exerting a crystallizing effect on the definition of clinical syndromes as they 
emerge from childhood. Questions are raised concerning the role of biological 
energy in the development of personality disorders. 


| ert “behavior disorders” 
refer to aberrations from the be- 
havioral norm manifested by the grow- 
ing child and stemming from the way 
in which he relates to himself and to 
his environment. The term behavior dis- 
order prior to 1933 was used loosely to 
describe phenomena the child exhibited 
in dealing with himself or others that 
created difficulties in adjustment. These 
ranged from prolonged thumb-sucking 
or enuresis to extremes of hyperactivity 
and aggression. This phase was purely 
descriptive and appeared to stem from 
the early interest of psychiatrists, psy- 
chologists and educators in the “behav- 
ior” of the child. 

_The first attempt to define behavior 
disorders in a more specific sense was by 
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Potter, Brown and Pollack (13) in 1933, 
when their proposed psychiatric classifi- 
cation of behavior disorder was adopted 
by the New York State Department of 
Mental Hygiene as its official nomen- 
clature for children. In a previous pub- 
lication in 1930, Potter (12) had pointed 
to underlying causes of behavior dis- 
orders. Stating that abnormal behavior 
was symptomatic rather than an entity, 
he stressed the individuality of the child; 
behavior was conditioned by both bi- 
ology and environment. In the same 
year, Brown and Potter (5) expanded on 
the concept of underlying causes, group- 
ing behavior disorders into two large 
categories: physical handicaps and men- 
tal maladjustments. Primary behavior 
disorders were placed in the psychogenic 
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grouping and were further divided into 
habit disorders, conduct disorders, sex 
perversions, and disabilities in reading, 
writing and speech. This delineation was 
felt necessary because it was recognized 
that certain symptoms and signs could 
not be successfully classified under the 
recognized psychiatric syndromes. Habit 
disorders, that is, thumb-sucking, enu- 
resis, nail-biting, excessive masturbation, 
etc., were considered as occurring mostly 
in preschool children, often being minor 
and transient. They were described as 
“simple repetitive acts in which the emo- 
tional component is slight.” 

The authors introduced the phrase 
“neurotic trait,” the forerunner of a psy- 
choneurosis. They stated that it was 
closely related to the habit disorders but 
not so habitual; it was connected more 
with emotional disturbance and uncon- 
scious mechanisms. Considered typical 
were tics, habit spasms, sleepwalking, 
overactivity and fears. The conduct dis- 
orders ran the gamut from “minor mis- 
behaviors” to “grave delinquency,” that 
is, obstinacy, rebellion, temper tantrums, 
destructiveness, lying, stealing, truancy 
and fire-setting. These disorders could 
exist within the home, the school or the 
community. They were considered as 
arising within the child or being depend- 
ent on his environment. 

Braceland (4), in 1937, implied dis- 
tortion in character development when 
he defined behavior disorder as occur- 
ring in “children who show undesirable 
character anomalies of a kind that ren- 
der them unresponsive to ordinary edu- 
cational methods.” Bond (3), also in 
1937, dealt with the concept by discuss- 
ing clinical material from the viewpoint 
of five theories: endocrine glands, cen- 
tral nervous system damage, Freudian, 
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Adlerian and relations 
others.” 

Van Ophuijsen (14) in 1945 clarified 
the dynamics of conduct disorders. He 
viewed them as a reaction to environ- 
mental forces that eventually became 
persistent behavior patterns. They over- 
lapped the psychoneuroses and the psy- 
chopathic abnormalities, making a dif- 
ferential diagnosis difficult. He referred 
to them also as character disorders and 
chronologically placed their onset “at 
three years or before.” He cited habit 
disturbances as almost always in the pic- 
ture; neurotic traits were said to be less 
frequent, the latter occurring more often 
than not with habit disturbances. Dy- 
namically, he considered conduct dis- 
turbances as related to unresolved oedi- 
pal conflicts of varying intensity. When- 
ever behavior disorders were combined 
with psychoneurotic symptomatology, 
even though the behavior disorder pre- 
ceded historically the psychoneurotic 
symptoms he would diagnose the condi- 
tion as a psychoneurosis. If conduct 
disorders occurred suddenly in adoles- 
cence without a previous history, he con- 
sidered that a suspicion of psychosis 
should be entertained. 

Blau (1), in 1952, using Freud’s syn- 
drome of “actual” anxiety neurosis, sug- 
gested that “the childhood behaviour 
disorders . . . are essentially special types 
of anxiety neurosis.” The habit and con- 
duct disorders were seen as evidences of 
acute and chronic anxiety in children; 
the symptoms were “pure anxiety,” i.e., 
physiopathological responses to conflict 
and not defenses against anxiety as are 
psychoneurotic symptoms. 

In 1956, Blau and Hulse (2), explor- 
ing this concept, further equated the 
manifestations of conduct disorder with 
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the direct expression of anxiety. The un- 
treated acting-out behavior is said to 
lead to delinquency and crime, becom- 
ing part of the deviant character devel- 
opment. They describe habit disorders 
as infantile fixations or arrests in devel- 
opment and neurotic traits as “the true 
psychoneurotic symptoms” derived from 
repression and unconscious defenses 
against inner conflict and anxiety. 

The seven cases which form the clini- 
cal basis for this paper demonstrated 
very early in life symptoms of behavior 
disorder of all varieties. They were seen 
in treatment anywhere from seven 
months to three and a half years. Four 
of the cases began treatment in the 
Parent-Child Psychiatry Clinic of The 
Mount Sinai Hospital, New York, and 
were eventually seen in the Adolescent 
Clinic. Three of the cases began treat- 
ment in the Adolescent Clinic. Six of 
them were closed but were reopened when 
there was an exacerbation of symptoms. 
The first five cases are female, the sixth 
and seventh male. These cases are pre- 
sented here in order to demonstrate the 
shifting symptomatology and, with the 
advent of adolescence, the emerging of 
a more definitive clinical entity; the psy- 
chodynamics during adolescence are also 
discussed, so that the factors leading to 
the final diagnosis can be more clearly 
understood. 


Case 1. Mary’s essential symptoma- 
tology began at age 9 in the form of neu- 
rotic traits. She suffered from abdominal 
pain, hysterical crying, fear of people, 
particularly men, who, she believed, fol- 
lowed her. Anorexia, insomnia, night- 
Mares and fear of the dark were also 
present. Earlier there was some evidence 
of habit disturbance shown by prolonged 
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bottle-nursing extending into the latency 
period. There was much sexual stimula- 
tion during the latency period, with lack 
of healthy male identification aggravated 
by instability and rejection in male rela- 
tionships. The patient’s symptoms con- 
tinued through latency with mounting in- 
tensity, producing an acute exacerbation 
at age 13. Fear of continuing feminine 
maturation, sparked by aggressive and 
sexual drives, culminated in a break- 
down. A significant attempted defense at 
that time was the patient’s verbalized de- 
sire to be a baby and to be cared for like 
her paternal half sister. 

This 13-year-old girls past history 
was chaotic from the first few years of 
life. It was characterized by shifting 
figures, particularly male, by poor iden- 
tifications, and, during her latency pe- 
riod, by a precociously traumatic sex 
experience with a father substitute, her 
maternal ‘stepgrandfather. Her own 
father was chronically seductive with 
her. The adolescent drives of sex and 
aggression were only poorly controlled 
in her early teens because of the inade- 
quate defensive structure resulting from 
the traumatic earlier years. The death of 
her stepgrandfather was the first of a 
series of stresses over a period of a few 
months that led to a weakening of her 
defenses, with an aggravation of symp- 
tomatology. Within a week after her 
grandfather's death she suffered mild 
visual and auditory hallucinations some 
of whose content involved the grand- 
father. At the same time, her anger 
toward her brothers became intense; she 
feared she would kill them and made an 
unsuccessful “suicidal” attempt in the 
hope that when she “awakened” she 
would not be angry. She was unable to 
deal with sexual advances by her boy 
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friend and believed that he wanted to 
rape her. Sexual preoccupation was 
marked, producing a fear that she would 
be sexually attacked. She became a 
chronic truant, associated with neighbor- 
hood gangs, and remained away from 
home until the early hours of the morn- 
ing. A diagnosis of schizophrenia was 
made and was confirmed during her 
subsequent hospitalization. The precipi- 
tating factors indicate that inadequately 
resolved oedipal drives with their sec- 
ondary complications were at the root 
of her disturbance. 


Case 2. Joan’s difficulty was a con- 
duct disorder which was in the fore- 
ground from one year of age. She re- 
jected her food, was disobedient, was 
subject to temper tantrums, and could 
not get along with other children. In 
latency neurotic traits made their ap- 
pearance in the form of nightmares and 
a subway phobia. By 11 years a florid 
conduct disturbance was present; she 
had begun truanting, had been involved 
in episodes of lying and petty thievery, 
and was unable to sustain relationships 
with either girls or boys. She was given 
to impulsive behavior and was deeply 
dependent on her mother in a symbiotic 
relationship. At 13, the patient ex- 
pressed open hatred toward her father, 
who rejected her, preferring the younger 
daughter. 

When this girl was 13 years old her 
difficulties became acute. They occurred 
in a chronic setting of marital strife and 
poor identification with both parents. 
The father had seldom responded favor- 
ably to the patient, openly rejecting her 
and preferring his younger daughter. 
The patient was infrequently afforded a 
satisfactory opportunity to work out suc- 
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cessfully with her parents her oedipal 
strivings; with the onset of adolescence 
this problem was intensified. Added to 
this was the handling of her own aggres- 
sion in relation to the father. The pa- 
tient’s bids for her father’s attention 
through aggressive behavior were met by 
the father with extreme anger. In at- 
tempting to resolve the resultant conflict, 
the patient showed symptoms more de- 
finable as those of a clear-cut schizo- 
phrenia. Her impulsive behavigr often 
endangered her own health; she ex- 
pressed a paranoid-like fear of doctors; 
she made unrealistic demands on her 
parents for material things; intense, in- 
appropriate, affective discharges were 
frequently in evidence and she was un- 
able at times to differentiate between 
fantasy and reality. It is significant to 
note that a second flare-up occurred at 
16 years of age following a period of 
unabated strife of the same kind within 
the family. 


Case 3. The symptoms of conduct 
disorder in Edith were the first signs of 
maladjustment at one year of age. She 
expressed defiance, hostility and chronic 
disobedience toward her parents. Neu- 
rotic traits were manifest during the late 
preoedipal and latency periods, evi- 
denced by disturbed sleep and a fear of 
sleeping alone. A migrainous type of 
headache appearing at the beginning of 
the latency period was an added feature. 
Here, identification with the mother 1$ 
suggested; the mother developed similar 
headaches just prior to their onset in 
the patient. At 13, the inception of 
menses, combined with the oldest sister’s 
marriage, produced serious symptoma- 
tology of a psychotic character. A sec- 
ond exacerbation at 15 appeared when 
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the father suffered his second coronary 
attack and a second older sister became 
engaged. 

A key to the understanding of this pa- 
tient’s acute breakdown can be gleaned 
from her early history. At age six she 
suffered nightmares, headaches, a fear 
of the dark and of being taken from her 
room by intruders after her father was 
stricken with a coronary occlusion. The 
unsettled problems of her oedipal period 
were brought to a sharp focus by his 
illness. At age 13, the intense sympto- 
matology was directly connected with her 
feminine biological maturation. She had 
been menstruating irregularly for three 
months prior to the onset of symptoms. 
There were indications of an attempted 
rejection of her femininity in her desire to 
be a man, counteropposed by an equally 
strong desire to be attractive and femi- 
nine; this is suggested by her belief that 
a mild acne made her ugly. These symp- 
toms suffered an even more intense ex- 
acerbation when her third period did not 
occur and her oldest sister was married. 
The unacceptability of her drives was 
indicated by the worsening of symptoms 
whenever her sister and brother-in-law 
visited her. She refused to go to school, 
expressed suicidal thoughts, suffered 
jerking movements of the extremities, 
talked to herself, and requested mental 
hospitalization. Shortly thereafter a di- 
agnosis of schizophrenia was made. A 
resurgence of oedipal conflict and ado- 
lescent sexuality at age 15 was provoked 
by the hospitalization of her father with 
a second coronary attack and the en- 
gagement of her other sister; the result 
was an acute exacerbation of her illness. 


„Case 4. Judy's neurotic traits, begin- 
ning at age 5 when she entered school, 
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were the main features; they were fears 
of the dark and of men being in the 
closets, nightmares, ocular and facial tics 
and crying spells. In addition, there were 
somatic complaints and evidences of 
habit disturbance in the form of enuresis 
and masturbation. Obesity was a chronic 
problem through latency and early ado- 
lescence. During latency the neurotic 
traits and habit disturbance gradually 
diminished. At age 15 there was an 
acute flare-up, the main symptom being 
a refusal to attend school. Evidence of 
an anxiety state was also present. 

This 15-year-old girl had been ex- 
cessively indulged and catered to by her 
father during her preschool years. In 
her early adolescence her father’s at- 
titude was reversed. He became critical 
and rejecting. The patient’s attempt to 
deal with her sexuality and assert her 
independence by dating was frustrated 
by her father’s openly jealous reaction. 
He actively interfered in her relations 
with boy friends, forbidding her in one 
instance to “go steady.” As a result, the 
patient’s aggression became markedly 
intensified. She openly expressed a vio- 
lent dislike for her father and refused 
to attend school. She knew that her 
mother had been having an extramarital 
affair. From this knowledge developed 
a fear that her mother was having an 
affair with the boy with whom Judy 
wished to “go steady.” Her fear of meet- 
ing the boy provided an additional rea- 
son for not attending school, She was 
very distressed lest she become sexually 
promiscuous. These data indicate an 
acute concern over losing control of her 
sexual and aggressive impulses. The re- 
lations with her parents were directly 
connected with the development of her 
acute symptomatology at age 15. A 
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diagnosis of chronic anxiety state cov- 
ering a psychotic process was made. 


Case 5. Nora's conduct disturbance, 
appearing at five years of age in the 
form of negativism, inability to make 
friends, and constant friction with her 
mother and seven-year-old sister, be- 
came progressively worse during latency, 
with depression, loneliness, and symp- 
toms of habit disturbance, that is, nail- 


peared to settle more into the character 
structure, so that emotional rigidity, 
temper outbursts and compulsive trends 
were the essential methods the patient 
used in dealing with her environment. 
This patient, seen at the age of 14, 
had been chronically rejected during her 
earlier years by her mother, in contrast 
to the father, who had always been very 
much involved with her. In her early 
adolescence he described his daughter 
in terms of affection that were more 
Suitable for a girl friend or wife. The 
patient was seldom offered the oppor- 
tunity of being accepted in an appro- 
priate way by cither parent. Her par- 
ental identifications were either lacking 
or excessive. The continual stimulation 
of the patient by her father was brought 
to an abrupt end by the father’s separa- 
tion from the mother when the patient 
was just entering her adolescence at age 
12. Subsequently, the father’s contacts 
with the patient were sporadic and in- 
frequent. To a growing girl in conflict 
over her blossoming sexuality and her 
independent-dependent drives, the loss 
of her seductive father was very likely 
interpreted as an added rejection; this 
blow weakened further her already in- 
adequate defensive structure. 
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There was no real acute exacerbation 
in this case. The patient's character 
structure gradually became more and 
more fixed along defensive lines that 
dealt inadequately with her conflicts; 
this settling-in process was related to 
intensified oedipal conflict provoked by 
the father’s increased preference for his 
daughter as opposed to his wife and 
his continued separation from the fam- 
ily; it resulted, at the age of 14, in a 
diagnosis of character disorder with 
compulsiveness, emotional rigidity, tem- 
per outbursts, and feelings of loneliness. 


Case 6. John’s conduct disturbance 
was the essential difficulty from one year 
of age. The patient’s feeding problem, 
a hostile move against the environment 
in the form of mother, was the first 
evidence. Conduct problems through all 
phases of development followed, reach- 
ing their height during latency; he was 
a cranky infant and a negativistic, re- 
bellious, demanding child; he was pro- 
vocative and hostile toward his older 
sister. The oedipal phase manifested a 
mild habit disturbance in the form of 
messiness and thumb-sucking. After a 
period of quiescence, there was an aggra- 
vation of conduct symptoms at 13 years 
of age. 

This 13-year-old boy had from early 
infancy enjoyed a very close relation- 
ship with his mother, a relationship that 
was marked by rebelliousness and ex- 
cessive closeness; much of his maternal 
hostility was displaced to his older sis- 
ter. His basic unresolved oedipal con- 
flicts were carried over into the class- 
room, manifested in relation to his 
teachers and classmates, with resultant 
poor school performance. Identification 
with father had always been inadequate. 
The father was usually experienced as 
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critical and detached, an attitude which 
reinforced the patient's dependency on 
his mother and constantly stimulated 
his oedipal strivings. 

At 13, under the pressure of entrance 
into junior high school and increasing 
biological maturation, the patient suff- 
ered an exacerbation of symptoms. The 
increased demands of a more mature 
social school setting with all the con- 
comitant problems of adolescent sexu- 
ality and aggressive drives weakened 
the patient's defenses, Signs of regres- 
sion were noted in his preference for 
playing with younger children and his 
desire that his mother lie down with him 
at night. At the same time he craved 


his father’s attention, but these demands 


only increased the father’s irritability, 
openly expressed in outbursts of anger, 
unfavorable comparisons with other 
boys and increased criticisms of the 
patient’s behavior. A suggestion of cas- 
tration anxiety was seen in a return 
of a fear of snakes and of bodily injury. 
The symptom complex indicated a diag- 
nosis of character disorder manifested 
by inadequate academic performance 
and social maladjustment. 


Case 7. George manifested a mixture 
of conduct disturbance, habit distur- 
bance, and neurotic traits at one year of 
age; at that time he would hold his 
breath when angry, a habit that con- 
tinued in later years. At age 2 a sleep 
disturbance appeared with a nightly re- 
quest that he be patted by his mother; 
this was soon established as a pattern. 
He wet and soiled until he was 3. At 
age 6, he became extremely jealous of 
his 11-year-old brother, had no friends, 
had difficulty with authority, was de- 
Structive of his own and others’ property, 
experienced maternal separation anxi- 
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ciency and difficulty with 
teachers and peers. Identification with a 
, insecure, inconsist- 


tion to the intense mother-child relation- 
ship. With the onset of adolescence the 
resolation ot his: iataniipd SE 
aggressive drives was made more 
cult by entrance into junior high school 
with its demands for more mature social 
adjustment. Academic performance and 
social adjustment became increasingly 
unsatisfactory. His aggression was con- 
verted into chronic depression accom- 
panied by occasional suicidal thoughts. 
Increased anxiety was diminished by 
compulsive eating. Somatic complaints 
and overconcern appeared to be a mix- 
ture of castration anxiety and bids for 
attention from mother. The diagnosis 
at 13 years of age was character dis- 
order, which may have been a façade 
for a schizophrenic process. 
Cr ae 

This clinical material indicates that 
there is a constant ebb and flow of be- 
havior disorder symptomatology in the 
child until he enters his adolescence. 
Usually there is a preponderance of one 
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type of symptomatology, with the other 
types playing a secondary role. This 
material bears out for the most part 
Van Ophuijsen’s statement (14) that con- 
duct disorders occur at three years or be- 
fore. However, in those cases in which 
this type of symptomatology occurred 
at one year of age and at five years of 
age the dynamics would be found in the 
preoedipal phase and the latency period. 

From this case sampling it is reason- 
able to postulate that the best method 
the disturbed child has of coping with 
forces both within and outside himself 
is to develop a disorder of the conduct 
variety. This disorder is essentially a 
movement against the environment, a 
primitive striking out, often within the 
first year of life, against those forces 
the child finds inimical to his existence. 
The material further indicates that the 
type of behavior disorder first used by 
the child as a defense against these 
forces persists as the major form of 
symptomatology until the child reaches 
adolescence. The method chosen by the 
organism not only defends it against 
adverse forces but also provides it with 
maximum gratification, both intrapsy- 
chic and environmental. 

Pursuing the material with which the 
clinical data provide us, one must ask, 
How much aggressive force is available 
to the newborn infant? Fries’ work (7, 
9) suggests that each infant is born with 
an inherent biological quantum of en- 
ergy which dictates in some measure 
the method the child uses in dealing 
with his environment. This quantum of 
energy is modified by temporary body 
changes and environmental forces to 
produce what she describes as the “con- 
genital activity type.” There are three 
types of activity patterns in the new- 
born: quiet, moderately active, or ac- 
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tive. Fries (8) states: 


The manner of each group in overcoming 
obstacles will differ: the quiet ones going more 
slowly or even calling upon the environment 
for assistance, while the active ones will speed- 
ily and vigorously overcome the obstacle in- 
sofar as is possible on their own; even some- 
times going ahead against the advice of adults. 
The moderately active group falls somewhere 
between these other two. 


The activity pattern will influcnce the 
form a neurosis will take. After follow- 
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ing the same children for five years, — 


Fries found that the activity pattern 
could be modified only within certain 
limits; the most potent factor in modi- 
fying it, excluding organic factors, was 
the parents? emotional adjustment to 
each other and the child. Fries (10) in- 
dicates that the “congenital activity type 
influences the child’s ways of testing 
reality and his form of mastery over the 
environment.” She admits, however, that 
the congenital activity type is only “one 
of the many etiological factors in per- 
sonality development.” 

The case material herein presented 
suggests that there is a greater number 
of children who have available to them 
on a biological level a type of motor 
hyperactivity which is the most acces- 
sible tool for dealing with themselves 
and their environment. The pathological 
expression of this motor hyperactivity 
is exemplified by the conduct disorder. 
The degree to which motor expression 
is found within the newborn may dictate 
whether the predominant pathology ex- 
presses itself as a habit disorder or neu- 
rotic traits. In the child who develops 
habit disorder, can it be that there is 
not enough “motor energy” available 
to him for defense and gratification $O 
that he is forced to use essentially his 
own body for expression of his con- 
flicts? Similarly, in the child whose 
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symptoms are primarily neurotic traits, 
does the lack of the same motor energy 
force him to rely more on the use of 
mental mechanisms, that is, displace- 
ment, repression, reaction formation, 
etc., the failure of which to provide so- 
lutions produces the neurotic traits? 

These clinical data do not substanti- 
ate the statements that habit disorders 
are “minor and transient” and that “the 
emotional component is slight.” Habit 
disorders or their equivalents can per- 
sist through latency and adolescence 
into adulthood; habit disorders have an 
intense emotional component; the fact 
that their main expression is through 
the child’s body may be misleading. 
Neurotic traits can also occur at any 
time in the life of the child and can be 
the predominant type of psychopathol- 
ogy. If they are in the foreground they 
seem to manifest themselves at a later 
age, during the late oedipal or latency 
periods, and are related to the degree 
with which mental mechanisms are used 
in dealing with anxiety. The cases cited 
and clinical experience demonstrate these 
facts in varying degrees. 

The child, then, is an organism in a 
constant state of change molded by the 
whims of environmental influences and 
the maturational forces of his own mind 
and body. The symptomatology he ex- 
presses from year to year is indicative 
of this ebb and flow. The concept of be- 
havior disorder is not so much a clini- 
cal entity; rather it is a barometer of 
the child’s development as seen against 
the background of his own mind-body 
complex and his environment. It is true, 
however, that when his adjustment be- 
comes pathological, the type of behav- 
ior disorder which is its expression re- 
mains more or less constant. At times, 
particularly during the latency period, 


431 


another type may be seen to take pre- 
cedence, but eventually the main symp- 
tomatology will again make its appear- 
ance, 

Mental illness in the child has a basic 
substratum which is identical with that 
of the adult; because of the nature of 
the child, that is, his constant growth 
and development, his malleability, his 
adaptive capacities, his psychological 
fluctuation, its expressions have been 
described as a “behavior disorder.” The 
child in what appears to be his com- 
plexity and differentness from the adult 
confounds us and we see his psycho- 
pathology as having a peculiar flavor, 
seemingly alien to that of the adult. 
However, because of his nature he can- 
not express his conflict in any other way. 
His expression may be different from 
the adult's but the roots of his disorder 
are the same. 

What then causes the transition from 
childhood psychopathology to that of 
adult psychopathology? In adolescence 
the internal demands of biological mat- 
uration and the external demands of 
social maturation aggravate the basic 
drives, which then seek expression and 
gratification (11). The intensity of these 
basic drives, according to Anna Freud 
(6), is determined by the relations of a 
relatively strong id to a relatively weak 
ego. The id influx at puberty is stimu- 
lated by the physiological changes tak- 
ing place. New inner conflicts arise be- 
cause of the disturbance in psychic bal- 
ance between the id forces and the ego. 
This process sets in motion a great need 
for security and a tightening of the de- 
fenses against aggressive and sexual 
forces. The resurgence of these drives 
creates the secondary struggle between 
the desire for freedom and independ- 
ence and the opposing need to be de- 
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pendent. The problems in adolescents 
created by these drives are no different 
from those of any other age group but 
because of the nature of adolescence 
they assume a distinctive flavor of their 
own. It is well to bear in mind that the 
psychological substratum of clinical be- 
havior is a continuum from birth to 
death. The apparent differences between 
the problems of one age group as com- 
pared with another have a strikingly simi- 
lar basis. The unresolved problems are 
being continuously re-presented for on- 
going solution throughout an entire life- 
time. The difference is found in the 
focus rather than the identity. 

In all the cases cited, various diag- 
noses were entertained at different times 
in the child’s life. These diagnoses were 
predominantly of the behavior disorder 
variety. Cases 2, 3 and 6 presented es- 
sentially a conduct disturbance, Case 7 
a mixture of habit and conduct distur- 
bance and neurotic traits, all dating 
from one year of age. Case 1, mani- 
festing disturbance from nine years of 
age, and Case 4 from five years of age, 
presented mainly neurotic traits; Case 
5, with an onset of symptoms dating 
from five years of age, presented essen- 
tially a conduct disorder, During ado- 
lescence a final diagnosis in terms of 
consistent psychopathology that ap- 
peared to have jelled into a reasonably 
definitive entity was made. Cases 1, 2, 
and 3 were diagnosed as schizophrenia, 
Case 4 as a chronic anxiety state coy- 
ering a psychotic process, Cases 5 and 
6 as character disorders, Case 7 as a 
character disorder covering a possible 
schizophrenia. The dynamics of acute 
exacerbation of symptoms occurred in 
early or middle adolescence and were 

related in time to situations within the 
family that added to the burden of the 
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resurging basic conflicts of the adoles- 
cent, that is, the attempt to transfer his 
sexual drives directed toward his par- 
ents to a more satisfactory extrafamilial 
love object, to deal with his aggression 
against authority so that independence 
could be achieved, and to accomplish 
both goals without excessively shaking 
his security. 

The concept that the withdrawn, quiet 
child is the one most likely to develop a 
psychosis seems challenged by this series 
of cases. In four out of the seven cases, 
symptoms of conduct disorders were the 
essential symptomatology during the 
early years and were present to some 
degree in the remaining three cases. The 
final diagnosis indicated frank psychosis 
in three cases, with a suspicion of psy- 
chosis in two others. 


SUMMARY 


Some of the historical developments 
in the concept “behavior disorder” have 
been reviewed. Seven cases of adoles- 
cents, who early in life showed a mix- 
ture of behavior disorder symptomatol- 
ogy with one type predominant, have 
been presented. The behavior disorder 
syndrome is viewed not so much a clini- 
cal entity as it is an expression of the 
labile personality of the growing child 
as he attempts to deal with inner and 
Outer stresses. The case material indi- 
cates that adolescence, with its own 
distinct psychic organization and as 
part of the maturation process, makes 
possible a clearer definition of clinical 
States as they emerge from the fluctuant 
and varied psychopathology of the ear- 
lier years. 

Certain speculations about the role of 
the quantum of biological energy in the 
development of personality disorder 
were raised. These seemed particularly 
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significant in correlating Fries’ active 
activity pattern of the newborn (8) with 
the development of a conduct disorder. 

It is admitted that the case sampling 
is a small one; any speculations con- 
sidered or any conclusions drawn re- 
quire further substantiation. We must 
continue to ask ourselves the following 
questions: Are our diagnostic tools keen 
enough at the level of our present state 
of knowledge to make a more accurate 
definition of mental illness prior to ado- 
lescence than the term behavior dis- 
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order? What is the nature of the basic 
substratum of mental illness in the child 
that produces symptoms and signs to 
which we can assign only the label be- 
havior disorder? 

In conclusion it is stressed that men- 
tal illness at any age is the product of 
multifactorial causations; that the in- 
dividual at any particular point in his 
life is the sum of his biological heredity, 
his intrapsychic conflict, and the envi- 
ronmental stresses to which he has been 
and is continuing to be subjected. 
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Brief psychotherapy of college women with acute situational adjustment reac- 
tions is effective when the latter are viewed as impulse-defense conflicts. Iden- 
tification of the impulse-defense system; interpretation of the defense; and sub- 
sequent affective verbalization of the impulse, followed by a discussion of more 
acceptable ways of dealing with the impulse, result in rapid resolution of the 
anxiety. Anxiety-laden conflicts due to personality disturbances can be deter- 


mined in the initial interview and require prolonged therapy. 


MEMBER of the resident staff from 

the department of psychiatry of the 
University of North Carolina has, during 
the past four academic years, been avail- 
able one day a week as psychiatric con- 
sultant to the student health service of 
the Women’s College at Greensboro, 
North Carolina. Because of time limita- 
tions, the formula the consultant fol- 
lowed was primarily diagnostic-disposi- 
tional, with the option of treating 
selected patients of his personal choice. 
The purpose of this paper is to examine 
retrospectively the methods used by this 
consultant in determining the criteria 
for selection of patients for brief psycho- 
therapy and the manner in which the 


therapy was conducted. This report 
covers the academic period 1958-59 and 
deals with 68 female students seen for 
a total of 235 interview hours. Of these 
students, 47 were seen from 1 to 3 
times (18, once; 15 twice; and 14, 3 
times); 19 were seen 4 to 10 times (8 
seen 4; 3 seen 5; 4 seen 7; 1 each 8 and 
9; and 2 seen 10 times), while 1 student 
was seen for 16 and 1 for 17 interview 
hours. The interval between interviews 
for those seen more than once was 1 
to 3 weeks. 

It was common knowledge on the 
campus at this college that psychiatric 
consultation was available to the student 
body. Thus, of the 68 students who took 
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advantage of the service, 41 were self- 
referrals with such complaints as nerv- 
ousness, unhappiness, sleeplessness, in- 
ability to study, and “a need for help 
with a psychiatric problem.” Of the re- 
mainder, 11 were referred by the various 
counselors because of poor academic 
performance and 16 were referred by 
the infirmary doctors when, in their 
opinion, the student was suffering from 
emotional rather than physical illness 
and in addition was motivated for psy- 
chiatric help. The age range was 16 to 
28 years and the class distribution was 
38 freshmen, 5 sophomores, 12 juniors 
and 8 seniors, plus 3 nursing students 
and 2 graduate students. 

Again, because of the limited time 
available, it was necessary to make a 
provisional diagnosis early so as to 
facilitate disposition of the case. These 
diagnoses can be grouped as follows: 


Psychosis .......sccans ahem shee seen 2 

Psychoneurosis .....-+ 12 
Obsessive-compulsive 
Depressive reaction 
Conversion reaction 


Personality trait disturbance ...-.-+---+- 31 
Acute situational or acute adjustment 
reaction of adolescence ...-++++++++** 23 


In the psychoneurotic group three 
students with depressive reactions were 
designated for brief therapy, inasmuch 
as the consultant felt that they repre- 
sented only a slight deviation from the 
normal adolescent pattern involving ob- 
ject investment. It was as though they 
were caught “between objects.” Like- 
wise the two with obsessive-compulsive 
reactions were treated because they 
seemed to respond very well to the in- 
sights gained in the initial interview, 
apparently being ready and willing to 
give up unsatisfactory defense mecha- 
nisms and eager to seek a different, more 
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satisfactory adjustment—again, as though 
their reactions represented a transitory, 
unsatisfactory adolescent defense. 

Because of the difficulty in determin- 
ing whether or not the conflict presented 
was a usual pattern of patient adjust- 
ment or rather the result of adjustments 
necessary in the particular environ- 
mental situation, the differential diag- 
nosis of character disorder and acute 
situational reaction could not always be 
made easily. If during resolution of the 
presenting conflict it was noted that 
pathological defenses were repeated in 
other life situations, a character disorder 
was diagnosed and treatment on a more 
extensive basis was recommended. 

Returning to the entire group, the 
disposition of cases was as follows: 

1. In 25 cases the consultant felt that 
the immediate conflict had been resolved 
and there was either no evidence of a 
serious character disorder (23 cases) or 
the insights gained in therapy were 
being utilized in the life of the patient 
outside the college (2 cases), hence no 
further therapy was recommended. 

2. In 34 cases, the consultant dis- 
cussed the advisability of further therapy 
with the student. 

In 20 of these 34 cases the consult- 
ant suggested that treatment be resumed 
if symptoms should recur in the future. 
In most of these 20 students a mild to 
moderate character disorder had been 
diagnosed and they had gained insights 
which might or might not prove to be 
sufficient to prevent further episodes of 
difficulty. One might presume these stu- 
dents to have had only somewhat more 
severe adjustment reactions of adoles- 
cence than the normal, or adjustment 
reactions involving several areas, rather 
than character disorders. 


In 10 instances the student was re- 
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ferred to Chapel Hill for long-term in- 
tensive therapy or for long-term group 
therapy on an outpatient basis while 
attending school. 

One student (who proved to be psy- 
chotic) was admitted to Chapel Hill and 
advised to withdraw from school. 

In 3 instances the student was advised 
to leave school and seek therapy (1 
admitted to hospital near home; 2 to 
outpatient therapy near home). 

3. In 4 instances, the patient failed to 
return for disposition of her case. 

4. Five students refused therapy (4 
infirmary referrals and 1 counselor re- 
ferral). 

Thus, of the total of 68 students in- 
terviewed, 45 were deemed treatable on 
a short-term basis. 

Basically, the technique of brief psy- 
chotherapy utilized by this therapist con- 
sisted in focusing on the presenting con- 
flict so as to determine the basic drive 
and the defense(s) against that drive. 
Once these were clearly defined it was 
possible for the consultant to interpret 
the defense(s), thus permitting the pa- 
tient conscious recognition of the drive(s) 
against which she was defending and 
hence the reason for the symptomatol- 
ogy at that particular time. The present- 
ing symptoms were thus seen as the 
result of a failure of the various defenses 
to defend against the basic drives of 
hostility, sexuality and dependency, In- 
variably the objects involved were par- 
ents, boy friends or classmates. Al- 
though the consultant felt that the latter 
two were displacements for the first- 
named object, he accepted them as the 
primary object when they were pre- 
sented as such by patients, 

It might be useful to classify the 
various defenses utilized by this group 

of students, in this particular environ- 
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mental setting, against hostility, sexual- 
ity and dependency. 


DEFENSES IN CONFLICTS INVOLY- 
ING DEPENDENCY 


1, Overindependent attitudes and be- 
havior. a) Mothering of classmates. Rec- 
ognizing that “homesickness” has 
other determinants and modes of ex- 
pression, the consultant saw such moth- 
ering as involving primarily the struggle 
of the adolescent against her depend- 
ency wishes. Thus, “treating others as 
one wishes unconsciously to be treated” 
was a favorite defense against depend- 
ency wishes, 

b) Marriage to these patients was a 
sign of independence and thus a denial 
of dependency needs. 

c) Pregnancy, similarly, was a sign of 
independence and maturity, hence a 
denial of dependency needs. 


A freshman was praised for her mature atti- 
tudes in the dormitory because of her assist- 
ance to those girls who suffered homesickness. 
Four days of rainy weather caused her to be- 
come “blue, nervous and unable to study.” In- 
terpretation by the therapist of her failing de- 
fense of identification with the students she 
mothered led the patient to verbalize her great 
homesickness and her fears of being ridiculed 
as her older sister had been when she had 
succumbed to her longings for home. Accept- 
ance of her own dependency wishes and dis- 
cussion with the therapist of ways of gratify- 
ing them in an acceptable manner resulted in 
relief from her symptoms. 


2. Denial of loss or threatened loss of 
object upon whom dependent. A denial 
of the loss or threatened loss of the ob- 
ject until an adequate mourning period 
had been completed, at which time the 
patient could give up the object. This 
seemed to have been the mechanism in 
the depressive reaction diagnosed in 
three cases, 
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A senior’s three-year romance was abruptly 
terminated by her boy friend. She entered 
therapy with complaints of weight loss, inabil- 
ity to study, constant crying and great unhap- 
iness. She verbalized numerous memories of 
blissful love in which there was no hostility 
on her part. During the second interview the 
therapist interpreted to the student her denial 
of loss of her love object despite all evidence 
to the contrary. Following this she verbalized 
her fears of being left alone and enumerated 
the sacrifices she had made for him to pre- 
vent his leaving her. The therapist pointed out 
to her the reality of her situation, which was 
followed by expressions on her part of hostil- 
ity toward him. 

Following this interview, the student began 
eating regularly and dating. Three weeks later 
she talked enthusiastically of her new romance. 
The therapist discussed with her, her attempts 
to maintain a dependent situation by the sup- 
pression of hostility in her previous romance, 
and she was able to cite several instances 
where she had altered this behavior in the pre- 
vious three weeks. They discussed the ssi- 
bility of her needing therapy in the future 
should her difficulties recur. 


3. Regression to attitudes of “helpless 
little girl.” These attitudes—with or 
without school failure—occurred as a 
result of conflict with dependency 
wishes. These students presented them- 
selves to teachers, counselors and others 
literally “crying for help” and thus ob- 
tained considerable gratification of their 
dependency wishes. This resulted in con- 
flict with drives toward independence 
and in considerable hostility toward the 
mothering ones. 

A freshman with the demeanor of a “little 
girl” entered therapy denouncing the coun- 
selors for their interference in her life. The 
therapist pointed out to her, her cry for help, 
with the Suggestion that she had an unconscious 
Purpose in presenting herself to others as help- 
less. This resulted in stories of rescue by her 
Parents on numerous previous occasions and 
of her desire to be with them at this time. The 
therapist then interpreted her anger with the 
counselors as possibly indicating that she also 
Wanted to grow up but that her dependency 


ra were interfering with this goal. They 
Iscussed ways of gratifying these dependency 
Wishes in an acceptable manner. 
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4. Direct demands. This attitude on 

the part of a patient invariably resulted 
in conflict with roommates and in suffi- 
cient unpopularity to force her to seek 
help. 
Rumors that she went out with married men 
and probably had VD resulted in referral of 
one freshman whose demands on her about-to- 
be-remarried mother were cited by the thera- 
pist in leading her to an awareness of how her 
demands for mothering alienated her class- 
mates. The death of an alcoholic father when 
she was 10 years old gave this patient feelings 
of having been cheated in life and of being 
entitled to all she could get. By rendering her 
behavior conscious the therapist was able to 
make her fully aware of the childishness of 
her demands. 


DEFENSES IN CONFLICTS INVOLVING 
SEXUAL DRIVES 


1. Avoidance of sexual situations. a) 
Intellectual activity. This defense is 
characterized by the statement, “Tf Pm 
not a brain, I’m nothing,” a frequent 
defense wherein sexual urges are denied 
and intellectual pursuits become a com- 
pulsive “must.” Failure of this defense 
among treated students eventuated in an 
inability to concentrate, poor grades, and 
even academic failure. It is recognized 
that this defense may well involve oedi- 
pal difficulties in all instances, but in 
many cases it seemed to be only a re- 
sult of the immediate situation. 

b) Search for an external superego. 

1) Regression to attitudes and behavior 
of a “little girl” seemed both to ob- 
scure the patient's own wishes and 
to render her boy friend incapable 
of “taking advantage of her.” 

Rationalization by idealization of the 
father and by depreciation of boys 
in general seemed to express an 
idea that “since boys cannot pos- 
sibly be as mature and as solid as 
father, I need have no fears of be- 
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coming interested in them and so 
do not have to cope with sex.” 

3) Antisocial action leading to adminis- 
trative restrictions seemed to be 
prompted by the philosophy of “pun- 
ishment for a lesser sin to prevent a 
greater sin.” This often accounted 
for repeated violations of rules re- 
sulting in the girl’s being confined 
to campus. The patient, recognizing 
the dangers of a weekend at the 
beach, managed to get herself “cam- 
pused” in order to prevent what “she 
knew” would happen at the beach. 

4) Scholastic failure was used as a 
means of getting home to the pro- 
tection of mother and father. 

5) The “I’m taken” philosophy was ex- 
pressed in several ways: (a) Engage- 
ment or marriage to a boy in serv- 
ice, overseas, or at some distance 
from the student was used as a 
means of denying sexual interest in 
acquaintances or as a protection 
against sexual advances. (b) Engage- 
ment to a homosexual boy in two 
instances was utilized as a direct de- 
fense against sexual drives in the 
patient, who was aware of her 
fiancé’s homosexuality and thus felt 
“safe” in his company. (c) Engage- 
ment to a boy at a nearby college, 
with an understanding of “no sex” 
but with the right to date others 
during the engagement was then used 
as a superego defense while the pa- 
tient was with other boys. (d) Reli- 
gion was used as a defense against 
any and all sexual impulses. (e) 
Pregnancy in one instance involved 
the idea, “Get it over with fast, then 
no more for a year.” 


During 3 interview hours a freshman reported 
having indescribable spells which seemed to 
have been moderate anxiety reactions. Hereto- 
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fore the church had been her ally in hel 
her to avoid indulging in the unbridled ee 
ism she perceived her father to be exp 4 
during his alcoholic sprees, but her recent 
quarrel with church doctrines seemed to leave — 
her at the mercy of her own impulses. Boys 
appeared to be interested in her but only for a 
short period of time and then they left her. 
She invariably spent her dating time discussing 
her plight in reference to her father just as 
she had in the interview situation. The thera- 
pist pointed out to her, her “little girl” attitudes 
as being a defense against certain impulses 
which her belief in the church formerly held 
in check. Following this she equated her 
father’s drinking behavior with promiscuity 
and verbalized her fears of succumbing to 
these impulses. A frank discussion of her sex- 
ual urges and acceptable ways of oan 
them followed. The therapist discussed wi 
her the possibility of her needing further ther- 
apy in the future. 


2. Deliberate involvement in a sexual 
situation but “not all the way.” a) Het- 
erosexual petting within defined limits 
was the most common defense among 
the girls studied. These limits are de- 
fined on an intellectual basis in most 
instances but may be defined by experi- 
ences, The fear of “going all the way” 
occasioned considerable anxiety but in 
the environmental situation at this col- 
lege it also seemed to force much nar- 
rower limits than desirable. i 

b) Operating on the perimeter of the 
“beat” group worked well so long as 
the student was primarily an observer, 
but when the threat of active participa- 
tion became a probability, considerable 
anxiety was engendered. The following 
is an example of deliberate involvement 
in a sexual situation but within defined 
limits: 


When it became imperative that she partici- 
pate in the “beat” group activities in which sl 
had been involved as an observer, one studen 
became panicky and reported the group activi- 
ties to the police. An interpretation of her de 
fense by the therapist led her to verbalize her 
sexual urges and her fears that she might “g0 
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all the way.” Therapist and patient then dis- 
cussed more acceptable modes of gratification. 


3. Impulsive, explosive, homosexual 
activity. This was seen in two cases, and 
although the situation contributed to its 
development, the therapist diagnosed 
basic character disorder, and further 
treatment was recommended. 


4. Deliberate overt homosexuality. 
Present in three patients, this was an 
incidental finding on the part of the 
therapist. There was no desire on the 
part of the student to change. 


5. Deliberate heterosexual activity. 
This behavior on the part of the patient 
resulted in ostracism by the group, and 
her consequent attempts to control the 
activity created anxiety. These were 
basically character disorders and treat- 
ment was recommended in each case. 


CONFLICTS INVOLVING HOSTILITY 


In cases where hostility was a by- 
product of the presenting conflict, it was 
released in the interview situation and 
was not dealt with directly. In other 
cases defenses against aggression were 
an integral part of the personality and 
could not be said to be peculiar to the 
Situation. The college milieu, however, 
required a greater than usual control of 
aggression, thus rendering the usual de- 
fenses less than adequate, with result- 
ant anxiety. Therefore, in the course of 
treating the immediate anxiety the con- 
sultant felt that many of the girls in this 
category utilized their therapeutic €x- 
perience to effect rather far-reaching 
alterations in their usual mode of deal- 
ing with hostility. In general, the de- 
fenses were basically what one might 
See under any circumstances. 
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1. Conscious superego control. These 

girls were aware of their hostility but 
because of the situations were unable 
to express it adequately. 
To fulfill a requirement for her degree, one 
senior had to live in a special setting. The 
duties this entailed limited her “independence” 
and engendered rather great hostility toward 
teachers and the administration. The interview 
situation afforded her adequate opportunity 
for ventilating her hostility and gave her some 
insight into her over-all aggressivity and her 
usual reaction to frustration. 


2. Denial, reaction formation, ingra- 
tiation, submission. In each case, identi- 
fication of the conflict and the mode of 
defense eventuated in attempts on the 
part of the student to alter her way of 
dealing with hostile aggression, but fur- 
ther therapy was recommended in most 
instances. 


3. Displacement usually involved dis- 
placement from the parents to class- 
mates or teachers. Recognition of this 
displacement and ventilation of hostility 
toward the parents afforded considerable 
relief, In most instances inadequate res- 
olution of parental relationships was 
evident and further therapy was recom- 
mended. 


4. Turning against the self would 
often appear to be a reason for aca- 
demic failure in college. The student’s 
inability to direct her hostile wishes 
outward would seem to have been due 
to a long-standing prohibition of aggres- 
sive behavior. Clarification of this par- 
ticular difficulty in this particular setting 
afforded the therapist insight into the 
student’s need for more complete under- 
standing of this difficulty, thus indicat- 
ing the advisibility of further therapy. 


5. Reversal of affect. When dealing 
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with classmates this proved to be an un- 
workable defense in most of the girls 
and resulted in considerable anxiety in 
the situation of close dormitory living. 

The immediate conflict in most situa- 
tions was readily ascertainable and the 
mode of defense obvious. The inability 
to express hostility in most life situations 
rendered it necessary that the girl rec- 
ognize this as a problem for her and 
that future therapy might be indicated. 


6. Obsessive-compulsive activity. The 
two patients diagnosed as obsessive- 
compulsive on initial interview were 
seemingly struggling with hostile drives. 
They seemed to be reverting to earlier 
techniques of handling hostility in this 
new situation. Each was ready and will- 
ing to give up this defense and was able 
to do so; however, the underlying per- 
sonality structure of each necessitated 
a recommendation that further therapy 
be undertaken. 


7. Projection. This defense was uti- 
lized by two Negro girls attending the 
college under a limited integration pro- 
gram. It was the consultant’s feeling 
that this was an accentuation of the 
racial-culture defense in this particular 
environmental situation. 


During three interviews a colored freshman 
ventilated her feelings of resentment against 
her classmates for their attitudes toward her. 
In the original interview the projective mech- 
anism was very evident, but as verbalizations 
proceeded she was able to discuss her own 
feelings of inferiority, her sexual difficulties, 
and her feelings toward her own race. The 
last-named subject occupied the final interview 
wherein she spoke of her unwillingness to pio- 
neer the integration program inasmuch as it 
required behavior from her quite opposite to 
her wishes. Her acute awareness of her in- 
feriority feelings rendered her conflict under- 
standable. She felt she was carrying the burden 
for her race and thus cast in a role she did 
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not desire or welcome. Once the displacement- 
projection defenses were eliminated ‘she was 
able to deal with this conflict on a conscious, 
rational basis. The advisability of her receiv. 
ing further therapy each academic year as a 
supportive measure was discussed. 


8. Direct expression—no_ defense. 
This acting out of hostile wishes resulted 
in ostracism and a wish on the part of 
the student to alter the mode of be- 
havior. Deeper conflicts were recognized 
and further therapy was recommended. 


COMMENT 


The situation at this particular college 
is somewhat unique in two respects: 
First, almost all students live in the 
dormitories, and, second, the “honor 
system” is used. These two factors re- 
quire more than usually responsible and 
mature social behavior from the stu- 
dents. The students come from the en- 
tire eastern part of the United States, 
and for most of them it is their first 
“away from home” experience. They 
utilize college as a way of separating 
from their parents and finding new ob- 
ject identifications. Thus, denial of de- 
pendency in the usual adolescent pat- 
tern of abrupt swings from independent 
attitudes to dependent attitudes becomes 
an important consideration, To main- 
tain status in the group it is essential 
that a student present herself as a ma- 
ture, independent being without child- 
ish ties to the parents. This abrupt and 
consistent demand may well eventuate 
in the erection of unworkable defenses 
against even acceptable dependency 
needs. Likewise, the need to maintain 
Status in the group results in hasty ere 
tion of defenses against sexual and hos- 
tile drives. 

It would appear that the girls have 
group discussions wherein patterns of 
sexual activity are delineated. Three 
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such action patterns are: 1) “necking,” 
which is defined as any erotic activity 
from the neck up; 2) “petting,” which 
includes several subcategories such as 
“feeling the breasts” and “feeling below,” 
with differentiation between this activity 
“through the clothing” or “under the 
clothing” and “petting to climax,” which 
is sometimes accomplished by mutual 
masturbation, although no actual pene- 
tration is allowed; and 3) “going all the 
way,” in which actual intercourse is 
accomplished. It is my impression that 
the girls tend to understate their own 
limits, which may be in marked contrast 
to boys, who might tend to overstate 
their experiences. This rather rigid code 
of sexual activity is possibly a deter- 
mining factor in subgroup formation— 
thus placing considerable strain on the 
defensive systems of some of those 
whose general interests and activities 
make it desirable that they belong to a 
particular subgroup but whose sexual 
urges and experiences render their status 
in this group vulnerable. 

_ The close dormitory living and rela- 
tive scarcity of individual quarters ren- 
ders the control of hostility on the part 
of the students a “must” to maintain 
status in both the larger groups and the 
subgroups. This renders the defenses 
against hostility less adequate than in 
ordinary situations. 

The failure of the defenses against 
dependency, sexuality and hostility to 
protect the individual results in rather 
severe, acute anxiety which interferes 
with the student’s activities and threat- 
ens her status in the group. She is thus 
highly motivated for treatment, eager 
and willing to give up her unworkable 
defense system and to discover accept- 
able ways of dealing with her impulses. 
The psychiatrist is in a unique position 
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inasmuch as he does not have direct con- 
nection with either the college adminis- 
tration or with the parents. As a sympa- 
thetic, permissive and understanding 
adult who accepts the student's impulses 
as both normal and understandable, he 
can perform an invaluable service. The 
student’s high intelligence and ability to 
grasp abstracts renders the presentation 
of the anxiety-producing conflict as part 
of an impulse-defense system readily ac- 
ceptable and understandable to her. She 
is subsequently capable of a realistic 
search for adequate and acceptable 
modes of gratifying these impulses. 


ADDENDUM 


On December 18, 1959, a follow-up 
study was attempted on all 68 patients. 
The procedure was 1) to contact the ad- 
ministration of the college for the where- 
abouts of each girl; 2) to contact the 
current consultants as to their knowl- 
edge of students who had sought further 
therapy; and 3) to send a questionnaire 
to each girl. 

The inquiry directed to the adminis- 
tration yielded the current address of 
the student and her current status— 
whether she had graduated, was still in 
school and doing creditable work, had 
transferred to another school, or had 
returned home. The consultants specified 
the students who had returned for fur- 
ther treatment, giving their diagnosis 
and/or disposition in each case. The 
questionnaire sent to each student con- 
tained the following questions: 


1. Do you feel your interview(s) were effective 
in relieving your difficulties at the time you 
sought assistance? . 

2. Do you feel your interview(s) helped you 
in your over-all adjustment to life? 

3. Have you considered seeking further psy- 


chiatric help? 
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This follow-up study gave “intimate 
knowledge” about the status of 17 girls. 
Two were institutionalized, 2 in analy- 
sis, 3 in group psychotherapy, 3 on a 
waiting list for therapy; and 7 had seen 
consultants currently at the college. 
“Considerable knowledge” of 13 others 
was obtained from personal replies to 
the questionnaire and from information 
given by the administration. Finally, 
“minimal knowledge” was provided by 
the administration of the college on 21 
students, while “no knowledge” was 
available for 17 students. 


Diagnostic Categories for 68 College Women 
Treated in the Academic Year 1958-59 and 
Follow-Up 12/18/59 


Psychosis (both institutionalized) 
Psychoneurosis 
Obsessive-Compulsive: 
INO Knowledsé 2. ees cee 1 
Graduated Phi Beta Kappa ........ 1 
Depressive Reaction: 

Married and attending graduate 
school but dissatisfied with treat- 
ment 

Married, graduated from nursing 
school, saw consultant this year, 
still somewhat depressed 

Continues to see consultant at college 
on one-time-weekly basis 

Graduated from college. No other 


SMLOMMEUOI eee A ra ear cue. 2 
Conversion Reactions: 
Bits GAINEA Eon ohn a na ioa ars, 09.030 0 2 


Married, child, says she is well satis- 
fied, no problems 
Seen by present consultant, treatment 


unacceptable to patient ......... 1 
NO knowledge: is teatas + coe sae 1 
Personality Trait Disturbance ........... 31 

In group psychotherapy ............ 3 
On waiting list for individual treat- 

MONE Tee ies cewecegsecerwveruce 3 
Seen by present consultant for further 

short-term treatment ............, 4 


Response to inquiry letter states inter- 
view helped with immediate problem 
and over-all adjustment, with no need 
for further psychiatric help ........ 4 

Response to inquiry states interviews 
did not help with immediate problem 
and over-all adjustment, has con- 
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sidered further help although she has 
not sought it 


Graduated from college ............ 3 

Returned to college and doing credita- 
VRID EMTS alert yale sos iess 0 iaa wale 2 

INGIRNOWIEGRO a anase ee cine cae 11 


Acute Situational Adjustment Reaction ...23 
Says interviews solved conflict for which 
she sought help and assisted in over- 
all adjustment to life, with no need 


for further psychiatric help ....... 6 
In college doing creditable work; gradu- 
ated from college; married and re- 
ported as not having seen current 
consultant and not in individual or 
group treatment ...............+ 13 
No knowledge ...............00005 4 


SUMMARY 


This paper is derived from the study 
of 68 college females referred to the 
student health service of a women’s col- 
lege for psychiatric evaluation during the 
academic year of 1958-59 and concerns 
methods for determining which patients 
are suitable for brief therapy and which 
require more prolonged, intensive ther- 
apy. Briefly, this determination consists 
of focusing on the presenting conflicts to 
determine the impulse, the object, and 
the defense utilized. If the conflict is the 
result of a current situation, or the re- 
sult of normal active adjustment reac- 
tions of adolescence, brief psychother- 
apy can be effective in resolving it. 
Should the conflict involve pathological 
defenses which seem to be an integral 
part of the character structure, further, 
more intensive therapy is recommended. 

In those cases selected for brief psy 
chotherapy, the conflicts emanating from 
dependency, hostility and sexuality are 
particularly emphasized. The technique 
involves focusing on the impulse while 
the object presented is accepted êS 
though it were the primary object. The 
defense against the impulse is identi- 
fied. Once the impulse-defense system 15 
identified and the focal conflict 1$ 


~ DISCUSSION: SAMUEL PEARLMAN 


known, interpretation of the defense 
leads to conscious realization of the 
drive being defended against. The im- 
pulse is then accepted by the therapist 
and the patient is permitted to discuss 
means of gratifying this drive or impulse 
in acceptable ways, without utilizing the 
pathological defenses which had been 
failing. Once relieved of their acute anx- 
iety, and having had their impulses ac- 
cepted, the students seem to be able to 
resume their growth and development 
toward their ultimate potential. The sim- 
ilarity of the various defense systems in 
the girls permits categorization. 


DISCUSSION 


SAMUEL PEARLMAN, PH.D.:* Today, 
almost 31 per cent of the age group from 
18 to 21 years of age is in college—a 
total of 3,450,000 young men and 
women. By 1970, according to the pro- 
jections of the U.S. Office of Education 
and the Bureau of the Census, 44 per 
cent of the 14,500,000 individuals in 
this age range (or approximately 
6,440,000) may be expected to be in at- 
tendance at institutions of higher learn- 
ing. Along with this development is the 
likelihood that these young people will 
be derived from a much broader popu- 
lation spectrum than that prevailing for 
college and university students up to the 
present time; and that in a decade we 
will be seeing college students in con- 


~ © siderably larger numbers from social 


groupings which have not in the past 
had an open channel or as strong an 
urgency for an upgraded educational 
Status. 

What I wish to point out here is that 
expanding opportunities for advanced 
academic training will serve in time to 
eee 


“Brooklyn College, Brooklyn, New York. 
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conform the college population to a pat- 
tern which will correspond more nearly 
to the actual sociodemographic patterns 
of the general population. This is in line 
with the democratic trends of our so- 
ciety and will help to make available 
in our national development manpower 
resources hitherto largely untapped. Yet 
it needs to be pointed out that, in mental 
health terms, this “population explo- 
sion” in higher education will bring with 
it a requirement to attend more vigor- 
ously to the emotional problems of late- 
adolescent students. The significant form 
in which this requirement will be met a 
decade from now is not readily predicta- 
ble, but a trend toward the integration 
of psychological services into the struc- 
ture of the colleges and universities as 
a means of forestalling manpower losses 
is already manifest. 

Let us see whether we cannot place 
Dr. Speers’ present circumstances into 
their appropriate context. The Women’s 
College at Greensboro is a relatively 
small educational institution to which 
has been made available, by special ar- 
rangement, an off-campus resource for 
mental health consultation. In being con- 
stituted the psychiatric consultant, Dr. 
Speers has not thereby become a regular 
member of the instructional staff and ap- 
parently has not been accorded a formal 
faculty status. I would estimate, on this 
basis, that the arrangement here made at 
the Women’s College represents a devel- 
opment which is relatively new but has 
the potential for growth. Throughout the 
country there are no more than 35 col- 
leges or universities which have a part- 
time psychiatrist as a mental health re- 
source, and about an equal number have 
a full or partial psychiatric team. The 
latest survey indicates that out of 1100 
institutions only 16 maintain for stu- 
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dents the services of a psychiatrist, a 
psychologist and a social worker on a 
full-time basis. About the same number 
provide partial teams of this type, for 
the most part with a full-time clinical 
psychologist or social worker. 

At the moment, Dr. Speers’ position 
is not an integral part of the institutional 
structure of the Women’s College, to a 
point at least where his services are con- 
sidered essential to the educational ob- 
jectives of the College. I am impressed, 
of course, with the fact that he is ac- 
cepted on campus for the valuable serv- 
ice he is rendering, but it would appear 
that his position is peripheral to the 
main round of institutional activity and 
that his acceptance is more dependent 
on the positive person he is rather than 
on the prime need for psychological 
service in principle. This is all to the 
good, however, in the sense that most 
institutions tend to go through a pro- 
gressive development before the prof- 
fered service is considered essential to 
the furtherance of academic goals. 

Certain questions arise in the reading 
of Dr. Speers’ paper which require our 
attention: 


(1) By and large, Dr. Speers’ tasks were in the 
areas of diagnosis and disposition, rather than 
the area of treatment. There is no doubt in 
my mind that what he accomplished here could 
be described as a part of a psychotherapeutic 
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process; but there is much in both direction 
and procedure that lends itself to further dis- 
cussion. “Brief psychotherapy” is indeed brief- 
ly presented, and its uniqueness is dependent 
on nothing more than the very limited time 
available for student contacts. If there is any- 
thing special in its philosophic and applied 
framework, then it falls to Dr. Speers to de- 
lineate more precisely the methodology he uses 
and to test more patently the objectives under- 
taken in his project. 

(2) For the most part, all the student refer- 
rals were initiated by the students themselves. 
None was noted as coming from the class- 
room teaching staff or from the administra- 
tion—a fact which may reasonably raise a 
query of faculty understanding and acceptance 
of his program. What relationships were de- 
veloped by Dr. Speers with the instructors of 
the students for whom he was accomplishing 
his therapeutic work? Moreover, the point is 
made that the availability of psychiatric con- 
sultation was a matter of common knowledge 
on the campus. How, indeed, did this come 
about? The impact of this knowledge is not 
to be determined alone from the 41 self-refer- 
rals, since no information is presented that this 
knowledge did not act as a deterrent to other 
students who may have recognized their need 
for personal assistance but who were reluctant 
to have themselves labeled as “psychiatric 
cases.” It would have been of interest had Dr. 
Speers discussed his public relations efforts on 
campus. 

(3) Most institutions have encountered prob- 
lems in handling the highly personal informa- 
tion given by their students in the course of 
psychotherapy. It would have been profitable 
to others had Dr. Speers outlined his institu- 
tional policy in the management of his confi- 
dential records, Are these records his profes- 
sional property solely, or are they made avail- 
able, with or without specified conditions, tO 
others on the college staff? 


DIAGNOSTIC ASPECTS OF PSYCHIATRIC 
HOSPITALIZATION OF CHILDREN* 


DONALD S. GAIR, M.D.,t AND ANN D. SALOMON, Ph.D.+ 
Child Psychiatry Unit, Children's Ward, Massachusetts Mental Health Center, Boston 


Twelve emotionally disturbed children were studied prior to and during psychi- 
atric hospitalization lasting three months or longer. The children went home 
every weekend. Accentuation of fears and conflicts about separation and in- 
crease in expression of ambivalence in both parents and children were promi- 
nent emotional reactions. Comparison of behavior on the ward and at home 
showed the child’s capacity for change and clarified parental involvement. 


These effects of the process clarified diagnosis and facilitated treatment. 


We Is A REPORT of a study of some 
of the emotional effects observed in 
children and their parents before and 
during psychiatric hospitalization of the 
child. The study centers on the elucida- 
tion of the emotional dependence be- 
tween parents and children in relation 
to the presenting difficulties. The find- 
ings will contribute to the clarification of 
the indications for admission to residen- 
tial centers for emotionally disturbed 
children. 


INTRODUCTION 


This work was done in a psychiatric 
ward which is part of a research and 


* R; 
Presented at the 1960 Annual Meeting. 


training child psychiatry unit. Patients 
selected in the outpatient clinic are ad- 
mitted to this ward for intensive treat- 
ment for periods of several months to 
two years, usually with continuing treat- 
ment after discharge. The study reported 
here was restricted to the first three 
months of the hospitalization of twelve 
severely disturbed children. This is not 
a comprehensive account of the com- 
plex phenomenon of hospitalization but 
a study of the emotional effects of sepa- 
ration of the child from the family. 
Residence on the ward is limited to 
five days each week. The assumption 
was made at the outset of this study 
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that admission to the hospital and the 
repeated separation on weekends would 
disrupt habitual emotional patterns be- 
tween parents and child. The effects of 
this disruption were expected to aid the 
study of emotional interdependence of 
parents and child. The process of react- 
ing and adapting to this situation, from 
the time of recommendation for admis- 
sion through the first few months of 
hospitalization, has been studied with 
certain questions in mind: particular 
sensitivity to separation in child and 
parent; their way of handling emotional 
conflicts pertaining to separation; the 
child’s response to the new setting of the 
hospital and particularly his capacity to 
forego some of the pathological emo- 
tional gratifications which were derived 
from relationships at home. 

In short, it was our expectation that 
the process of hospitalization which 
these families experienced would effect 
an emotional reaction characteristic of 
the children and parents as well as cer- 
tain aspects of their relationship. Their 
treatment would be affected by this ex- 
perience, either as a problem or as a 
favorable opportunity for therapeutic 
use. The initial months of hospitaliza- 
tion in this study are a segment in the 
long-term treatment of the children, 
which continued after discharge. What 
we will describe and discuss in this 
paper is the nature of the emotional re- 
actions to this particular hospitaliza- 
tion procedure, emphasizing separation 
by the planned weekends home. 


SETTING AND PROCEDURES 


Setting. This study took place in the 
Children’s Ward of the Child Psychiatry 
Unit, Massachusetts Mental Health 
Center, a treatment and research center 
of the Massachusetts Department of 
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Mental Health and the Department of 
Psychiatry of the Harvard Medical 
School. The children’s ward opened in 
December of 1955 as an adjunct of the 
outpatient child guidance clinic. Pa- 
tients are hospitalized only after study 
in the clinic. The five-day week was in- 
stituted in April of 1957. The average 
stay is less than a year, though there are 
usually one or two children among the 
ten to twelve in residence who stay 
longer. Referrals come from doctors, 
schools, agencies and clinics in the Bos- 
ton area. The ward is under the direc- 
tion of a child psychiatrist (co-author of 
this paper). It is staffed by nine nurses 
and attendants and an occupational 
therapist, unusual in the level of their j 
interest and their capacity for responsi- 
bility. They are free to discipline and ex- 
press affection as surrogate parents. The 
patients’ records are open to them, and 
the work of the doctors and social work- 
ers with children and parents is inte- 
grated with the ward’s work through 
four clinical staff meetings each week 
The children’s ward activities, which are 
scheduled and supervised, include 
household chores, occupational therapy, 
tutoring of certain children, play pe 
riods and outings. Some children atten® 
neighborhood schools. 


Selection of patients. At the time O° 
the study the age limits for the ward 
were 4 to 13 years. All children to 9% 
admitted had to be living at home at the 


time, and the families had to be able to 
continue to care for the child at home 
on weekends. Limitations in diag 
categories accepted were only 
known mental retardation or Org 
brain disease. Clinical characteristics © 
tablished during outpatient diagnos 
study served as criteria for selection: 
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1) Imminent crisis indicated by parents’ or 
teachers’ statements that they could not con- 
tinue to cope with the child. 

2) A rigidity of parent-child relationship sug- 
gesting poor or slow results with outpatient 
treatment. (In some cases an unsuccessful 
period of outpatient treatment at this clinic 
or elsewhere had taken place.) 


There were 12 children in this study, 
ten boys and two girls, ages 6 to 13. 
All came from homes having a father 
and mother and at least one sibling. 
These were the children admitted to the 
ward between June 1958 and July 1959, 
inclusive. Their presenting problems 
were: 


ex acute psychotic episode in a 6-year-old 

o7 

—Shyness and inhibition in school work and 
eig behavior in a stammering 13-year-old 
gir 

—Extreme stubbornness, shyness and inhibi- 
tion at home and school in a 9-year-old girl 

—Paranoid thinking and provocative behavior 
in a socially withdrawn 12-year-old boy 
with a paranoid mother 

—Hyperactive and unmanageable behavior at 
home and in school in four of the boys, 
one each of 6 and 7, and two of 8 years 

—Inability to separate from the mother or to 
leave home without severe anxiety in four 
boys (two 8, one 10, and one age 13 who 
was also critically obese) 


Although some of these children were 
occasionally antisocial in their behavior, 
none of this group was regarded by the 
community as delinquent. 

The major motivation in the clinic 
referral was from outside the family for 
three of the children in our group. The 
other nine families were all seriously 
disturbed over the child's difficulties. 
Five of these families would probably 
have had the child out of the family 
within weeks of the time of our recom- 
mendation of hospitalization whether or 
not our ward was available and regard- 
less of outpatient treatment opportunity. 
Three would most likely have gone to 
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other psychiatric wards, and two would 
have been placed through social agencies. 


Procedures. Several points in the di- 
agnostic and admission procedures re- 
quire emphasis. After the diagnostic in- 
terviews a conference was held with the 
parents in which hospitalization for an 
indefinite period was recommended. A 
second conference several days later was 
arranged for the parents to give their de- 
cision. This delay was used to accentu- 
ate continuing parental responsibility in 
the decision and during the period of 
hospitalization. In every case there was 
a preadmission period of two weeks, 
during which mother and child were in- 
terviewed four times after the date of 
admission had been set. During hospi- 
talization all mothers were seen weekly, 
children several times weekly. Some 
time after admission six of the fathers 
in this group began weekly interviews 
with a social worker. 


Data and methods of analysis. The 
results to be presented here are derived 
from 12 intensive case studies. Before 
the first child in this series was ad- 
mitted, the procedures which have just 
been described for the recommendation, 
the prehospitalization period, and the 
admission, visiting and weekend rou- 
tines had been standardized, and the 
clinic staff had become accustomed to 
the details involved. 

The main data of the study are from 
the psychiatric and social work inter- 
views and from written observations of 
the children by the ward staff. Knowl- 
edge of the ward milieu was based on 
daily ward rounds and on the many un- 
scheduled visits required in the work of 
both authors. In addition, two sets of 
ward observations covering a full day 
each were made at an interval of months 
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by one of the authors. Since the ward 
staff was relatively permanent and had 
been working closely together for over 
a year, the routines and philosophy of 
the ward were well established and the 
children came to an environment which 
was stable and consistent. The psychia- 
trists, in their handling of the preadmis- 
sion interviews with the children, 
brought up the coming admission of 
each child when the child himself did 
not. The overt material concerning the 
coming separation varied considerably 
among the patients. The social workers 
in their preadmission interviews with 
the mothers paid special attention to a 
number of issues concerning separation 
and the special emotional investment of 
parents in the patient. A list of topics 
was covered as fully as possible without 
formal structuring of the interviews. Pre- 
hospitalization data were thus provided 
as a basis for the clinical formulations 
of each case to be compared with post- 
admission material. It is viewed as a 
limitation on our data from this period 
that the fathers were not already being 
interviewed regularly. 

After admission of the child, the 
mothers, and later the fathers who were 
seen, discussed in their weekly inter- 
views the behavior of the child in the 
family at home on weekends. Observa- 
tions of ward behavior were recorded 
daily for the first three weeks of a 
child’s stay on a form which was the 
same for each child, After the first three 
weeks this form was filled out weekly 
and was supplemented by specific in- 
dividualized forms based on all preced- 
ing material. Each child was assigned 
to two ward staff members who worked 
different hours and each of whom filled 
out the full form. Every ward staff mem- 
ber filled out the special form on each 
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child in order to provide as complete a 
check as possible on specific changes as 
they seemed to occur in the child. Ward 
observations were amplified in regular 
discussions with the authors. 

As a first step in analysis of the data, 
clinical formulations of each case were 
made for the period up to admission. 
Each formulation included a statement 
of the presenting problem, the relevant 
social history, description of family at- 
mosphere, description of the significant 
behavior of the child, and assessment of 
strengths of child and parents. A final 
statement was then drawn up concerning 
the nature of the pertinent conflicts in 
child and parents, the personality or- 
ganization of the child, and the nature 
of the emotional interdependence be- 
tween parents and children noted at that 
time. 

All the material was analyzed for evi- 
dence of their reactions to the recom- 
mendation, the fact of hospitalization, 
the course of adaptation to the ward, 
and the weekly coming and going home. 
The changes to be seen in the child’s 
symptomatic behavior on the ward and 
the interaction of parents and child dur- 
ing visits and on weekends were studied, 
with special emphasis on the reactions 
of the parents to changes in the child. 
Summaries were made for each case for 
each of these topics. After the initial 
impressions from this analysis of the 
data were formulated, each case was re- 
studied for the evidence relevant to each 
generalization made. Evidence was as- 
sessed in the context of the clinical for- 
mulations, rather than by the coding and 
counting of items of reported behavior 
and experience. The material used 1 
this paper consists of gross changes 10 
behavior and clear, direct expressions of 
feeling and fantasy. In drawing conclu- 
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sions about the effects of the hospitali- 
zation, we have attempted to remain 
close to the empirical data. 


CASE SUMMARIES 


We shall summarize five cases and 
discuss certain findings from them and 
the other seven cases, The major findings 
to be demonstrated are in the areas of 
fantasies and fears about separation, ex- 
pressions of ambivalence, symptomatic 
change, change in family relationships. 


Case 1, David, age 6. The admission 
and separation demonstrated one mean- 
ing this boy had for the mother—he rep- 
resented her own feared aggressive im- 
pulses. This prompted her to incessant 
attempts to maintain control over him. 
The boy’s capacity for change and sepa- 
rateness was contrasted with his moth- 
er’s inability to moderate her behavior 
with him. His regression complemented 
her overcontrol when they were to- 
gether. 


At the time of admission David was 6 years 
old, the older of two boys. His mother brought 
him for treatment because he was hyperactive, 
Unmanageable, stubborn and babyish. He 
Would impulsively hit both his younger brother 
and his parents and other adults. Prior to ad- 
Mission he was repeating kindergarten because 
of his immaturity. His father had heart dis- 
ease and had been absent from the home dur- 
ing several prolonged hospitalizations. He 
could not work full time. To maintain them- 
Selves financially in a respectable suburban 
community, it had been necessary for the 
aant to accept help from both their families. 
z e mother felt overwhelmed by the total re- 
‘Sorapentd of the family. Both parents were 
ad le to be firm, gave in to David's demands, 
hss undermined each other's promises Or 
dae ts of punishment. The mother dressed and 
gainer David as though he were a much 
for teat. incapable of doing these things 
oie was small and frail looking, with a 

yish way of talking. In interviews with his 
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doctor before admission he teased, was de- 
manding and constantly active. In his play with 
dolls and toys he revealed destructive fantasies 
directed at his mother, In the first preadmis- 
sion interviews his play was a combination of 
messing and spilling, restless shooting and tak- 
ing things apart. He was concerned with bang 
arrested and locked up for hurting people 
wishing to kill. He alternately pictured him- 
self coming to the hospital by ambulance and 
going to boarding school, but he agreed he 
was somewhat afraid of coming and being 
locked up. He insisted that he would not miss 
his family. 

The mother and father accepted the recom- 
mendation immediately but worried about it 
continuously after that. The father felt that 
David needed trained people to manage him, 
but he worried about the possible duration of 
hospitalization. The mother expressed hesita- 
tion and anxiety with a question as to how 
sick he was, but she did feel that his disturb- 
ance was affecting his little brother who, she 
said, was copying him. She described David as 
an unpredictable “Dr. Jekyll and Mr. Hyde” 
and said the family was just hanging on “until 
the hospital takes over.” She anxiously con- 
cerned herself with the physical preparations 
for his admission. 

At the admission David greeted his doctor 
warmly, then behaved very independently, g0- 
ing to the ward with no show of emotion at 
the parting. The first day, his mother decided 
she could not visit that week because of the 
dangerous influence she would have on him, 
but in a few days she shifted back to her fear 
of David's influence on his brother; some weeks 
later she spoke similarly of the ward patients’ 
malign influence on David. Her anxiety was so 
great that she could not express feelings of 
either loss or relief after the admission, and 
she continued her preadmission control of his 
medical care by taking him to doctors and 
dentists on weekends and bringing medicines 
to the ward for him. 

David, on the other hand, more explicitly 
than some of the children, followed a clear se- 
quence in his adjustment to the weekend com- 
ing and going. The first day he denied any 
feelings. For the first two weeks he proclaimed 
he was never coming back, he was going to 
his grandmother’s house, or home, and would 
never come back. In the third week he said 
he would stay on the ward five years and then 
never come back. It was during the fourth 
week that he first began to talk of missing 

during the fifth 
week he stated the facts simply—that he would 
go home on Friday and return Sunday. From 
then on he more consistently accepted his stay 


450 


on the ward while also expressing the fact that 
he missed home. 

At the beginning, David's babyishness, im- 
pulsive hitting, and stubbornness were mani- 
fest on the ward. He provocatively ignored 
members of the ward staff when they spoke 
to him. He shrank from physical —- = 
outings, complained that his clothes were being 
borrowed, and was acquisitive and greedy. Fol- 
lowing the fifth week and coincident with his 
acceptance of his stay at the hospital, his be- 
havior began to change. He stopped his baby 
talk and accepted the physical challenge of 
sports, although he was still fearful. He began 
to give up excessive concern about which 
clothes were his and became less acquisitive. 
His turning a deaf ear to adults also diminished. 

During the first three months after admis- 
sion, the mother persisted in attempts to min- 
imize the ration of David from her con- 
trol. She made frequent phone calls to the ward 
about details of his diet and clothing and con- 
tinued her pattern of taking him frequently 
to doctors and dentists when he was home on 
weekends. During these weekends she and the 
father continued to demonstrate their ineffec- 
tiveness in limiting and controlling David. His 
behavior on weekends a tly remained 
much the same as it had been at home before 
admission. Furthermore, each time his mother 
arrived on the ward to visit him, he resumed 
much of the behavior that characterized him 
when first admitted to the ward. The mother’s 
behavior with him was the same as she re- 
ported with him at home. For example, she 
hovered over him and dressed and undressed 
him, although she was told by the ward staff 
that he could dress himself, and she persisted 
in this even after they arranged pointedly for 
her to observe him doing it. 


Case 2, Susan, age 9. This girl’s ca- 
pacity for growth was striking on her 
admission to the hospital and was main- 
tained despite little change in her par- 
ents’ attitudes. Hospitalization did, how- 
ever, bring out transient acknowledg- 
ment of underlying positive feelings in 
both parents for the child. 


Susan was just 9 when she entered the ward. 
She was the second of four adopted children 
in a physician’s family, having an older brother 
and a younger brother and sister. Referred by 
a school counseling service, she came because 
she had always been fearful and withdrawn in 
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school and was not doing well. Her mother 
regarded her as “mentally retarded,” dull, um 
interesting, bossy, mean and stubborn. Ak 
though she had a number of girl friends her 
own age with whom she played happily, if 
bossily, at home she was rebellious and nega- 
tivistic. The mother in this tense family felt 
very unsure of her husband's interest in her- 
self and felt competitive with him in her man- 
agement of the children, while insisting to the 
social worker that she was a depriving, rigid 
mother. Both parents were devoted to the first 
son, admiring his accomplishments. The father 
felt Susan was more like him, but both were 
disappointed in her and were firm in the be- 
lief that she was unworthy. She was singled 
out for disciplining more than the others. 

Susan, in both the diagnostic interviews and 
the prehospitalization period of two weeks, was 
inhibited and negativistic, though showii 
some preference for having choices offe 
rather than forced. Just before admission she 
became slightly friendlier with her woman 
therapist and smiled spontaneously when the 
therapist lost out in a game. She knew of the 
hospitalization but refused to discuss it. Her 
mother reported that Susan’s only concern 
was what toys would be there and what she 
should pack. The mother, prior to the recom- 
mendation, had described Susan’s behavior and 
her own feelings toward Susan and about her- 
self as a mother in extremely negative terms. 
Upon accepting the recommendation, she felt 
that Susan would have “no reaction” to it be- 
cause she was selfish and unfeeling. At the 
next interview, however, she began to be con- 
cerned about what friends Susan would have 
and about the adequacy of the food, consider- 
ing Susan’s likes. Finally, she spoke more posi- 
tively of Susan’s friends and how she kept 
busy all the time. 

Susan accepted the admission procedures 
very quietly, shyly at first, though taking part 
in all the ward activities and apparently enjoy- 
ing them. She seemed to appreciate not being 
pushed and did not show signs of missing 
home. Her parents, however, found the admis- 
sion procedures very upsetting. Her father re- 
ported that he was near tears when he left her, 
and her mother said she was sad and upset and 
was surprised to find herself so. A few days 
later the mother expressed her guilt to her 
social worker and her doubts about leaving 
Susan in the hospital. In the same interview 
she described the relief felt at home and how 
peaceful and happy everything was there. She 
also showed anger that Susan liked it on the 
ward, bringing out her jealousy of the nurses, 
and briefly described Susan in positive terms- 
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Overall, she denied her positive feelings and 
emphasized how good the hospital was and 
how bad her home was. 

Susan shifted dramatically in her interviews 
with her therapist, beginning with the first day 
on the ward. She expressed her feelings with 
increasing freedom and became freer in her 
movements and activities. She responded with 
affection to being allowed her own choices, 
then began to express competitive and hostile 
feelings as well as friendship, The change on 
the ward was more gradual, but it was visible 
from the beginning and progressed steadily. 
She took a particular liking to one nurse, who 
liked her also, made friends with an older girl, 
a was open about her jealousy of a younger 
girl. 

There was not much change reported at 
home on weekends. The descriptions Susan's 
mother gave were similar to those given before, 
though she did say about the fourth week 
(with dissatisfaction) that Susan was showing 
her anger more directly instead of withdraw- 
ing sullenly. It was two and a half months 
after Susan’s admission before the mother 
brought out even transiently her ambivalence 
about Susan’s direct expressions of hateful feel- 
ing. At this time she said, “Susan is smart 
now—more intelligent,” but followed this a 
week later with the fantasy that Susan would 
be institutionalized for life. She talked of her 
wish the previous year, when Susan had been 
seriously ill and hospitalized, that she would 
die; this confession came in the context of rec- 
ognizing how difficult it was that Susan was 
pleasanter on the ward than at home. (Six 
weeks before this Susan had talked on the ward 
about her previous hospitalization, telling about 
the gifts and attention she had received.) 

On the other hand, the mother’s visits to 
Susan gradually reflected a growing awareness 
on her part of her own warmth toward her 
daughter and her recognition that the ward, as 
well as her home, was not all good or all bad. 
Susan seemed to lead the way. She included 
her mother in her more open affection, missed 
her, and criticized the ward. 


Case 3, Paul, age 6, An impressive 
finding of the hospitalization of this 
psychotic boy was the clear develop- 
ment of realistic awareness of himself 
and his relation to others, including his 
family. The weekly shifts from home to 
the ward became a framework for this 
development. He began to talk about 
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himself in relation to his family and to 
express varied feelings about them and 
the ward. 

Paul was 6 years old at the time of admission. 
He is the third of five children, having an 
older brother and sister and two 

brothers, He was referred 10 the Chid Pry- 


chiatry Unit after three months of an acute 
psychotic e; which came on after he had 
been in for about seven months in 


a very strict school. He had become extremely 
fearful and was hallucinating. At home he 
had defecated on the floor, was withdrawn and 
fearful, had outbursts of rage, to his 
mother, grimaced, appeared 
verbalized incoherently or in echolalia, and oc- 
casionally talked of frightening images, fan- 
tasies or hallucinations. The parents were ex- 


her husband for emotional The father 
was outwardly brusque controlled and 
dominated the mother. He com of her 


inadequacy but appeared to use it to reassure 


letters prior to his breakdown had been dis- 
turbing to him, and he was guilty about his 
punitive reaction to this failure. There seemed 
to be relative chaos in the routines of living 
when the father was away for days on busi- 
ness, compared with the strict, harsh discipline 
when he was home. 

This family, unlike a number of those 
studied, expressed warmth and made coopera- 
tive efforts to deal with msgr It appears 
that Paul had always disturbed—the 
parents described him as very active and ag- 

ive with other children and fearful of 
many things. Up to the age of 4 he had talked 
oniy in baby talk, using only a few words. 

In the interviews at the clinic before admis- 
sion, Paul showed the same symptoms he had 
shown at home. The main theme in these in- 
terviews was a primitive concern with destruc- 
tion, with source of destructiveness and target 
interchangeable. He gradually formed a specific 
attachment to his doctor but gave no overt evi- 
dence of awareness of the coming hospi 
tion. At admission he started to leave the ward 
with his parents but did not resist the nurse’s 
suggestion that he was to stay. 

The mother and father were upset at the 
hospitalization. The mother felt the separation 
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from her son and repeatedly grieved at the 
thought of his loneliness. The father was ex- 
tremely chagrined by his son’s illness. He did 
not tell his employer or any others “because 
of the effect on Paul's future reputation.” The 
parents were relieved that Paul wasn't sent back 
home for bad behavior, though they were 
troubled that he was pleased to return to the 
ward after his weekends at home. 

Paul's reaction to coming and going showed 
progressive changes. At first, when his parents 
came for him on Fridays, he hallucinated and 
became agitated, while he seemed to quiet 
down Lesa on Sunday evenings back on 
the ward, During the second weekend home 
Paul asked for particular staff members, and 
by the third week he seemed to realize that 
he would be staying on the ward for a while 
and that his parents would not be there. Only 
during the fifth week did he ask for his mother, 
and on the sixth weekend he appeared for the 
first time not to want to return on Sunday. He 
spoke of his mother on the ward more often, 
and two months after admission he announced 
happily that on Friday he would see his mother 
and go home for the weekend. During this 
same time when his parents came for him he 
greeted them enthusiastically and was more 
explicit in missing them when they left. 

From the initial picture of withdrawal, tan- 
trums, silence interspersed with neologistic 
speech, apparent hallucinations and grimacing, 
Paul showed a marked decrease in these symp- 
toms during the first three months of hospital- 
ization, with rapidly increasing coherence in 
verbalization and appropriate talk about what 
he thought and feared, also showing clearer 
recognition of people and his relationship to 
them. Concurrently he developed various tran- 
sient compulsions. This progressive improve- 
ment followed a similar course on the ward and 
in the office with his therapist. The mother’s 
reports about the weekends are not clear 
enough to provide evidence of differential 
change at home and away. However, the par- 
ents felt that Paul was returning to “normal” 
ue on the whole, considered the weekends 
“fine.” 

As the mother became more familiar with 
the pain of being separated from Paul and 
better able to tolerate it, she also developed 
some awareness of her attitude toward her hus- 
band and of her devaluing attitude toward her- 
self. These changes took place gradually, clear- 
ly related to her relationship with the social 

worker. Finally, she began to show initiative 
and take some responsibility, Her husband re- 
sponded favorably to this. 
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Case 4, John, age 874. In this case 
major effect of the experience of ho 
talization for the child and the parents 
was the uncovering of their terrifyin 
fantasies that separation would lead W 
total abandonment and death, and the 
realization of the origins and the m 
reality of these fears. Relief from 
fears seemed one factor in the 
ability to show more aggressive 
havior. The parents’ reaction to 
change demonstrated their ambivalence: 


John was 834 years old at the time he was 
admitted to the ward. He was the oldest of 
three boys. When John was 2 years old hi 
year old brother was sent to an institution 
cause of severe brain damage at birth. T 
third boy was born less than a year 
when John was three. John’s mother brought 
him to the clinic because he had refused to ge 
to school for three months, was unwilling € 
to leave the home, expressing fear of 
hurt or dying. His father felt that some 
had to be done because John was play! 
exclusively with girls. At times he bec 
physically agitated, trembling and crying 
talking of the end of the world. When 
stopped going to school, he complained of | 
vere stomach pains and was hospitalized on & 
pediatric ward for several days’ observation 
(At this time his mother did not visit 
though she had promised to.) 

Both parents were attractive and young ¢ 
they had been dominated by the father’s fam 
since their marriage, The paternal grandmotl 
had died three years before John’s admi 
but a paternal aunt, in whose two-fam 
house they lived, continued active involvemt 
in the family. 

Since the second child had left the home 
father had been working at two jobs and 
out of the house almost all the time, including 
part of the weekends. The parents felt estrang 
and disagreed about handling John, who 
father felt was effeminate. The father avoid 
John and felt that he probably should 
firmer in disciplining him. John’s mother 
sometimes explosively angry at him, th 
she was also protective of him. She was $ 
tive to interference and criticism from rela 
of the father. She sought reassurance and 
heavily on the support of her pediatrician. — 

John was well built, slightly chubby, aler 
tall for his age, blond and attractive like 
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parents. He appeared effeminate in his way of 
moving and his giggly self-consciousness. In 
the eight interviews during the month before 
admission, he overcame his initial inability to 
separate from his mother and go with the doc- 
tor. He became more relaxed and talked about 
death and injuries—death of relatives, friends 
and pets, and injuries each parent had suffered 
when young. At home he was better than he 
had been, going outdoors occasionally to see 
friends and not needing to sleep in his mother’s 
bed. 

When he heard about the recommendation, 

he became very angry at his mother and the 
family pediatrician, and showed anxiety, say- 
ing he would have to stay in the hospital the 
rest of his life, he was afraid he was crazy, 
and he wondered what would happen to his 
brother. He threatened not to come and said 
that he would run away, However, he slept 
well and told his friends he was going to a 
summer school. His anxiety lessened, and he 
attempted to bargain with his mother to get 
out of coming. In the interviews at this time 
he continued talking about deaths, the loss of 
a special pet, a dog, and the possible replace- 
ment for him. At first, too, he refused to talk 
about the ward. Later he asked if there were 
children “upstairs,” and at home asked how 
long he would have to stay at the hospital. 
_ Both parents welcomed John’s hospitaliza- 
tion, the mother saying that she couldn't stand 
another “bad period” such as the one John 
was emerging from and giving the impression 
that she was ready to let the clinic take over 
responsibility. She was apprehensive about tell- 
ing John and asked the therapist to do this. 
During the preadmission interviews she showed 
some sympathy for his suffering and just be- 
fore admission day expressed doubts about the 
wisdom of the hospitalization. However, she 
added that he “didn’t seem happy” and that 
she wanted this treatment now so that there 
would not be more trouble later. The father, 
while not actually increasing his activity in 
the family, asked to be seen at the clinic and 
said he wanted John to know that he was try- 
ing to help in this way. This contrasts with 
his earlier anger and ignoring of his son. 

On admission day John clung to his mother, 
cried, and resisted while she imitated his doc- 
tor’s firmness. Once on the ward he responded 
well and became interested. He expressed 
anger at his therapist and toward the pedia- 
trician and tried to belittle his doctor’s im- 
portance in the clinic, yet he told his doctor 
about his fears at school and after the first 
week said he “guessed” he liked the ward, On 
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the ward he had immediately clung to one of 
the nurses, out directly his concern 
about his institu brother and about 


himself as deserted by his mother and in a 
hospital for life. He continued for about two 
weeks to be frantically doubting of 
intentions to visit and to come 
weekends. He thought that she might 
that he would never see her again, After 
weekends at home he did not again 
doubt or 
mother's visiting. 
There was a striking contrast 
mother's ability to talk matter-of- 
cooperatively about the hospitalization 
vance and her reaction to it after it had 
place. The day of the admission she felt 
but overwhelmed with feelings of loneliness 
and longing to take him out of 
and had to have support from her pedi 
to avoid doing this. She recognized her long- 
lived intense wish to keot Ber: near her and 
also the connection of feeling with her 
pain and ilt at the loss of her second son. 
John’s father, too, was very upset at John's 
leaving the home and connec this with his 
own feelings of abandonment as a child. 
Although on the first weekend home J 
could not tell his mother that he liked the 
ward, by the second weekend, with evident re- 
lief, they shared missing each other and John 
told her he liked the hospital. Gradually the 
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some 
mother. This was upsetting to her, although 
she did welcome his increased activity with his 
father. 

Changes in the family took place. The 
mother became more open with her husband 
about her anger toward him, and he himself 
took a more active role in the home, accepting 
more closeness with John and encoura; 
boyishness. He gave up his second job in order 
to be home more of the time. Both parents 
had become more aware of their feelings to- 
ward John and toward each other 
meaning that closeness to the child had for 
each of them. They resumed a close relation- 
ship that had been interrupted when they had 
institutionalized their brain-damaged son. 


Case 5, Sam, age 13. In this case the 
mother and child experienced extreme 
anxiety during the prehospitalization pe- 
riod and expressed their fantasies about 
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separation. The mother feared her son’s 
death and realized that she associated 
him with her dead father. Her recogni- 
tion of these feelings preceded her al- 
lowing increased distance between her- 
self and the boy. The boy was able to 
relinquish much of his previous regres- 
sion promptly after admission, and he 
expressed considerable relief at being 
able to do so. 


Sam was 13 years old and 70 pounds over- 
weight when he came to the clinic in March. 
He had been out of school since becoming ill 
with gastrointestinal complaints after Christ- 
mas vacation. He had a brief diagnostic hos- 
pitalization in February when it was discovered 
that he had only one kidney. He had had 
trouble getting to school all fall when he en- 
tered junior high. His only sibling, a sister 142 
years older, had also hated junior high. 

Sam is the son of college-educated parents 
whose life work is in education. He had been 
referred to the clinic by a private psychiatrist 
at a time when the mother felt she could no 
longer cope with him. Sam tied her to the 
home, where he spent most of the time in his 
bed watching television. (He did not object, 
however, to his mother’s leaving him alone in 
the house during the day.) His only friend was 
another fat boy. He had done quite well in 
school until he left. His mother, however, 
derogated his intellectual interests and attain- 
ments, complaining about the “trash” he read 
and about his illegible handwriting. She was 
pleased with him as an “affectionate” son. The 
father described his own relationship to his 
son as “abnormally close.” 

At first Sam was resistant to meeting his 
diagnostic appointments at the clinic. He was 
frightened, remembering his previous hospital- 
ization. However, in the course of the four 
diagnostic interviews he gradually warmed to 
the doctor and talked about things he didn’t 
like and was afraid of. He said he wanted help 
with his problems about school, his obesity 
and a vocal tic that was bothering him. His 
mother in her interviews described her irrita- 
tion at the boy’s behavior, her inability to 

control him, and her indecision about attempt- 
ing coercion. Mentioning both assets and 
weak points of the boy’s, she seemed to have 
some understanding that he felt himself a fail- 
ure and that he and she had become emo- 
tionally involved in these feelings. 
When hospitalization was recommended in 
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July, she and his father agreed to it with few 
expressed misgivings, although they felt that 
they would not be able to tell the boy or get 
him in because he would feel rejected and they 
were sure they wouldn't be able to manage 
him. In the preadmission interviews, however, 
the mother became angry about the delay, 
afraid that she or Sam would go crazy, that 
there would be violence, that he would com- 
mit suicide at the time of the separation, al- 
though she said the admission would be a re- 
lief. Coincident with this, she recognized that 
her fears about separation from her son 
stemmed from unpleasant experiences with 
her father when she had placed him in a nurs- 
ing home before his death ten years previously. 

When Sam was told of the hospitalization 
to come, he became angry at the doctor and 
made threats of rebellion. In the same inter- 
view he asked questions to reassure himself 
that he would be able to continue his habits 
when on the ward. At first he became more 
upset and anxious at home, threatened not to 
come to the hospital, and refused to go to the 
father's camp on weekends. His mother re- 
ported that he had said he was afraid he would 
crack up when admitted to the hospital, and 
some weeks later he himself said that he had 
felt the world was coming to an end. This was 
followed by relaxation of tension between 
mother and son. She demanded less compli- 
ance, and he made efforts to make himself 
more presentable for the admission. Indirectly 
they expressed to each other that they would 
miss each other. The weekend before the ad- 
mission was a success in that the family went 
to camp. 

On admission day Sam ran out of the clinic 
but returned when his father went after him. 
He resisted going to the ward, but as soon as 
he appeared there he began to make a good 
adjustment. On the second day he expressed 
relief that he no longer had to stay in bed and 
said it was really helping him to have come in. 
During the first week of admission the mother 
showed reluctance to have him home again, 
although she did not recognize it clearly. She 
did, however, see the extent of her sympathy 
with his suffering and her identification with 
it. She also expressed both her intense sadness 
at being alone at home and her relief at his 
absence. In discussing her feelings about the 
first visit she and her husband made to Sam 
a few days after the admission, she noted her 
conflict between giving in to his demands and 
controlling him. 

During the following weeks on the ward 
Sam accepted a diet prescribed by the pediatri- 
cian and a month later began significant weight 
reduction. Soon he was able to make a real- 
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istic estimate of the probable duration of his 
hospitalization. Though showing some resist- 
ance to returning on Sunday nights, he seemed 
to have quickly made the adjustment to the 
weekly separations. He even said on the ward 
that he missed his sister, while voicing many 
complaints about quarrels with her and the 
way she behaved toward him. He brought out 
in his interviews with his doctor several in- 
stances where he had feared something that 
was going to happen but had found that each 
time it wasn't as bad as he had expected. He 
said he was happier at home but liked the 
ward, At home on weekends there was a grad- 
ual improvement in Sam’s participation in the 
family activities, and within five weeks he was 
considered more like his old self. His mother 
had been able to go off without him, and later 
he had decided to go to camp with the family. 


These five cases emphasize several 
important reactions to hospitalization on 
this regular, limited schedule. One case 
(Paul) shows the redevelopment and 
progress in basic capacity for object re- 
lationships concurrent with and appa- 
rently facilitated by the hospitalization 
process. Cases 1, 4, and 5 show degrees 
of effective mastering of fears related to 
fantasies of separation by parents and 
children alike. Susan and David are in- 
stances of children whose symptomatic 
behavior fulfills parental fantasies and 
needs, with separation allowing dramatic 
change and reunion resulting in resump- 
tion of the old patterns. These several 
findings are present to some degree in all 
the cases, but the more apparent have 
been emphasized here. 


FINDINGS 


1. This hospitalization brought to 


light fantasies and related fears of sepa- 
ration in many of the children and par- 
ents. The repeated separations and 
weekends home allowed reality-testing 
of the frightening fantasies about sepa- 
ration. 

All the parents responded to the ad- 
mission either shortly before or after 
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with feelings of loneliness, depression, 
sympathy, guilt, anxiety or relief. As 
shown in Cases No. 4 and 5, some of 
the parents’ emotional distress was great 
and was clearly related to the emergence 
of important pre-existing conflicts which 
had been controlled to some degree by 
a close relationship with the child and 
by the child’s disturbance. This resolu- 
tion had been maintained in part by 
frightening fantasies about separation, 
most explicitly expressed in Sam’s moth- 
er’s fear that he would die. Sam’s mother 
realized this fear during the pread- 
mission period. For her, as for some 
others, the very anticipation of sepa- 
ration was sufficient to mobilize signifi- 
cant fantasies before actual admission. 
All the children manifested anxiety 
about their admission, although in some 
it was not sufficiently sustained to fol- 
low its course. Feelings of helplessness, 
fears of punishment, fears of permanent 
loss of parents, were present to varying 
degrees. By the fifth weekend home, and 
in most cases after the second, the chil- 
dren were relatively secure in the knowl- 
edge that they would be home each 
weekend. Although effective reality-test- 
ing of separation fears occurred, it 
seemed that for most children being in 
the hospital maintained at a low level 
the threshold to fantasies of abandon- 
ment and accompanying anxiety. Later, 
outside events, such as the parents’ go- 
ing off on vacation, failure to visit or 
sickness, arrivals and departures of pa- 
tients or favored staff members on the 
ward, served frequently to call forth a 
resurgence of the initial anxiety. The 
sensitivity of the children to these events 
varied in quality and in intensity. 
These issues were active for both par- 
ents and children. One example is the 
family of an 8 year old boy with intense 
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fears of leaving the mother, who in turn 
exhausted herself in acceding to his 
many demands. After he was hospita- 
lized, his brother was discovered by the 
family doctor to have neurological dis- 
ease and was hospitalized for removal of 
a brain tumor. A few weeks later a 
teen-age cousin was accidentally shot 
and killed. At this point the family had 
to be reunited and pressed for their son’s 
return home. It was clearly understand- 
able that under these circumstances sep- 
aration for even five days in a week was 
too close to death to be tolerated. 


2. This hospitalization was accompa- 
nied by increased expression of ambiv- 
alence by most of the parents and chil- 
dren about one another. 

In the parents, ambivalence about the 
children was generally demonstrated in 
part by ambivalence about the recom- 
mendation of hospitalization for the 
child. At the time hospitalization was 
first recommended to them some par- 
ents wanted to refuse immediately, oth- 
ers wanted to accept immediately. The 
second meeting required before decision 
found some of these parents reversing 
their initial stand. (There were no re- 
fusals of the recommendation during the 
series under study.) Examples have been 
cited in the case summaries of parents 
whose vacillation was evident later on 
in the preadmission period. The chrono- 
logical patterns of fluctuation observed 
in some form in every family did not 
offer a basis for prediction of the later 
course of their feelings about the hospi- 
talization. 

Some parents explicitly expressed pre- 
viously unacknowledged feelings about 
the children. In Case 2, for instance, 
Susan’s mother and father initially and 

preponderantly spoke of her in very dis- 
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paraging terms and anticipated relief 
from hospitalization, But they both 
clearly, though transiently, expressed 
deep positive feelings for her and spon- 
taneous sadness at the time of separa- 
tion. The disruption of the admission 
day itself provided in this way for sev- 
eral parents striking evidence of their 
mixed feelings. Several mothers com- 
mented on their own surprise at how 
they had reacted to the separation. 
(There was only one case in which the 
parents showed almost no sign of miss- 
ing their son, preponderantly *xpressing 
relief.) 

Following abatement of their initial 
anxiety about being hospitalized, most 
of the children expressed their ambiv- 
alence about home in a characteristic 
sequence. Though they liked the ward, 
they wanted to go home. Later they 
claimed they were never going to leave 
and enumerated complaints about home. 
Vacillation between these stands became 
more frequent. Ultimately an ability de- 
veloped to tolerate mixed feelings about 
both home and ward, their parents and 
the staff. 

Often the parents showed a parallel 
to this adaptation in the children. At 
first they told of impulses to remove the 
child and fears that they would be un- 
able to persuade him to return on the 
weekend. Then they hoped he would 
like the ward but showed jealousy of the 
staff when the child expressed fondness 
for them. The differential speed of these 
developments (usually more rapid in the 
children) provided clues to the rigidity 
of parental needs for the children. 


3. This hospitalization was often ac- 
companied by changes in symptomatic 
behavior in the child; these changes 
sometimes reversed initially in the pres- 
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ence of the parents either on the ward 
or at home on the weekends. The nature 
of the parents’ reactions to these changes 
was diagnostic of their capacity to fore- 
go their pathological investment in the 
Child's disturbance. 

David (Case No. 1) early in his stay 
demonstrated capacity to be much more 

own up, for instance, dressing him- 
self. But he allowed his mother to take 
over when she visited. She, on her part, 
was unwilling to acknowledge his ca- 
pacity for a long time. Susan’s parents 
(Case No. 2) recognized her change only 
fleetingly as she became more open, so- 
ciable and expressive, and persisted in 
their previous views, not really believing 
reports of her different behavior on the 
ward or what they saw on visits. John 
(Case No. 4) showed increasing evi- 
dence of aggressive independence and 
boyishness while hospitalized. Although 
they had been annoyed by his clinging, 
the parents were upset at first, later feel- 
ing pleased at the changes in him. An- 
other school-phobic boy’s first break with 
Previously compliant behavior at home 
caused the mother to complain that we 
Were making him worse. When he 
Started going to school from the ward 
soon after, she removed him from the 
hospital precipitously. 

The importance of these and similar 
examples is twofold: First, the hospitali- 
zation was accompanied in most chil- 
dren by gross changes in their sympto- 
matic behavior or ability to express feel- 
ings directly, especially aggressiveness, 
initiative and independence. The occur- 
rence of these changes and their specific 
nature elucidated the child’s capacity to 
grow once the habitual interaction of 
the home environment was interrupted. 
Second, the quality of the reactions of 
the parents to these changes, particu- 
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larly the degree of acceptance of greater 
separateness and independence in the 
child, were diagnostic of the parents’ 
capacity to change. 

In two cases no significant sustained 
change took place in the child’s behay- 
ior, either on the ward or at home in 
the first few months. Extent of capacity 
to recognize the existence of an emo- 
tional problem in their relation to the 
child had been a major question during 
the outpatient diagnostic study in both 
cases, Separation fears did not seem 
critical for these two children. One child, 
an 8 year old hyperactive boy, appar- 
ently gained as much relief from the 
limited separation as his mother said 
she did on her part. The other child, a 
13 year old inhibited, stuttering girl, and 
her mother missed each other and tole- 
rated the separation as a necessity, yet 
they did not seem to experience relief 
or to become more aware of the hos- 
tility and frustration in their relation- 
ship. In each case there was some tran- 
sient modification of salient symptoms, 
related to specific situations on the ward 
or in the interviews. The hospitalization 
process did not, however, produce the 
disruption of the habitual emotional pat- 
terns seen in the other cases. Relative to 
the far-reaching and primitive defensive 
behavior, the potentiality for greater 
psychological separateness seemed 
slight in these two children. 


4. The hospitalization was often ac- 
companied by specific changes in the 
relationship between the parents. 

There were distinct changes in the 
relationship between the parents in 
seven of the 12 cases. In three of these, 
the changes were directly related to 
separation of the child from the family 
by the hospitalization. One of these was 
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in a family already mentioned, the par- 
ents who finally removed their son from 
the hospital after the death of a cousin 
and the serious illness of their second 
son. Before these events they had be- 
come estranged and felt that the only 
solution was the return of the patient to 
the home, although they did not insist 
until the other two outside events tran- 
spired. In Case No. 4, the mother’s abil- 
ity to separate to some degree from the 
child allowed her to express herself 
more freely to her husband and to re- 
sume a close relationship with him. He 
chose to turn more of his attention to 
the home, giving up one of his two jobs, 
and stated directly that he wanted his 
son to know he wanted to help him. In 
the third family, the father of a 13 year 
old inhibited, stuttering girl expressed 
openly and passionately his feeling that 
he could not stay with his wife after 
the daughter was in the hospital and in 
treatment. Her presence had apparently 
protected him from facing intolerable 
emotions in relation to his marriage and 
had maintained a precarious family 
equilibrium. 

In the other four cases, a parent be- 
gan to take responsibility for family de- 
cisions, for the patient’s welfare, and 
the relationship with the spouse. In these 
cases the changes took place over the 
first weeks of hospitalization in response 
to the initiation of treatment for the 
family, including the hospitalization but 
not specifically related to the separation. 
The reactions to the hospitalization al- 
ready described, however, contributed 
to improvement in some cases: the test- 
ing of separation fears, emergence of 
clearly acknowledged feelings toward 
family members, and the acceptance of 
changes in the child’s symptomatic be- 
havior. 
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COMMENT 


In this report we have emphasized 
certain emotional reactions among many 
in the complex experience of hospitali- 
zation of a child. We have not stressed 
the importance of the parents’ expecta- 
tion of and experience of relief from the 
hospitalization which sustains them 
through the trials described here and 
contributes to their alliance with the 
hospital. Nor have we fully investigated 
the meanings for the individual children 
of their life on the ward among the other 
patients and the staff. We have de- 
scribed those findings that indicate the 
significance of the experience of sepa- 
ration and the comings and goings each 
weekend. 

The major assumption underlying the 
study was that hospitalization would 
disrupt the emotional interaction be- 
tween parents and child. This assump- 
tion is justified by the findings in most 
cases. Frightening fantasies about sepa- 
ration emerged or were heightened in 
several of the parents and most of the 
children, fantasies that had in most cases 
been unrealized as they were bound up 
in the close ties between parents and 
children and in the symptomatic be- 
havior of the children. The increased 
expression of ambivalence by parents 
about their children and by children 
about their parents is also evidence of 
a modification of the relationship with 
the emergence of feelings, either posi- 
tive or negative, that were previously 
obscured. In a few cases it was clear 
that the hospitalization affected the ex- 
isting emotional balance within the fam- 
ily sufficiently to alter the relationship of 
husband and wife. In addition, there 
were changes in the symptomatic behav- 
ior of the children and fluctuations 
these changes in relation to the presence 
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and the reactions of their parents. These 
changes demonstrated the effectiveness 
of the separation in interrupting habitual 
emotional interaction. 

These findings clarify certain aspects 
of the personality dynamics of the parents 
and children and their emotional in- 
volvement with each other: individual 
sensitivity to the issues of separation and 
related conflicts; the distinctive ways 
these conflicts and ambivalent feelings 
are handled; and the capacity of the in- 
dividuals to change and to tolerate 
change in others. Hospitalization for five 
days each week has been, for most of 
these cases, an experience sufficiently 
intense to intrude significantly in the 
feelings and fantasies of the persons in- 
volved and yet it has not been so over- 
whelming in its impact as to constitute 
abandonment or to obscure individual 
differences. What emerges are responses 
to the meaning of separation and hospi- 
talization that are characteristic of each 
individual. It is this, together with the 
demonstration of capacity to change, 
which makes the process diagnostic. 

In addition to the increase in under- 
standing of the emotional interdepend- 
ence of parents and child, and of their 
Capacities to grow, this hospitalization 
procedure seems to provide a special op- 
portunity for the development of psy- 
chological separateness. Where patholog- 
ical closeness has existed, the physical 
separation evokes the fantasies and fears 
which were associated with the tie. By 
their responses, parents may reveal a 
Wish to abandon their child in contrast 
to the wish to hold him closely bound. 
Depending upon their ability to tolerate 
the anxiety beginning with the recom- 
Mendation of hospitalization, the par- 
ents may make therapeutic use of this 
experience in their interviews with the 
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social workers and in their other rela- 
tionships with the hospital. 

Similarly, therapeutic change directly 
related to the hospitalization procedure 
can take place in the children. For the 
children, awareness and reality-testing 
of separation anxieties, plus relative 
freedom from the tensions in the home 
alternating with re-exposure to them each 
weekend, are important factors. The 
anxiety is available for use in psycho- 
therapy. 

Recent prior experiences of some of 
these children with admissions to gen- 
eral hospitals were related neither to 
particular vulnerability to separation nor 
to immunity. It did seem, in cases where 
there was enough retrospective material 
to allow speculation, that dynamic emo- 
tional reactions had started to unfold 
at that time which were similar to the 
reactions seen in this admission. The re- 
cent work of Laybourne and Miller (1) 
and of Rose and Sonis (2) has demon- 
strated such occurrences in pediatric 
hospitalizations. In both papers the dis- 
tinction has been clearly made between 
the emotional effects of this form of 
separation and the early separations the 
traumatic effects of which have been 
emphasized in studies of children de- 
prived in some way of the environment 
usually provided by the parental home. 

The factors that accompanied thera- 
peutic reaction to hospitalization are: 
modification of separation anxiety in 
parents and children; lessening of sup- 
port of symptomatic behavior by the 
parents; increased recognition of ambiv- 
alent feelings; the child’s differentiating 
of the ward from the home. These are 
all aspects of increasing psychological 
separateness between child and parent. 
The findings in the two cases that 
showed little change suggest that sensi- 
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tivity to separation is a most important 
factor in change through this hospitali- 
zation. 

The five-day week of hospitalization 
restricts admissions to children from 
families that are willing to maintain re- 
sponsibility for the child. We believe our 
findings are pertinent to work with any 
group of hospitalized children whose re- 
lationship to the family is maintained. 
These findings indicate that hospitaliza- 
tion is useful in confirming a diagnosis 
of pathological closeness between parent 
and child and in evaluating the progno- 
sis for development of separateness. The 
findings also indicate that hospitalization 
can confirm the diagnostic impression 
that symptomatic behavior in a child is 
gratifying specific emotional needs in a 
parent. 


SUMMARY 


Twelve emotionally disturbed chil- 
dren and their families were studied 
prior to and during psychiatric hospi- 
talization of the children for three 
months or longer. The hospitalization 
was limited to five days per week. It 
was found that this hospitalization ac- 
centuated and clarified separation fears 
and fantasies in parents and children. It 
also evoked increased expression of am- 
bivalent feelings between parents and 
children. Anticipation of hospitalization 
was sufficient to clicit these effects in 
some families. There was distinct symp- 
tomatic change in most of the children 
which varied in its relation to the im- 
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mediate presence of the parents. The 
parents demonstrated distinctive re- 
sponses to symptomatic change, such as 
ignoring, disapproving, accepting or ex- 
aggerating the behavior. Parental wish 
or need to abandon the child or to keep 
him close sometimes became manifest. 
These reactions appeared in response to 
the process of the five day per week 
hospitalization with its repeated separa- 
tions, rather than specifically in response 
to the ward milieu or the psychotherapy 
interviews. 

The separation of the child from his 
family by this hospitalization appears, 
therefore, among other uses, to be an 
effective diagnostic procedure which acts 
by stimulating the emergence of con- 
flicts that had previously been obscured 
to varying degrees in the activity of the 
parent-child relationship. This experi- 
ence provides an opportunity for both 
the parents and the child to reality-test 
frightening fantasies about separation. 
The disruption of the habitual emotional 
interaction in the family by the child’s 
absence on the ward tests the capacity 
for psychological separateness and re- 
linquishing of symptomatic behavior. Po- 
tential for emotional growth in members 
of the family can thus be assessed. 

It is suggested that psychiatric hos- 
pitalization can be used to confirm 4 
diagnosis of pathological closeness be- 
tween parent and child and to evaluate 
the prognosis for change. This diagnosti¢ 
function is one aspect of the therapeutic 
aims of a psychiatric ward. 
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DISCUSSION 


ALBERT J. SOLNIT, M.D.:* There 
are various steps involved in developing 
a methodology that will permit the use 
of the general or pediatric hospital as a 
setting in which to study the vicissitudes 
of psychological health, From direct 
observation or theoretical deduction a 
strong clinical impression or a proposi- 
tion is elicited. The clinical observation 
suggests that the proposition is a fruit- 
ful one to investigate, and the theoretical 
deduction suggests that certain clinical 
observations be made, repeated or re- 
corded for comparison. The next step is 
to decide what types of measurements 
and observations should be attempted to 
familiarize the investigator with the phe- 
nomenon under consideration. This 
would lead to hypotheses that are the- 
oretically consistent but which do not 
lend themselves to testing because con- 
trols are not possible or because the 
factor of overdetermination makes it 
impossible to limit consideration realis- 
tically to the focus that such hypotheses 
demand. For example, in the study of 
distortions of body image in children 
who have undergone surgery, one would 
also have to consider: 1) previous body 
image experiences and 2) in what way 
physical need for surgical treatment is 
linked to body image disturbance. 

The next step is to attempt a formu- 
lation of the hypothesis that permits a 
design which: 

1. Promotes sound care for the pa- 

tients 

2. Controls one or two variables 

3. Avoids oversimplification 
Oversimplification refers to the tendency 
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to establish a focus of study that ignores 
the complexity of the dynamics of 
the human adaptation that is being in- 
vestigated. This complexity refers to all 
known important variables and determi- 
nants associated with a particular be- 
havior, motivation or reaction. 

Investigations into human adaptation 
in pediatric settings will involve the col- 
laboration of pediatricians as well as of 
the usual orthopsychiatric team. The 
study of human crisis lends itself to this 
kind of collaborative research, and pe- 
diatrics as well as psychiatry, psychol- 
ogy and social work will benefit from 
this trend. 

In Gair and Salomon’s paper, an im- 
plied hypothesis is that child and mother 
will experience and express more clearly 
their ambivalent feelings when they are 
separated. The study of this separation 
experience may offer a criterion for 
longer separation in addition to suggest- 
ing the techniques and goals of treat- 
ment for the child and his family. The 
therapeutic value of the short-term in- 
terrupted hospitalization is more diffi- 
cult to define, although it is entirely pos- 
sible that the ambivalent feelings experi- 
enced by parent and child can be clari- 
fied for both, through this hospitaliza- 
tion. 

As other professional workers have 
learned, it is essential to maintain a high 
degree of flexibility in preparing chil- 
dren and parents for the separation that 
admission to a residential treatment cen- 
ter requires. Such studies as Gair and 
Salomon’s are also useful in delineating 
certain criteria for admission to a resi- 
dential treatment center. 
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This article reports some findings from an ongoing study of learning inhibitions 
in elementary school boys of normal intelligence. The presentation focuses on 
the son’s view of achievement, competition, and masculinity as influenced both 
by the father’s neurotic perception of his own achievements and by the mother’s 
distorted perception of the father’s achievements. How these parental percep- 
tions hamper the son's identification process is discussed. 


E THIS PAPER we will present certain 
preliminary findings concerning the 
role of the father in the development of 
learning inhibitions in latency-age boys. 
This material was obtained from an on- 
going research investigation which in- 
cludes the treatment of 18 elementary 
school boys with severe learning diffi- 
culties and their parents. Our earlier re- 
search had focused in part on the ways 
in which the neurotic perceptions of 
achievement and masculinity shared by 
both mother and son were relevant to 
the formation of the learning symptom. 
However, the resistance of the learning 
inhibition to therapeutic modification 
persuaded us that this symptom was 
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deeply embedded in the total family or- 
ganization. Thus, the father’s attitudes 
toward achievement and masculinity as- 
sumed considerable importance in these 
cases. Consequently, we sought to in- 
volve the fathers of these children in 
treatment. 

Our work with these fathers under- 
scored the importance of the following 
themes to be discussed in this paper: 
the father’s perception of his own 
achievements as a detrimental factor in 
the child’s use of his potentialities; the 
mother’s neurotic perception of the 
father’s achievements and the effect of 
this on the child’s identification proc- 
ess; and the boy’s view of achievement, 
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competition and masculinity as influ- 
enced by the neurotic distortions of his 
parents. 

Boys were selected for study who 
met the following criteria: 


. From 7 to 13 years of age. 

Of at least normal intelligence as meas- 

ured by the Stanford-Binet Intelligence 

Scale or the Wechsler Intelligence Scale for 

Children. 

3. From homes without such gross social pa- 
thology as delinquent parents, severe eco- 
nomic deprivation, or family disorganiza- 
tion involving prolonged separation of 
mother and child. (The parents of two of 
the boys were divorced. One mother had 
remarried. In each case the son was living 
with his mother.) 

4, Referred to the clinic with the learning in- 
hibition as the major complaint. (The only 
accompanying symptom of any frequency 
was enuresis, which was present in nine 
cases.) 

. At least two years behind chronological age 
in one major skill such as reading, spelling, 
or arithmetic and at least one year behind 
in another, as measured by the Metropoli- 
tan Achievement Tests. 

6. Without neurological or physical impair- 

ments which would account for learning de- 

ficiency. 


Ne 


a 


It is important to note that the group 
Studied represents one type of learning 
disability—the neurotic learning prob- 
lem. In this group the major displace- 
Ment of the internal conflict has been 
Made directly upon the school material, 
with consequent difficulties in the ac- 
quisition of academic skills from the be- 
ginning of schooling. Hence, our use of 
the term primary neurotic learning in- 
hibition. Excluded from the group were 
learning difficulties concomitant to such 
symptoms as delinquency, seizures, 
childhood schizophrenia, organic im- 
Pairment and other syndromes in which 
deficits in school performance are often 
Observed. 

The study of these children included 
an initial diagnostic evaluation consist- 
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ing of psychological tests, interviews 
with the child, and conferences with 
both mother and father. After the child 
had been accepted for treatment, psy- 
chotherapeutic sessions were conducted 
on a regular weekly basis with mother 
and child. Seven fathers arranged for 
regular weekly appointments as well. 
For those fathers unable to do so, we 
attempted to increase the number of our 
contacts by more frequent family con- 
ferences or by single appointments at 
varying intervals. 


The father’s perception of his own 
achievements as a detrimental factor in 
the child’s use of his potentialities. The 
social class level of the 18 fathers in our 
group was examined, using the Warner 
(3) classification system based on occu- 
pational attainment. While some varia- 
bility was revealed, the predominant oc- 
cupational levels were lower-middle and 
middle-middle class. For the most part 
the fathers were operators of small busi- 
nesses, held jobs requiring some skills 
and advanced training, or were in lower- 
echelon managerial positions. The edu- 
cational achievement level of the fathers 
was commensurate with the require- 
ments of their occupational pursuits. 
More than half the fathers in the total 
group had completed college. The re- 
mainder had been graduated from high 
school or trade school, where they had 
developed a vocational skill. Thus, se- 
vere limitations in educational opportu- 
nity or achievement did not characterize 
this group. 

Despite these indications of educa- 
tional and occupational adequacy, these 
men at the beginning of treatment felt 
so thwarted in their personal ambitions 
and aspirations that they regarded their 
current achievements as failures. They 
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devalued the importance of their work 
and described it as tedious, insignificant 
and stultifying. The readiness of these 
men to accept a self-derogatory role 
with an attitude of helpless resignation 
was impressive. 


Mr. A, an accountant, worked long hours in a 
small business. His income was far below his 
earning potential. Suggestions that he obtain 
a better-paying job were met with an air of 
resignation. He could not conceive of change 
and stated that he could not expect to do any 
better. 


Mr. B, a graduate of a university with a 
master’s degree in physics, worked as a tech- 
nician in a large electronics corporation. While 
at times he expressed resentment that he had 
never been able to reach his academic goal of 
a Ph.D. because of family pressures, more 
often he perceived the undemanding and shel- 
tered job he held as consistent with his ability. 


Mr. C, a college graduate, worked in a busi- 
ness which his father-in-law had begun. Never- 
theless, he confided that he felt he was an utter 
failure because he had never realized his wish 
to study medicine. He commented that his 
years in college were a waste of time for him. 


Such attitudes of self-devaluation are 
part of a total personality configuration 
in these men that includes a dependent, 
helpless relationship to their wives. The 
wives, in turn, make such a relationship 
an unconscious condition for accepting 
their husbands. Notwithstanding the 
more pervasive dependency, these men 
are subject periodically to impulsive and 
infantile temper outbursts directed at 
their wives and sons. 

While the fathers whose occupational 
achievements are less successful view 
their accomplishments with a sense of 
helpless resignation and feelings of fail- 
ure, those men who have attained higher 
levels of vocational success often feel 
that they have done so through good 
luck, They tend to deny that their suc- 

cess is a result of their own real effort 
and ability. 
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The more successful fathers in our 
group reveal a somewhat different pat- 
tern of intrafamilial relationships. While 
appearing more aggressive and adequate 
as grown men, they experienced a deep 
sense of rejection and frustration in the 
areas of achievement and competition in 
their earlier years. Several of them were 
forced to forego the gratifications of 
latency and adolescence in order to help 
their families financially while a sibling 
was given greater educational opportu- 
nity. As boys they felt isolated and de- 
prived and frequently turned to a male 
figure outside of the family with whom 
to identify, such as a teacher, an em- 
ployer or the father of a friend. 


Mr. B, who had spent most of his school 
years in private academies, felt unwanted by 
his parents. He had no interest in school or in 
his vocational future but rather aligned him- 
self with a group of semidelinquent, defiant 
schoolmates. However, during his junior year 
of high school he formed a deep attachment 
to a science instructor. As a result of this 
friendship his grades improved and his inter- 
ests shifted to more professional goals. 


We observe that the fathers’ early 
feelings of deprivation and longing for 
passive nurturance play a part in their 
marriages. This basic passivity is part of 
an unconscious bargain struck by both 
parents in order to preserve some degree 
of permanence in their relationship, with 
the father relinquishing to his wife many 
active and dominant functions in the 
home. As an outgrowth of this basically 
passive orientation, these fathers tend 
to view their sons as competitors for the 
mother’s support and love, rather than 
as offspring toward whom they would 
present themselves as identification fig- 
ures. This competitive attitude is often 
expressed by the fathers’ inability tO 
take pleasure in their sons’ accomplish- 
ments. Moreover, they often thwart ac- 
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tivities in that direction. Thus, while 
many of these fathers consciously ex- 
press the wish that their sons could over- 
come their learning handicap and appear 
to ally themselves with the goals of ther- 
apy, they betray their unconscious need 
to see their sons as defective and un- 
challenging by the manner in which they 
offer to help their sons. 

Mr. C worked with his son Tommy on his 
mathematics lessons. However, these sessions 
almost invariably deteriorated into his devalu- 
ating and derogating Tommy’s attempts. At the 
end of each session Tommy felt defeated and 
dejected. He complained to his therapist of 
his father’s ineptness at helping him and 


viewed their sessions together as belittling and 
humiliating. 


Often these fathers cannot accept in- 
formation which would negate their im- 
pressions that their sons are retarded. 
When Mr. A was told that test findings showed 
his son to be actually quite intelligent, he re- 
marked that Johnny, like Johnson, would none- 
theless always need a Boswell to take down 


what he said. He was certain that Johnny 
would never learn to read or write. 


These examples are cited to illustrate 
the attitudes of helplessness and devalu- 
ation which these fathers demonstrate 
toward both themselves and their sons 
and, further, to show how these attitudes 
may be acted out in relation to their 
work as well as to their children. The 
next section will discuss the manner in 
which these attitudes have meaning in 
the total pattern of family relationships, 
with particular regard to the mother’s 
view of the father. 


The mother’s neurotic perception of 
the father’s achievements and the effect 
of this on the child’s identification proc- 
esses. We have found that the mother’s 
view of her husband’s achievements, 
coupled with the father’s perception of 
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himself, have an important bearing on 
their son’s own attitudes toward achieve- 
ment and competition. Thus, while the 
focus of this paper is on the role played 
by the father in the development of his 
son’s learning problems, this section will 
deal with the role interaction of both 
parents. 

Our study of the marital relationships 
of the parents pointed up two focal pat- 
terns which hamper the boys’ attempts 
at masculine identification. Only those 
psychological factors in these patterns 
which have direct influence on develop- 
ing attitudes toward success and achieve- 
ment in the boys will be considered. 

In the first relationship pattern the 
mother characteristically holds a posi- 
tion of authority and leadership in the 
family. While these women may or 
may not be able people in reality, it is 
striking that the husbands and children 
perceive them as superior. The mother, 
in turn, considers her husband an inade- 
quate man and subtly limits and de- 
values him in relation to his executive 
functions in the home, specifically with 
the children. The father, while most 
often in reality a good provider, assumes 
a position which concurs with his wife’s 
view of him. These men see themselves 
as ineffective. They claim that they have 
less knowledge and ability than their 
wives. 


One father made some intricate computations 
concerning rates of pay in his factory. At the 
same time he explained to his caseworker that 
his wife handled the family finances, giving 
him and the children weekly allowances. It 
was she who helped their son with his math 
homework, because he felt he was so poor 
with numbers. 


While these men are subject to infan- 
tile temper outbursts, occasionally di- 
rected at their wives but more often at 
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their children, their predominant orien- 
tation is passive. In their everyday role 
at home they have renounced many 
common paternal functions. 

In the second pattern of marital re- 
lationship, the father holds the position 
of recognized leadership in the family. 
Unlike the men in the other group, these 
fathers have realized their intellectual 
potential as judged from their work his- 
tories and performance. The passivity 
which exists in their make-up is de- 
fended against by an infantile aggressive 
orientation. They are strict and explo- 
sive in their command of family situa- 
tions. Their wives may be able women in 
outside activities, yet they appear sub- 
missive and helpless in relation to their 
husbands. They view their husbands as 
powerful and potentially destructive. 
And while their husbands’ behavior 
somewhat reinforces this perception, 
their fear extends beyond the reality, 


One mother was seen in treatment for some 
years before her husband had regular contact 
with the clinic. She described him as given to 
violent and unreasonable rages. When he en- 
tered treatment we found a person indeed sub- 
ject to infantile behavior but eager for help. 
His wife’s perception of his unmodifiable hos- 
tility far surpassed the reality. 

Our work with this group has shown 
that both parents bring to their marriage 
views of themselves and adaptations to 
their own emotions that clearly predate 
their marriage. Indeed, the specific 
choice of marital partner and the rela- 
tionship formed seems unconsciously de- 
signed to maintain early neurotic adjust- 
ments. 

A closer look at the two types of rela- 
tionships outlined reveals that each is 
dealing with certain common problems. 
We are led to suspect that, rather than 
two distinct groups with different dy- 
namics, we are confronted with two 
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adaptations to the same underlying con- 
flicts. In both groups it is evident that 
the families tend to confuse aggression 
as it refers to hostile, hurting impulses 
with the aggressive activity that goes into 
learning, achievement and success. This 
confusion leads to the unconscious equa- 
tion that “to achieve is to hurt.” The 
usual distribution of parental authority 
between both parents is strikingly amiss 
in these families. If one partner is domi- 
nant, then the other must be submissive. 
It is as though they felt there was not 
enough room for both parents to assume 
executive functions in the home. During 
the course of treatment, when shifts in 
the neurotic balance take place, both 
parents voice fears of destroying the 
other or of being destroyed. 

In the first relationship pattern de- 
scribed, where the mothers hold the au- 
thority position and the fathers tend 
toward passive orientation, the parental 
relationship serves as a joint denial. 
These women are deeply competitive 
with men, fearful of the mature male in 
his aggressivity and sexuality. They are 
also frightened by their own aggressive 
and libidinal impulses. Of great impor- 
tance in their personalities are their 
enormous unmet dependency needs, 
When these mothers marry men who see 
themselves as needy and ineffectual, they 
assure themselves a position of superi- 
ority, thus meeting their competitive 
needs. At the same time this choice of 
marital partner insures them a position 
of safety in relation to their fears of the 
mature male. Furthermore, in service of ; 
the defense of reaction-formation, these 
mothers have to see themselves as help- 
ing people, and their husbands’ needs pro- 
vide a reality for their wish to control 
in a giving way. The assumption of the 
active nurturant role also serves to deny 
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their own dependency wishes. 

The father’s role in this neurotic bal- 
ance is also maintained in the service of 
denial. These men have many uncon- 
scious infantile destructive impulses. In 
their confusion that these feelings would 
be expressed were they to be assertive, 
they assume the passive, ineffectual role, 
perceiving it as the only safe position. 
Their choice of a marital partner who 
offers love and support when not chal- 
lenged is part of a renunciation which 
clearly predates the marriage. It is as 
though a bargain had been established 
and maintained in the marriage, with the 
husband saying to his wife, “I'll give 
up some measure of success and achieve- 
ment, which we both see as dangerous, 
if you will guarantee me the support I 
need and want.” Through the assump- 
tion of the passive role, the father’s 
dependency needs are met and he is able 
to deny his hostility. 

We sce in the parent-child relation- 
ship a further elaboration of the themes 
existing between the parents. Lest the 
child upset the neurotic balance, the 
terms of the bargain are subtly com- 
municated throughout the childhood 
years. These mothers tend to be overly 
protective and infantilizing in their han- 
dling of their sons. Out of their need 
for nonchallenging love objects and their 
fear of mastery as potentially destruc- 
tive, they undercut the son’s attempts at 
achievement. 


A son who proudly announced spelling seven 
out of ten words correctly in a test was scolded 
by his mother who said, “If you had reviewed 
them with me, you would have gotten all ten.” 


Another mother expressed mixed feelings 
when her 12 year old finally mastered the 
multiplication tables: “He’s so cocky about it, 
he struts around.” Her son said that if he did 
Well in school his mother would “drop dead.” 


SPERRY 467 
The chances for these boys to form a 
masculine identity comprised of asser- 
tiveness and mastery are greatly ham- 
pered both by the mother’s limitation of 
the son’s autonomous strivings and by 
her derogation of his father. The fathers 
also interfere with the process of identi- 
fication. These men perceive and relate 
to their sons like siblings. Since a large 
component of their relationship to their 
wives is as son to mother, their own sons 
become rivals for emotional supplies. 
This rivalry has another meaning: If 
their sons were to surpass them in mas- 
tery and achievement, it would point out 
clearly and painfully their own failures 
resulting from renunciation. 

The extent to which rivalry permeates the 
father-son relationship can be illustrated by an 
incident in which one of our fathers was play- 
ing with his son. He insisted that he should 


have the larger toy gun and gave his son the 
smaller, broken one. 


In the second type of marital pattern, 
where the mothers seem helpless and 
frightened of their husbands’ authority, 
we see strong elements of a sadomaso- 
chistic balance. While denial also oper- 
ates in this type of relationship, there is 
evidence of a counterphobic maneuver 
in the choice of marital partner. These 
women have married men whom they 
perceive as the embodiment of the very 
qualities that most frighten them. Their 
husbands’ explosive outbursts and harsh 
handling of family affairs serve con- 
stantly to reinforce their perception of 
the male as dangerous. The husband 
concurs, to an extent, with this neurotic 
view of himself in order to deny his 
passive dependent make-up. His blustery 
behavior helps the wife to feel justified 
in her anger and rivalry with men. By 
assuming a position of helplessness, the 
mother is able to deny her own hostility. 
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She sees herself as a weak person ab- 
sorbed in “protecting” herself and her 
young from the onslaughts of her hus- 
band. 


One mother in this group joined in a pact with 
her son to keep his minor stealing a secret 
from his father in order to protect him from 
the rage they both anticipated. When the 
father did learn of the boy’s misbehavior he 
remained calm and approached his son with 
understanding. 


What we have called “protection” dif- 
fers greatly from common understand- 
ing. These mothers often stand aside 
when their husbands are, in fact, 
childishly enraged with their sons. We 
see in this that often the mother permits 
her husband to act out her own anger 
toward the son. At other times she may 
step in and act in a manner more infan- 
tilizing than protective. Many of these 
mothers have voiced fearful fantasies 
that their learning-problem sons may 
grow up to be delinquents. With this 
neurotic perceptual framework even 
mild self-assertive actions are apt to be 
seen as dangerous. Renunciation is less 
central in the defensive structure of this 
group of fathers. Their passive-depend- 
ent wishes are disguised in an overcom- 
pensated fashion. 

The child of this type of marriage also 
serves as a pawn of the parent’s needs. 
As in the other group, these mothers 
tend to overprotect and infantilize. This 
behavior, coupled with a view of the 
fathers as potentially destructive, con- 
veys to the boys the idea that it is dan- 
gerous to become a man. With assertion 
seen as a destructive force, the boys as- 
sume a passive, nonachieving role, par- 

ticularly in relation to schoolwork. 


The boy’s view of achievement, com- 
petition and masculinity as influenced by 
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the neurotic distortions of his parents. 
The conscious attitudes of these boys 
toward achievement, competition and 
masculinity reflect the internalization of 
the neurotic conflicts of their parents 
as they influenced the child’s definition 
of crucial events in his own develop- 
ment. In general, the child’s feelings 
about achievement are more rigid and 
primitive than those of his parents. Most 
of these children reveal an image of 
themselves as inadequate and incompe- 
tent in school. The range of sclf-defeat- 
ing attitudes varies from views of the 
self as unable to achieve to a perception 
of schoolwork as useless, One child ex- 
pressed the feelings that all his studying 
would be in vain and that he would 
“turn out to be a ditch digger.” Another 
boy remarked: “There are a lot of things 
you can do, without learning how to 
read or write.” 

These children do not feel consciously 
prohibited from learning by their par- 
ents. On the contrary, they feel that 
their parents are persistently, and some- 
times angrily, demanding high perform- 
ance from them. Their attitudes of dis- 
couragement are often colored by a 
near-conscious negativism related to the 
demands placed on them by the school 
and their parents. Their resistance shows 
itself in dawdling, in endless recopying, 
and in continual forgetting of books, 
homework papers and assignments. 
Thus, the child shows covert anger at 
his parents’ ostensible support and en- 
couragement, which he perceives as Con- 
taminated with hostility and deprecia- 
tion. In the displacement of this con- 
flict to the school, the teacher and the 
schoolwork become the targets of the 
negativism and of the internalization of 
the parents’ unconscious wish that the 
child not achieve. 


"In one interview 
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Tommy revealed with un- 
usual clarity how he had internalized the 
father's derogation of him. In working an 
arithmetic example with his therapist Tommy 
crossed out his work when near successful 
solution. When this was called to his attention 
he related how his father yelled at him and 
crossed out his work while tutoring him. 
Tommy recognized that in the absence of 
father’s criticism, he criticized himself. In this 
episode he revealed not only his negativism 
toward the therapist when she was functioning 
as a teacher, but also the internalization of 
that part of the father requiring the maso- 
chistic destruction of his achievement. 

The conscious aspirations of these 
boys show a variety of adaptations to 
their lack of academic achievement. 
When therapists discussed academic 
achievement as instrumental to voca- 
tional goals, some boys refused to con- 
sider their future while others envisioned 
a devalued role for themselves that re- 
flected their feelings of incompetency. 
Some boys insisted that they could have 
no choice of vocation, since it “all de- 
pends on what comes along,” while 
two youngsters viewed themselves in the 
role of garbage men. Later in treatment 
when the conscious self image began to 
change, several of the boys ignored the 
pertinence of academic achievement to 
their elevated intellectual goals or fo- 
cused on physical achievement that cir- 
cumyented the need to attain intellectual 
adequacy." 

When David, a boy of superior abilities, was 
able to discuss the possibilities of the future, 
he spoke of his projected military career as a 
jet pilot but completely shut out any considera- 
tion of the extensive academic preparation 


involved. At other times, this same youngster 
Considered becoming the world’s champion 


Weight lifter, circumventing the necessity for 
academic achievement. 


The children’s initial aspirations 
tended to emphasize their self image of 


LB . 
Elsewhere (2) the inverse relationship between idea 


sters has been considered at greater length. 
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inadequacy, usually shifting to more ap- 
propriate though magically achieved 
goals as therapy progressed. Only after 
considerable treatment was there some 
tendency for these aspirations to shift 
toward more reality-oriented goals and 
the steps instrumental to their attain- 
ment. 

On a less conscious basis, the char- 
acter of these aspirations seemed linked 
to the problem of identification with 
the father, One attempted resolution of 
this problem seen early in treatment is 
the boy's refusal to consider that he has 
any choice in what he becomes. This ap- 
pears related to an unconscious accept- 
ance of a role that will not challenge his _ 
father. Another resolution is exemplified 
by unrealistically high ambitions and 
magical emphasis on achievement with- 
out effort. This appeared in some boys 
to be related to a childish fantasy in 
which unconsciously father has been 
killed, and with him all rivals that would 
make any reality strivings necessary. A 
third maneuver—turning toward a pa- 
rental surrogate as 4 substitute identifi- 
cation figure—was reported by several 
of the fathers as accelerating their own 
academic achievement. Unfortunately 
for the sons, this maneuver does not 
seem to provide an easy solution for 
their learning problems. While they tend 
to adopt some of the skills or activity of 
men they admire, they continue to act 
as though forbidden to identify with the 
man’s intellectual prowess. 


One boy badgered his father to buy the uncle’s 
car because he hoped to drive it some day. 
Yet he confided to his therapist that he would 
not dare tell his father that he wanted to be- 
come a physician like his uncle, as his father 


would resent that. 


tion and motility in some of these young- 
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The primitive nature of the oedipal 
problem and the sadistic fantasies about 
identification make it difficult for the 
boys to use these partial identifications 
in the area of achievement, where they 
correctly perceive the unconscious pa- 
rental prohibition, Another derivative of 
the poorly resolved identification prob- 
lem is the child’s fear that there is no 
role in which a boy would be really ac- 
ceptable to his parents. As an escape 
these boys fantasy life in space, under 
the sea, or in olden days as decidedly 
preferable to the life of a latency-age 
boy who is expected to do chores at 
home and go to school. The fears and 
resultant fantasies are due in part to 
their perception of the negative, jealous 
aspects of the father’s feelings. In addi- 
tion, they are confirmed by the uncon- 
scious persistence of the assumption that 
either the father or the son must be 
eliminated. Anxieties arising from this 
fantasy are translated into genuine fears 
of being excluded from the family. 


In reaction to his father’s casùal admonition, 
“Go out and play, and stay out,” one boy, 
who had made a nuisance of himself tracking 
snow into the house, remained in a state of 
intermittent anxiety for several weeks. Another 
boy, when asked after a session of complain- 
ing whether there was any way in which he 
felt fortunate, replied with feeling, “Yes, I 
found out that some families really put their 


children out of the house—mine would never 
do that.” 


In the less conscious aspects of the 
boys’ play and dreams the father is por- 
trayed as a powerful hostile figure. Early 
oral sadistic fantasies about identifica- 
tion are still not completely repressed. 


When a school class was asked why the dogs 
circled round the fighting lead dog and his 
competitor in London's story “The Call of 
the Wild,” one of our boys responded un- 
hesitatingly, “So they could help eat up the 
one that lost.” 
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The pervasive anxiety that accom- 
panied such fantasies made each step 
toward identifying with competent as- 
pects of the fathers precarious. A partial 
sadistic identification does exist between 
the boys and their fathers, and the prob- 
lem of who is to be eliminated becomes 
complicated not only by the fear of retri- 
bution but by the feeling that this hostile 
antagonist the boy is fighting is partly 
himself. As one boy explained in his 
complicated gun play, “I am both the 
killer and the killed.” Another child, ex- 
plaining his sadism in play, said, “You 
have to be cruel to be a man.” 

Although on a conscious level a pro- 
tective tenderness is usually expressed 
toward the mother, oral and urethral 
sadistic fantasies are common toward 
representations of her in play: Circles, 
boxes and round containers were shot, 
torn or flooded with ink. This sadistic 
component in the boy’s love for his 
mother also restrains the child from 
being an unambivalent rival with his 
father for the mother. The boy himself 
has been too focused on denying his ' 
hostility toward his mother (through 
reaction-formation) to develop the con- 
fident phallic display that should precede 
an attempted resolution of the oedipal 
situation. 

We should emphasize that these fan- 
tasies were elicited from play and 
dreams. The defenses of repression and 
reaction-formation serve to conceal the 
more hostile feelings in actual relation- , 
ships. Indeed, there is often considerable 4 
tenderness expressed in somewhat eo 4 
tile ways toward both parents. Thoug 
the child is subject to neurotic limita- 
tions and is kept in a least-preferred Po 
sition, the healthy part of the ego a 
ables him to recognize that the basic | 
requisites for life will be met. It is this — 
basic security which he wishes to main- = 
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tain by not growing up a competitor. He 
sees the role as helper to the father as 
the only one in which he could expect 
help from his parents in return. 

Many aspects of the school situation 
lend themselves to facile projection of 
unconscious fantasies. Among these are 
the symbolic processes of reading, writ- 


-ing and arithmetic which in their unfa- 


miliarity to the child can become in- 
yested with personal meanings beyond 
the concepts usually ascribed to them. 
Often these personal misperceptions are 
heightened on the presentation of new 
material: In the absence of the known 
the child is more directly confronted 
with his fantasies. The fact that going to 
school is a major separation from home 
at a time when the child is still struggling 
with poorly resolved oedipal conflicts 
and with fears of abandonment con- 
tributes to this projection. The underly- 
ing anger felt toward the parents is 
easily displaced onto an unknown au- 
thority figure, the teacher. In this con- 
nection, it has been our experience that 
the teacher, though usually a woman, is 
not always a consistent representation 
of the mother. In fact she may represent 
the derogating father who is ambivalent 


< about his child’s successful learning. The 


child with the learning inhibition often 
Overreacts to usual classroom events 
like criticism of work as though the 
teacher were a parent derogating him 
and threatening abandonment. 

With regard to the schoolwork itself, 
the wish not to succeed is often related 
to the fear of becoming the fantasied sa- 


distic parent. 


One boy in discussing the uses of mathematics, 
his area of chronic difficulty, recalled that 
Hitler had used arithmetic to determine the 
capacity of the gas chambers used to exter- 


9 minate the Jews. 


In this connection, it will be remem- 
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bered that Liss (1) considered the pres- 
ence of unsublimated sadism one of the 
chief deterrents to successful learning. 
At times the wish to succed magically 
was predominant when the boys were 
especially fearful of losing out in the 
struggle with the father. 


Increasing negativism, depression and in- 
ability to cope with schoolwork were observed 
in one child at periods in two successive years 
when he was given a minor rather than a lead- 
ing role in the class play. He thought he was 
accorded a minor role because the teachers 
did not like him and believed him completely 
incompetent. He felt rejected and bewildered 
as though he saw himself the victim of some 
irrational hostility. 


Characteristically, the majority of our 
boys alternate between chronic fears of 
failure and of success, investing an 
enormous amount of effort in maintain- 
ing their schoolwork in a marginal 
status. The available energy for the child 
to cope with the school demands is 
largely depleted by the necessity to 
maintain constant vigil against the un- 
conscious conflicts. Nevertheless, these 
conflicts often appear in errors and dis- 
tortions in schoolwork. In the classroom 
these children are usually observed as 
apathetic, resistive and restless. In this 
way the child learns to comply with the 
parents’ unconscious prohibition that he 
not learn. 

The extent varies to which the boys’ 
renunciatory attitudes toward achieve- 
ment and mastery pervade areas apart 
from schoolwork. Some are successful 
and competitive in other areas, such as 
in sports or in religious schooling, while 
in others the renunciation is more of a 
style of life that affects all major areas 
of functioning. 


SUMMARY 
In this paper we have presented our 
observations on the way in which the 
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fathers’ attitudes influence the develop- 
ment and maintenance of inhibitions 
about achievement and mastery in ele- 
mentary school children referred for 
longstanding primary neurotic learning 
inhibitions. We have seen how these 
fathers persisted in their self image of 
inadequacy and resignation despite ob- 
jective indications of educational and 
occupational adequacy. We have ob- 
served how their deep sense of depriva- 
tion led them to adopt a passive or ex- 
plosively demanding orientation to their 
wives and to view their sons as com- 
petitors for mother’s support and admira- 
tion. Our clinical material indicated the 
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of interdisciplinary research projects in 
to underachievement and emotional disorders and (b) interpreting these find- 
ings into an instructional frame of reference; and, second, to concretize this 
viewpoint by reporting the clinical findings and instructional program resulting 
from a two-and-a-half-year interdisciplinary pilot study and demonstration in- 
volving forty hyperactive, underachieving, emotionally disturbed children. 


The purpose of this paper is, first, to outline a point of view concerning the role 
(a) isolating clinical factors contributing 


T MAY BE WELL, at the outset, to 
define the terms “interdisciplinary” 
and “research” as they are used in this 
paper. “Interdisciplinary” refers not to 
any prearranged combination of selected 
disciplines, but to a kind or climate of 
approach on the part of a staff whose 
members represent various disciplines. 
This compatibility results from selecting 
individuals (rather than disciplines) 
Whose professional interest in unresolved 
Problem areas in their respective spe- 
Cialties ties in with the problem, aims, 
goals, and possible by-products of the 
Proposed study. When this climate of 
Compatibility is achieved, the staff char- 
acteristically sheds the preconceptions of 
their respective disciplines insofar as the 
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particular study is concerned (6). 

The term “research” is used modestly 
—without rigor as respects design—to 
include research designs, sampling meth- 
ods and recording techniques compatible 
with surveys, pilot studies, and nonpara- 
metric investigations. 

The first part of the paper summarizes 
certain major assumptions concerning 
the educational implications of devia- 
tions in behavior and learning and out- 
lines a point of view concerning the role 
of interdisciplinary research in develop- 
ing educational programs for disturbed 
children. The second section concretizes 
these assumptions and this viewpoint by 
illustrating the use of an interdisciplinary 
approach in the development of an edu- 
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cational program for hyperactive, under- 
achieving, emotionally disturbed chil- 
dren. 


BASIC ASSUMPTIONS AND POINT 
OF VIEW 

Dr. Roger Williams, Director of the 
Biochemical Institute, University of 
Texas (10), has provided a theoretical 
frame of reference within which the 
problem area under discussion may be 
approached: 

“If the way we blew our noses were 
the only variation among human be- 
ings,” says Dr. Williams, “it might be 
reasonable to accept the common point 
of view in biology, physiology, biochem- 
istry, psychology, medicine, psychiatry, 
and social relations [and I would add 
education] that humanity can be divided 
into (1) the vast majority, possessing 
attributes which are within the normal 
range, and (2) a small minority, pos- 
sessing attributes far enough out of line 
so that they should be considered devi- 
ates.... 

“A basic and more intimate study of 
human nature would, in my opinion,” he 
continues, “contribute more to the un- 
derstanding of ourselves and to the solu- 
tion of human problems than any of the 
disciplines together or separately have 
been able to do. The existence in every 
human being of a vast array of attributes 
which are potentially measurable 
(whether by present methods or not) 
makes quite tenable the hypothesis that 
practically every human being is a de- 
viate in some respects” (9)2 

As in the foregoing comments, it is 
assumed that public school grouping cri- 
teria, instructional methods, and the use 

of achievement and intelligence tests 


' Italics are Dr, Williams’, 
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which have been standardized primarily 
on chronological age-grade expectancies 
(4) do not adequately reflect the role of 
individual and sex differences in deter- 
mining how children learn how to learn 
and how to behave. Although public 
school administrators and teachers have 
long been aware of the importance of 
individual differences and the need to 
understand the whole child, they are 
caught up in an educational system 
which fails to make provisions for these 
differences at the instructional level. 

Illustrative of this discrepancy be- 
tween intellectual understanding and in- 
structional implementation is the failure 
to utilize the long recognized and funda- 
mental fact of human biology that the 
male organism tends to mature more 
slowly than the female organism of the 
same chronological age, particularly dur- 
ing the early years. Public school sys- 
tems continue to operate as though all 
children of a given chronological age 
are ready for the first grade at the same 
time, They assume that all children will, 
unless suffering from the effects of dam- 
age or disease, progress academically at 
approximately the same rate of speed in 
the same subjects (5), profiting from the 
same teaching methods. But since three 
to ten times as many boys as girls suffer 
learning and behavior disorders, it is 
high time to consider investigating the 
following questions: 

1. Is it not possible that an educa- 
tional system which operates on the as- 
sumption that chronological age per se 
is a valid index for standardizing learn- 
ing and behavior expectancies may per- 
haps be creating, in some cases, emo- 
tional disorders and conditions of aca- 
demic failure or underachievement, by 
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superimposing a continuum of instruc- 
tional stress upon children whose de- 
yelopmental age is below the level of 
maturity required by assigned learning 
tasks? 

2. If one accepts this possibility, does 
it not follow that among the many chil- 
dren currently classified as atypical, or 
as being emotionally disturbed because 
of deep-seated emotional problems, some 
of them may, in reality, be demonstrat- 
ing a symptomatic behavioral response 


to an instructional setting which is in- 


appropriate, if not inimical, to their 
particular level of maturational readi- 
ness for a given learning experience? 
3. If instructional setting, rather than 
a deep-seated emotional problem, can 
be identified as the primary agent of 
Stress, might it not become possible to 
develop grouping criteria and educa- 
tional programs more in keeping with 
developmental readiness patterns than 
chronological age-grade expectancies? 


THE ILLUSTRATIVE PROJECT 


This pilot study proposed to explore 
the possibility that the atypical behav- 
ioral response pattern and the academic 
underachievement of hyperactive, emo- 
tionally disturbed children are, in reality, 
responses to an inappropriate educa- 
tional setting, rather than evidence of 
deep-seated emotional problems. 

Implicit in this proposal was the as- 
Sumption that, if it became possible to 
discover a cause or causes for the be- 
havior and underachievement, it would 
then become possible to devise a teach- 
ing method and grouping criteria which 
would teach to the difficulties, rather 


= 
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than in spite of their results. 

The illustrative material for this sec- 
tion is drawn from the prepublication 
reports of the Montgomery County, 
Maryland-Syracuse University Pilot 
Study and Demonstration, a two-and-a- 
half-year diagnostic study and teaching 
demonstration involving forty hyper- 
active, underachieving, emotionally dis- 
turbed children. This project was con- 
ducted within the public school system 
of Montgomery County as an experi- 
mental extension of the services of the 
Department of Special Education. Proj- 
ect funds were provided by the U.S. 
Office of Education and the Eugene 
and Agnes E. Meyer Foundation. Syra- 
cuse University acted as the officiating 
agency. 

The particulars of the research design, 
the specialized teaching methodology 
and the results, as well as the lack of 
them, are not the province of this pa- 
per. They are available elsewhere as a 
publication of the Syracuse University 
Press (2). 

I am, however, deeply grateful to 
the medical, clinical consultant, and ad- 
ministrative staff for permission to draw 
heavily on their findings in order to 
provide material for this paper.” 

Let me first present a brief, informal 
profile of the behavior response pattern 
which characterized the children initially 
considered for inclusion in the project. 

First, the child is usually a boy. He 
is between six and a half and ten years 
of age. His parents are white. Their 
religious affiliation may be Catholic, 
Protestant, or Jewish, but they do not 
necessarily attend the church of their 


illiam M. Cruickshank, Chief In- 
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faith. The father, a rather quiet man in 
his late thirties or early forties, may be 
a truck driver, nuclear physicist, man- 
ager of a chain store, physician, or bio- 
chemist, but regardless of his profession, 
as an employee he is outstandingly ef- 
ficient, dependable and intelligent. Dur- 
ing the week he works long hours, fre- 
quently leaving the house before his son 
is up and returning after the boy is 
asleep. 

On weekends, if he is not working 
overtime, the father plans to spend some 
of his time with his son, although he has 
difficulty finding things for them to do 
together. When he does succeed in ini- 
tiating some joint enterprise, his son 
usually wrecks the plan by thrusting a 
hammer into the power saw while it’s 
going at high speed, kicks over a bucket 
of freshly mixed paint, or sticks his 
finger into a light socket and then ex- 
plodes into yelling fury when he, the 
power saw, or paint bucket is jerked to 
safety. The father, unable to compre- 
hend the violence of the explosion or 
anticipate his son’s impulsive behavior, 
more often than not retreats to the 
bastions of his work, remarking to his 
wife as he does so that she is too easy 
on the child—he needs more discipline. 

His wife is an attractive, outgoing, in- 
telligent woman who, up to the time of 
her son’s birth, thoroughly enjoyed her 
job as a secretary, nurse, teacher, econo- 
mist, or mother of the two previous chil- 
dren. She is active in civic affairs and 
frequently participates in various types 
of adult study groups. In the past she 
thoroughly enjoyed a good fight, but by 
now has learned to control her aggres- 

sive drives in the interest of maintain- 
ing harmony in the family and neighbor- 
hood. 

The boy, himself, established his rep- 
utation as a classroom discipline prob- 
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lem around the age of five or six. He 
may have had a trial period in a nursery 
school or a kindergarten around five 
years of age, but after a hectic week 
or so, he was probably sent home as 
being too immature or not ready for 
group experience. Although he appears 
to be a bright, attractive, intelligent lad, 
he is failing in school and may be re- 
tained again this year. 

In the third grade, if he hasn’t al- 
ready been excluded, he is disruptively 
aggressive. He talks out loud and out of 
turn. He appears unable to sit still and 
is constantly fidgeting, twisting, wig- 
gling, and jouncing up and down in his 
seat. He runs and does not walk in the 
halls. His shoe laces, zippers, and but- 
tons, once undone, remain untied, un- 
zippered, and unbuttoned until stand- 
ards of decency and orderliness are 
finally re-established by weary adults. 
His pockets bulge with miniature trucks, 
cars, and playing cards with which he 
fiddles all day, frequently humming, 
making odd noises, or talking to him- 
self as he does so. 

In playground activities, he is some- 
thing of a bully, refuses to participate 
in organized group games and then har- 
ties his classmates from the sidelines. 
He appears to be completely devoid of 
even a rudimentary sense of fair play 
or the existence of rules. He screams 
like a frightened two year old if he cuts 
his finger, but when the kick ball lands 
on the roof of the school building, he 
shinnies up the side of the building, re- 
trieves the ball—which he refuses tO 
throw to the waiting players—slides 
down the drainpipe and jumps the last 
five feet, usually kicking in someone’s 
head as he does so. 

He likes fans, motors, and pets— 
which he mistreats. He rarely has 
friends, but never lacks accomplices. He 


wes ritual, marching and making up 
elaborate rules, and he would give his 
immortal soul to be a member of the 
school patrols, but he is unab'e to read 
the patrol pledge or, if he can, is unable 
to remember it. On occasions, he ex- 
plodes into violent temper tantrums, Or 
apparently unprovoked rage reactions of 
such violence that he constitutes a dan- 
ger to himself or others. 

At their wits’ end, the parents finally 
take their boy to his pediatrician, who 
‘finds him physically healthy, with good 

eyes, good ears, of normal intelligence 

and, most comforting of all, a child who 
will probably outgrow his current be- 
havior problems. It is to be noted, how- 
ever, that during this conference and 
< the many others that follow with teach- 
ers, principals, psychologists, counselors, 
and therapists, the parents’ conversation 
Is apt to have a curiously detached qual- 
ity—almost as though they were helping 
one to understand the problems of a 
close friend’s child for whom they feel 
a great deal of warmth and a very deep 
"personal concern but no real responsi- 
bility. 
This profile of a boy was derived 
| ftom the behavioral response pattern of 
460 children referred for project con- 
_ Sideration. It was the assumption of the 
educators who developed the research 
design of the Montgomery County- 
Syracuse University Research Project 
‘that the available instructional methods 
by which he was expected to learn how 
to learn and how to behave, at home 
and at school, were inappropriate to the 
Way in which his particular mind, ears, 
eyes, and body operated in a learning 
Situation. 

Prediagnostic screening of the 460 
referrals was in line with the following 
gross selection criteria established by 
the research design: Chronological age 
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range, 7-6 through 9-6; mental age 
range, 5-5—no ceiling; IQ range, 60— 
no ceiling. 

Since one of the major goals of the 
study was to determine if the teaching 
methodology found helpful to hyperac- 
tive children with central nervous sys- 
tem damage could be adapted for use 
with hyperactive, non-brain-injured chil- 
dren, one half of the forty final selectees 
were to be brain injured and the other 
half to demonstrate no evidence of brain 
injury. 


Exclusions. Children were not con- 
sidered who were evaluated as autistic, 
schizophrenic, or under treatment with 
tranquilizers. These exclusion criteria 
were established as a result of the edu- 
cators’ instructional experience with 
autistic and schizophrenic children. It 
was their impression that the kinesthet- 
ic, auditory, and perceptual instruc- 
tional approach to be utilized in the 
academic phase of the project was not 
particularly useful to these children. It 
was also their impression that tranquili- 
zers appeared to introduce a “block” 
of some sort between the motivational 
drive to learn and the learning act itself. 


Prediagnostic screening. Sixty-seven 
children were selected out of the above 
referral group who were felt to meet 
the above gross selection criteria, All 
available information on these 67 was 
subjected to intensive study in order to 
pick up clues which might indicate cen- 
tral nervous system injury. Such clues 
were frequently located in school medi- 
cal histories, health department records, 
reports of family physicians, parents’ 
reports of convulsive disorders, birth in- 
jury, accidents and disease. Indications 
of organicity reported by psycho’ogists 
and psychiatrists were considered clini- 
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cal evidence only if this information was 
substantiated by a compatible medical 
history and neurological findings. In the 
absence of any such clues, the child was 
tentatively evaluated as non-brain-in- 
jured, emotionally disturbed. On the 
basis of these data, 46 of the 67 chil- 
dren were selected for referral to the 
diagnostic staff. 


Parent conferences. Once this group 
had been selected and an evaluation of 
the available data completed, parent 
conferences were held in order to ex- 
plain the nature of the research project, 
the specific reasons why their children 
had been selected as possible candidates 
for the program, and to enable the 
project coordinator to receive parent 
clearance on additional medical data. 

In connection with these parent con- 
ferences, it is important to bear in mind 
that this particular project was designed 
in order to explore the cause(s) of un- 
derachievement and hyperactive behav- 
ior and to develop an appropriate in- 
Structional program, insofar as possible, 
within the frame of reference of the 
existing policies, procedures and per- 
sonnel of the Montgomery County ele- 
mentary school system. 

The particular individual disturbed 
behavior response pattern, therefore, 
was evaluated as evidence of the child’s 
learning difficulties and emotional frus- 
trations in attempting to make use of 
instructional programs which failed to 
provide him with the skills and tech- 
niques necessary for him to achieve 
academic mastery. 

This viewpoint was clearly stated dur- 
ing the parent conference and the rela- 
tionship of the individual child’s learn- 

ing difficulties outlined as clearly as the 
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available data permitted. Problems of 
transportation and scheduling dates 
for the diagnostic examinations were 
worked out, and the reasons for parent 
releases for the family physician’s medi- 
cal history clearly explained. School, 5 
neighborhood and family problems 
which might develop as a result of 
project participation were thoroughly 
explored. 

The fact that there was one hundred 
per cent parent cooperation at this ini- 
tial phase of the project was, in the 
author’s opinion, a direct result of a 
clear-cut, factual presentation of all the 
available information which neither 
minimized nor evaded discussion of the 
child’s school problems. Although the 
project goals were related whenever pos- 
sible to the instructional difficulties of 
the child, it was at no time stated oF 
implied that there was any certainty 
that the child would profit from the 
specialized teaching methodology, rather 
that the staff’s best feeling was that it 
was well worth trying. 


Diagnostic examinations. Following 
the parent conference, the family physi- 
cian was approached by the research 
project pediatrician in order to explain 
the project goals and the nature of the 
examinations, and to request any addi- 
tional information the family physician 
might consider useful. Once these steps — 
had been completed, the 46 children 
were scheduled for the diagnostic €X- 
aminations. $ 

The diagnostic staff selected for this 
purpose had four characteristics in com> 
mon: 

(1) Firsthand experience in the diag- 
nosis and treatment of children with 
similar difficulties 
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(2) A long-term professional interest 
in resolving the complicated problems 
in differential diagnosis and treatment 
such children present to examining phy- 
sicians 

(3) A deep personal conviction that 
the school system’s inability to provide 
a rewarding school experience for these 
youngsters constituted a major contrib- 
uting factor in the development of seri- 
ous behavior problems 

(4) All members of the medical and 
clinical staff were attached to universi- 
ties or hospitals and were consequently 
free from the unpredictable demands of 
private practice 

These four characteristics of the diag- 
nostic staff contributed heavily to a 
marked harmony of professional interest 
and freedom from any particular disci- 
pline’s diagnostic biases and organized 
resistance to social change. Within the 
frame of reference of this paper, the 
character of their approach to the prob- 
lem became an interdisciplinary one. 

Represented on the diagnostic and 
consultant staff were pediatrics, neurol- 
Ogy, optometry, ophthalmology, audiol- 
ogy and speech pathology, psychology, 
education, psychiatry, and electroen- 
cephalography. Each of the final forty 
selectees participating in the study was 
provided an examination by each of the 
above disciplines. 

One or both parents were interviewed 
by the pediatrician, psychiatrist, psy- 
chologist, educator, speech pathologist, 
and consultant on electroencephalo- 
aid research. At the termination of 

© project, the parents were interviewed 
“a the psychiatrist, psychologist, and 
r cator, and the children retested by 

© psychologist and re-evaluated by the 
Psychiatrist and educator. 
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The following clinical profile drawn 
from the examination results makes no 
attempt to summarize all the diagnostic 
findings. It is confined to that portion 
which best indicates the nature of the 
learning disabilities which were, in a 
sense, found under the skin of the be- 
havioral profile outlined earlier. In line 
with preceding comments on the pos- 
sible educational implications of sex 
differences in relation to learning and 
behavior disorders, it may be noted that 
of the 460 children referred as candi- 
dates for the study, 393 were boys and 
67 girls. Out of this total group, 46 
were selected for referral to the diag- 
nostic staff for intensive study: 43 boys 
and 3 girls. Of the 40 selectees included 
in the study, 37 were boys and 3 were 
girls. 


Participants in the study. The parents 
of the forty children were white and rep- 
resented a wide range of socioeco- 
nomic levels, religious and professional 
affiliations. Approximately half of the 
children had been excluded from school, 
or had never been accepted owing to 
the severity of their behavior disorders. 
The remaining half who were enrolled 
in special classes were not progressing. 

The pediatrician found that in 29 out 
of the 40 cases, the prenatal period was 
complicated, for example, by intermit- 
tent bleeding, excessive edema, toxemia, 
a history of gestation and delivery diffi- 
culties during earlier pregnancies, and 
a tendency toward spontaneous abor- 
tion. The labor period was somewhat 
lengthy, averaging between 11 and 12 
hours. Delivery was complicated by the 
need for instruments. Anoxia, delayed 
breathing, premature rupturing of the 
amniotic sac, the need for unusual 
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amounts of standard medication and/or 

oxygen was frequently associated with 

the delivery. The children, although of 
about normal birth weight, were some- 
times slightly premature. 

Although parental memory concern- 
ing the developmental history of their 
children is known to be unreliable, the 
uniformity of the parents’ reported de- 
lays or slowing down in the develop- 
mental sequence of the growth pattern 
of these children was apparent even if 
one accepts the unreliability of parental 
recall. 

Developmental delay was reported in 
crawling, walking, weaning and estab- 
lishment of bowel and bladder control, 
and was particularly noticeable in 
speech and language development and 
fine and gross motor control. As a re- 
sult, the pediatric impression was one 
which was appropriate to much younger 
children. Pediatric examinations and 
past medical histories substantiated this 
impression. 

Two patterns of language and speech 
behavior were reported: 1) There was 
clear evidence of a lack of communica- 
tive awareness of the alternating roles 
of speaker and listener in verbal inter- 
change; and 2) there was real difficulty 
in the interpretation and comprehension 
of verbal stimuli. Associated with these 
two general patterns were clinical evi- 
dence of dyslalia, dysarthria, clutter 
and/or stutter symptoms. Speech was 
characterized by evidence of infantile 
perseveration, substitutions, omissions, 
reversals, and a wide variety of articula- 
tion problems. 

End organ damage to the ear was 
recorded in only one case, Learning and 
behavior problems associated with prob- 

lems of auditory comprehension and re- 
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call, however, existed in 30 of the 40 
children. 

The neurologist found that over half 
of the children were not oriented for 
time and space and were unable to 
resolve double simultaneous testing. 
Thirty-one were unable to transpose left 
and right, and evidence of problems in 
fine and gross motor coordination ex- 
isted in all of the selectees. 

Deficits were reported in ego organi- 
zation, ego strength, and self concept. 
Body image was grossly immature and 
often bizarre. Sexual identification was 
undetermined and the psychiatric ex- 
amination found the children univer- 
sally unable to orient themselves in 
relation to space, time and other objects. 

Visual problems associated with eye 
defects were at a minimum, although 
five children with nystagmus or strabis- 
mus had had corrective surgery per- 
formed; their postoperative adjustment 
was successful. Problems in visual func- 
tioning, however, existed in varying de- 
grees in all forty children. These prob- 
lems revealed themselves in the lack of 
eye-hand coordination, and alternating 
Suppression frequently occurred under 
Stress such as that experienced in main- 
taining sustained visual attention to 
desk work. Frequently, visual-percep- 
tual problems were associated with in- 
efficient eye movements in diagonal 
directions resulting in difficulty in re- 
producing forms requiring diagonals. In 
general, binocular motility (the capacity 
for centering both eyes on a given object 
at the same time) was characteristic of 
a much earlier developmental level. It 
was the consultant optometrist’s impres- 
sion that most of the children had not yet 
learned the basic visual-motor skills nec- 
essary for adequate visual functioning. 
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The research psychologist found that 
all forty children demonstrated in vary- 
ing degrees the following characteristics: 
Forced responsiveness to stimuli, re- 
yersals, rotations, perseveration, short 
attention span, impulsivity, distractibil- 
ity, visual-motor and visual-perceptual 
problems, immaturity, dissociation and 
disturbances in figure-ground relation- 
ships. 

In approximately half the cases, this 
all-over pattern of specific learning dis- 
abilities was associated with medical and 
neurological evidence of central nervous 
system and/or brain injury, and in the 
other half, it was agreed no such evi- 
dence existed. What was considered to 
be much more significant, however, was 
the overwhelming evidence of neuro- 
physiological and emotional immaturity 
in all forty children. This finding was 
considered to be of particular importance 
by the consultant neurologist on electro- 
encephalographic research, who found 
that 29 of the children demonstrated, 
in the EEG tracing, a persistent bioc- 
cipital slow wave representing a delay 
in the physiological maturation of the 
brain (1). 

Thus it was that the previous tag of 
emotionally disturbed, hyperactive chil- 
dren was abandoned in favor of a diag- 
Nostic classification of children with 
Specific learning disorders. These diffi- 
culties are admittedly serious ones, but 
they are specific, clear cut, and amen- 
able to classification and reinterpreta- 
tion into an educational frame of refer- 
ence. By that I mean that the child 
previously considered as one “who re- 
ga to follow directions” became, with 

aid of the diagnostic data, a child 
i. a problem in perseveration or audi- 

y Comprehension. Furthermore, since 
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the children demonstrated a common 
pattern of learning difficulties, it was 
possible to eliminate individual remedial 
instruction, other than speech therapy, 
in favor of specialized group teaching. 


Grouping criteria. The children were 
assigned to four groups of ten each on 
the basis of the traditional use of chron- 
ological age, mental age, Intelligence 
Quotient and, where possible, grade 
placement scores. The number of groups 
and number of children per group were 
both artifacts of the particular research 
design within which the study was con- 
ducted and do not reflect any particu- 
lar philosophy concerning the relative 
merits of any one particular teacher- 
pupil ratio. It should be pointed out 
that any assumption that the small class 
size explains the progress made by the 
children should be tempered by the fact 
that of those children who were enrolled 
in school prior to the project, the major 
proportion had been in small classes 
without deriving any measurable bene- 
fits. 

Clinical data from the diagnostic 
studies were taken into consideration in 
grouping. An attempt was made to 
avoid overloading any one of the four 
groups in terms of the following factors: 
perseveration, hyperactivity, disinhibi- 
tion, and lack of impulse control. 

Although perseveration, for example, 
was characteristic of all forty children, 
there were sixteen where the medical, 
clinical and past academic records in- 
dicated that the degree of perseveration 
would constitute a primary learning and 
behavior problem to the teacher and 
child, Four such children were assigned 


to each of the four groups. 
An attempt was also made to balance 
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the four groups in terms of twenty chil- 
dren whose hyperactivity, lack of im- 
pulse control and disinhibition appeared 
to be in response to environment stimuli 
and unstructured group situations in 
contrast to the remaining group where 
the hyperactivity had a persistent 
driven quality and appeared to be more 
internalized and less subject to modifica- 
tion by environmental and group con- 
trols. 

And finally, in those cases where 
there was neurological evidence of cen- 
tral nervous system injury accompanied 
by definite evidence of electrical abnor- 
mality in the EEG tracing, the children 
were divided equally among the four 


groups. 


Specialized instructional program. It 
is not the purpose of this paper to 
specify the particulars of the experi- 
mental teaching program. It should be 
noted, however, that the four teachers 
teceived six weeks of training in the 
specialized teaching methodology advo- 
cated by Strauss and Lehtinen (8) and 
Cruickshank and Dolphin (3), and that 
much of the instructional equipment and 
supplies, as well as two of the class- 
rooms, were designed in line with the 
theories of these writers, What will be 
attempted here is to indicate in a very 
general way how this teaching approach 
is seen as meeting the learning and emo- 
tional needs of these particular children. 

The stimulus-free environment and 
rigidly predictive schedule are both seen 
as relieving hyperactive, impulse-ridden 
children of the physiological necessity 
for discharging their energy in a con- 
tinuously unrewarding, random fashion, 

by removing, insofar as possible, both 
spatial and temporal stimuli. To the 
extent that this was made possible, the 
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discharge of energy could be directed 
toward the accomplishment of a given 
learning task. Further, where the special 
teaching techniques used such kinesthetic 
devices as abaci, the physiological neces- 
sity for movement was channeled into a 
physical activity which developed fine 
and gross motor control at the same 
time that number concepts were being 
learned. 

The fact that the instructional tasks 
assigned the children were presented in 
a rigid order of developmental sequence 
necessarily required that the teachers 
check each piece of work before a given 
child progressed to the next assignment. 
As a result, in the process of acquiring 
academic skill in the tool subjects (read- 
ing, writing and arithmetic), each child 
experienced over and over again the 
psychologically rewarding experience of 
mastery and freedom from failure. 

And finally, it may be suggested that 
the highly structured, rigidly predictive 
teaching approach and the use of tactile, 
auditory and kinesthetic materials not 
only assisted in the maturational devel- 
opment and integration of the sensori- 
motor sytems, but also provided sup- 
port for the obsessive-compulsive needs 
of the children. 

In concluding this section of the re- 
port, three examples have been selected 
to illustrate the increased academic and 
Social growth of the children, Academic 
growth is illustrated by the pre and post 
test results as measured by the Stanford 
Achievement Test Form J for one of the 
four groups (Fig. 1). Since all four 
groups were matched in terms of 
achievement levels and made the same 
amount of progress during the academic 
year 1957-58, the results shown in the 
two tables in Figure 1 are duplicated in 
the other three groups. 
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PRE-TEST STANFORD ACH. TEST 
FORM J SEPT 1957 


POST-TEST STANFORD ACH. TEST 
FORM J JUNE 1958 


Perhaps the most impressive fact is 
not that the children made progress, but 
the amount of gain achieved in spite 
of the oppressively disorganizing experi- 
ence of the three previous years of 
school failure. With the exception of 
six children whose progress was not 
sufficient to establish a battery mean 
(two of whom are represented on the 
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above table), the project children aver- 
aged two or more years’ academic gain 
over one ten-month period. 

Reflected in the post test IQ scores 
in Figure 1 is a problem created by the 
use of test instruments so constructed 
that intellectual potential is measured 
in relation to chronological age expec- 
tancies—an assumption which makes 
little or no provision for objective meas- 
urement of the potential of children 
whose developmental pattern deviates 
from chronological age norms in ma- 
turation of the primary mental abilities. 
It was the staff’s impression that the pre 
and post test results of the Bender- 
Gestalt (see Fig. 2), the Goodenough 
Draw-A-Man (see Fig. 3), and the Vine- 
land Social Maturity Scale, when com- 
bined with the results of the Stanford 
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C, A. 6-10 
M.A. 7-0 
1. Q. 102 


SEPT 1957 
PRE-TEST 


gave 


JUNE 1958 
POST-TEST 


7 
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SEPT 1957 
PRE-TEST 
CA, 9-2 
MA 5-6 
LQ 60 
JUNE 1958 
POST-TEST 
C.A 10-5 
M.A. 8-6 
1, Q. 82 
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Achievement Test, more accurately re- 
flected the learning potential of the 
project children than the results of the 
Stanford-Binet Intelligence Tests. 
The second example (Fig. 2) is a pre 
and post test duplication of a project 
child’s reproduction of the Bender- 
Gestalt figure 4. (This form is repro- 
duced at the top of Fig. 2.) This ex- 
ample was selected in order to demon- 
strate, among other things, the acute 
difficulties the children experienced in 
reproducing forms as a result of their 
visual-perceptual and visuomotor prob- 
lems at the beginning of the year, and 
illustrates the growth made in these areas 
as a result of the perceptual training 
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they received in their classrooms, 

It should be pointed out that the 
above child demonstrated no evidence 
of central nervous system injury and, 
when examined by his ophthalmologist, 
was found to have 20/20 vision. 

Much could, and perhaps should, be 
said concerning the duplication (Fig. 3) 
of one of the project children’s pre and 
post test drawing of the Goodenough 
Draw-a-Man Test. 

The primary reason for selecting this 
final example illustrating the social and 
emotional growth of the children is be- 
cause it seemed the best means of allow- 
ing the project children to speak for 
themselves. It goes without saying that 
some of the children were not so artic- 
ulate, and one or two less so when the 
study ended than when it began. But 
this child’s drawings, those of most of 
his peers, and the evaluations of teach- 
ers and parents, as well as those of the 
research psychiatrist and psychologist, 
established beyond a doubt that an in- 
terdisciplinary approach to their learn- 
ing and emotional problems paid off 
socially, emotionally and academically, 
for this particular group of children. 

In conclusion, let me say categorically 
that this paper neither states nor implies 
that children with severe emotional ill- 
ness, if grouped properly and taught 
properly, can be cured of emotional 
illness. What is meant is that there is 
reason to believe that when it becomes 
possible to group children in relation 
to patterns of variations in individual 
and sex differences, as well as similari- 
ties in chronological age and intelli- 
gence, and provide them with an ap- 
propriate educational program, more 
of them may avoid becoming under- 
achieving, emotionally disturbed chil- 
dren. 
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INTRAPSYCHIC AND ENVIRONMENTAL FACTORS IN 
RUNNING AWAY FROM HOME“ 


RANDALL M. FOSTER, M.D. 


Director, Probation Department Psychiatric Clinic, Los Angeles, California 


The symptom of running away from home is studied among 175 delinquent 
children. Its incidence is explored and runaway and nonrunaway delinquent 
children are compared on the basis of individual and intrafamilial factors. 
Parent-child separation proved statistically to be the most specific factor. Im- 


portant differences are related to symptom pathogenesis. 


HIS STUDY was designed to inves- 

tigate the incidence of running 
away from home among juvenile de- 
linquents and certain characteristics of 
the parent-child relationships of these 
runaway children which seemed to dif- 
ferentiate them from the other delin- 
quents, 

The delinquent population is defined 
as the group of children brought before 
Juvenile Court. The first question was 
how many of these children had at some 
time run away from home. Since the 
Court did not keep a record of such be- 
havior, it was necessary to obtain a 
sample for study from among those chil- 
dren referred by the Court for psychiatric 


*Presented at the 1960 Meetin 
Jersey. 

"In January 1960, for exam 
the Clinic. 

* Personal communication with the Honorab! 
Division of the Los Angeles County Court 
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evaluation. Approximately one-seventh 
of the children seen by the Court are 
referred to the Psychiatric Clinic.! The 
randomness of the clinic population 
sampling of Court cases with respect to 
Tunaways was investigated by contact- 
ing the Court.* In the opinion of the 
Presiding Judge, running away is not a 
special reason for referral. Moreover, 
his spontaneous estimate of the inci- 
dence of running away agreed quite 
closely with the results of this study of 
the clinic population. 

The almost complete absence of a 
history of gang activity among the clinic 
population also suggested that such 
cases might comprise a sizable group 


of the American Psychiatric Association, Atlantic City, New 
ple, there were 768 new court cases, of which 119 were referred to 


le Donald A. Odell, Presiding Judge of the Juvenile 
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and one which would specifically not be 
referred for evaluation. The Presiding 
Judge was questioned about this pos- 
sible source of error, but his opinion 
was that juvenile cases involving gang 
activity were currently rare. 

The total clinic population sample 
was obtained in two groups. The first 
of these consists of all the cases referred 
to the investigator from August through 
December 1959. This is assumed to be a 
random sample, since factors influenc- 
ing patient-psychiatrist matching were 
purely administrative and were unrelated 
to clinical material. The second group 
consists of the patients seen by all mem- 
bers of the clinic staff in January 1960. 
Information on these patients was ob- 
tained from a form checklist filled out 
by all psychiatrists in the clinic. The in- 
formation tallied on both groups in- 
cluded age, sex, and the notation that 
the patient had or had not run away 
from home. 

There was no difference between 
these two groups and it was therefore 
assumed that they came from the same 
population. Combining the two groups, 
there were 102 runaways in 225 cases, 
an incidence of 45 per cent. When the 
subjects were differentiated on the basis 
of sex, it was found that almost equal 
numbers of boys and girls had run away 
(50 boys and 52 girls), although the 
total combined group consisted of 144 
boys and 81 girls. Thus the incidence 
of running away from home in delin- 
quent boys is 34.7 and in delinquent 
girls 64.2 per cent. 

_ The major portion of this investiga- 
tion concerns the comparison of run- 
away and nonrunaway delinquents. The 
Subjects were 100 individuals with a 
history of running away from home and 
75 controls who did not have such a 
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history. Selection involved simply the 
inclusion of all patients assigned to the 
author during the period from August 
1959 through March 1960. The August- 
December group used in the study of 
incidence is thus included in these 
groups. 

The term running away, as used in 
this investigation, refers specifically to 
an absence from home, of any dura- 
tion, at any time prior to the clinic 
study, which the subject himself refers 
to or accepts reference to as running 
away from home. In only two instances 
did classification by this criterion result 
in a contradiction of behavior descrip- 
tion from other sources. This patient- 
oriented criterion for classification was 
used in order to avoid the otherwise 
arbitrary and often unverifiable criteria 
such as length of absence. 


METHOD 

Each experimental and control sub- 
ject was seen in a diagnostic psychiatric 
interview by the author. The subject’s 
family and delinquent history, compiled 
by his probation officer, was available. 
The report of social worker interviews 
with the parents was available in less 
than half the subjects. Psychological 
testing data were available for approxi- 
mately half the subjects. This material 
usually included an intelligence test, such 
as the Wechsler-Bellevue Scale, and 
projective techniques, primarily the 
Rorschach, TAT and DAP tests. The 
selection of subjects for testing was 
again administrative and was not related 
to the investigation. : 

Three main areas of information were 
gathered. The first consisted of general 
data, such as the subject’s age, sex, the 
presence or absence of academic prob- 
jems and their duration, the presence 
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or absence of school behavior problems 
and their duration, the subject’s IQ, and 
symptoms. 

The second area of focus concerned 
the parent-child relationships. The pres- 
ence or absence of a history of parent- 
child separation over one month was 
recorded. In addition, parent-child sepa- 
rations were classified on the basis of the 
parent from whom separated, whether 
the separation occurred before or after 
the child was 5 years of age, and 
whether or not there was a subsequent 
reunion. 

Whether or not there were step- or 
adoptive parents was also noted and 
classified on the basis of sex of the sub- 
stitute parent, habitation together be- 
ginning before or after the child was 5, 
and whether or not there was a subse- 
quent separation. 

The third area of information con- 
cerned the runaway activity of the ex- 
perimental group. For example, whether 
or not running away from home was a 
current symptom, the child’s age at the 
first runaway, the number of runaways, 
duration of longest runaway, whether 
or not the child left town, the type of 
delinquency associated with Tunning 
away, the pattern of runaway activity, 
and the pattern of preceding events. 

Other information concerning family 
relationships was recorded as available, 
particularly that involving family mobil- 
ity, sexual or aggressive activity in the 
home or by family members, and family 
antisocial activity. 

RESULTS 


The most striking finding was the 
difference in the incidence of a history 
of parent-child separation between the 
runaway delinquent group and the non- 
runaway delinquent group. Of the 100 
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runaway subjects, 91 had such a history 
and 9 had not; of the 75 control sub- 
jects, 40 had such a history and 35 had 
not. A chi-square test indicated that 
this difference is statistically significant 
beyond the .001 level of probability 
(x? = 31.22, df = 1, p < .001). 

The groups were then further sub- 
divided on the basis of sex. Of the 54 
male runaways, 49 had a history of 
parent-child separation, 5 had not; of 
the 62 male nonrunaways, 31 had a his- 
tory of separation, 31 had not. The dif- 
ference between these two groups is sig- 
nificant at the .001 level of probability 
(x* = 22.35, df = 1, p < .001). 

This differentiation was essentially the 
same for the female subjects. Of the 46 
female runaways, 42 had a history of 
separation, 4 had not; of the 13 female 
nonrunaways, 9 had a history of separa- 
tion, 4 had not. This difference is sig- 
nificant at the .05 level (x* = 4.030, 

Thus the relationship between run- 
ning away from home and earlier parent- 
child separation is comparable for both 
sexes. 

The nature of the separation was then 
studied. The most frequent parent-child 
Separation involved the subject’s father 
before the child was 5 without subse- 
quent return of the parent. This and a 
similar separation after age 5 accounted 
for about 60 per cent of all the parent- 
child separations. Comparisons between 
experimental and control subjects, and 
between male and female subjects, re- 
vealed no significant differences. 

However, a comparison of the inci- 
dence of step- or adoptive parents 
among the runaway and nonrunaway 
groups with parent-child separations did 
Teveal a significantly greater incidence 
among the runaway group. Of the male 
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runaways with parent-child separations, 
37 had a step- or adoptive parent, 11 
had not. Fifteen of the nonrunaway boys 
had step- or adoptive parents, 16 had 
not (x° = 6.88, df = 1, p < .01 when 
x? = 6.64). 

The families of the experimental sub- 
jects displayed a much greater incidence 
of physical aggression and open sexual 
activity in the home. The problems of 
eliciting such information are many, and 
only positive histories (that is, when the 
information is spontaneously volun- 
teered) can be considered at all reliable. 
Such a history was elicited approxi- 
mately three times as often in the run- 
away group. 

In addition, there was considerably 
more family mobility in the runaway 
group. However, this seems intrinsically 
telated to the greater incidence of par- 
ent-child separations. 

The parents of the runaway children 
almost universally exhibit a rather 
marked and overt rejection of the child. 
Although they may frequently present a 
facade of interest to authorities, their 
behavior generally betrays the defensive 
nature of this superficial attitude. These 
parents expect their child to become ag- 
gtessive and dangerous as he enters 
adolescence and his delinquent behavior 
confirms their fears and convictions. 
This parental attitude and the child’s 
acting out of the parents’ unconscious 
wishes are obviously not specific to the 
children who run away, but in this study 
these factors were not observed with 
nearly as great consistency Or intensity 
in the nonrunaway group. 

The runaway child himself presents 
marked limitations in his ability to ac- 
cept awareness of or to find socially ac- 
ceptable means of expressing aggressive 
impulses. Denial and avoidant mobility 
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are relied on to escape such awareness, 
The runaway’s concept of norms of be- 
havior is generally rigid; and when the 
child is seen in detention, depression in 
some measure is very frequent. 

It was thought that there might be a 
relationship between such factors as the 
self-sufficiency displayed by the child 
during his absence, the appropriateness 
of his leaving a manifestly intolerable 
situation, or the degree to which he ac- 
tively sought help from authorities, and 
the degree of normal emotional integra- 
tion or health in the runaway. An ex- 
tremely small number, however, seemed 
to meet these criteria, and the few chil- 
dren who, for example, sought refuge 
with authorities or reported such things 
as incest or unusual punishment at home 
proved to be as emotionally disturbed 
as those who did not. 

When the material concerning the 
running away behavior itself was ana- 
lyzed, it was found that in the majority 
of cases the first runaway occurred two 
or three years before the patient was 
seen. The information available concern- 
ing the exact onset of the symptom, 
however, was too often unreliable to 
treat statistically. 

When the subjects were able to de- 
scribe feelings or incidents antecedent 
to their runaway, a pattern of rather 
limited variability unfolded. A fear of 
returning home because of anticipated 
punishment for misbehavior at school or 
staying out too late at night was by far 
the most frequently verbalized reason. 
Arguments with their parents, fear of 
having such an argument, Or flight dur- 
ing punishment were also described. Be- 
havior away from home generally in- 
volved wandering Or going to friends’ 
houses. The older girls were very fre- 
quently involved in heterosexual activity 
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during their absence; while the older 
boys frequently were involved in car 
thefts and burglary. 

Concurrent symptoms presented by 
the experimental and control subjects 
were tabulated and compared. Certain 
symptoms usually thought of as pecul- 
iarly delinquent were more frequent in 
the runaway than in the control group. 
Auto theft, for example, occurred with 
a frequency of 24 per cent in the run- 
away group and 12 per cent in the con- 
trol group. This difference was signifi- 
cant at the .05 level of p confidence 
(xœ = 4.112, df=1, p<.05 when 
x? = 3.841). Similarly, heterosexual ac- 
tivity, interestingly recorded only in 
girls, occurred with a frequency of 37 
per cent in the runaway girls and a fre- 
quency of 15.5 per cent in the nonrun- 
away girls. 

Truancy was twice as frequent in the 
runaway group. Stealing, other than auto 
thefts, was about equally distributed. 
Homosexual and other deviant sexual 
behavior was much more frequent in the 
nonrunaway group. 

Finally, although the runaways did 
have a history of unacceptable school 
behavior and academic problems ante- 
dating their court appearance by a few 
years, the incidence and nature of these 
problems was too often unsubstantiated. 
Nevertheless, far fewer of the nonrun- 
away delinquents had such a history. 


DISCUSSION 


Running away from home is a symp- 
tom found in 45 per cent of the delin- 
quents sampled in this study. A review 
of the literature reveals few estimates of 
incidence for comparison (1, 3-5, 7, 8). 
The prevalence of this symptom, how- 
ever, indicates that a greater under- 
standing of running away from home 
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will contribute to our understanding of 
the genesis of delinquency. The signifi- 
cance of the symptom is emphasized by 
the predominance of typically delin- 
quent behavior in the runaway group 
compared with the nonrunaway group. 

The results of this study indicate that 
parent-child separations are positively 
correlated with running away from home 
as a symptom of the child. The presence 
of step- or adoptive parents in the 
child’s home is also a factor in the de- 
termination of this symptom, a factor 
in addition to the original parent-child 
separation which such children have ex- 
perienced. While it cannot be concluded 
from these results that such separations 
are a cause of running away, these re- 
sults provide strong evidence of a causal 
relationship which may or may not be 
mediated by some other variable, such 
as parental problems or attitudes which 
account for both the separation and the 
symptom. 

One broad implication of this finding 
is a reaffirmation of the view that de- 
linquent behavior is a function of dis- 
turbed parent-child relationships rather 
than more remote environmental factors 
such as neighborhood characteristics. 
Those who have stressed neighborhood 
characteristics and have discounted such 
factors as parental separation (6) have 
based their conclusions on a study of 
juvenile gangs. As previously mentioned, 
gang activity accounts for a small part 
of the delinquent group as defined in 
this study. 

Parental separation leads to running 
away by intensifying a child’s fear of 
rejection and abandonment and by mak- 
ing it more difficult for him to cope with 
the resulting anger and frustration. Ob- 
viously the effect of parental separation, 
even if by death, would be more over 
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whelming when the parent had commu- 
nicated feelings of hostility and rejection 
to the child before his disappearance. 
Running away has been described as a 
method of avoiding unacceptable anger 
toward parents (2). The characteristic 
depression or superficial denial of de- 
pression seen in detained runaways at- 
tests to this problem. 

The presence of substitute parents in 
a child’s life not only can add to his 
problem of constructively coping with 
forbidden anger toward parental figures, 
but is also an influence which can un- 
dermine the incest taboos of our cul- 
ture. An unusual interest in traveling 
has been considered a sublimated ex- 
pression of incest wishes (2)—a means 
of escaping from taboos. The child with 
limited abilities to cope with “danger- 
ous” impulses can run to escape temp- 
tation and search for safer gratification. 

It is apparent from the data presented 
here that the loss of a parent or the 
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presence of a substitute parent is not in 
itself sufficient to determine this symp- 
tom. Nor is an intact family a guaran- 
tee that a child will not run away. These 
disturbances in family structure rather 
appear to interact with other factors, 
such as the degree of parental rejection 
and the extent of overt aggression or 
sexual promiscuity in the home, in the 
formation of this symptom. 

Preadolescence is a crucial time in 
the lives of these children. Their par- 
ents’ attitude toward them characteristi- 
cally changes to a rather open expecta- 
tion of antisocial behavior and fear of 
aggression. This attitude is accompanied 
by more verbal rejection and disappro- 
val and by renewed efforts at restriction 
and control, This parental attitude pre- 
cludes the sustained dependency and in- 
hibitory control frequently seen as a re- 
action to adolescence in nondelinquent 
children. 
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MANAGEMENT OF THE BRAIN-DAMAGED 
ADOLESCENT* 


CAMILLA M. ANDERSON, M.D., AND H. B. PLYMATE, M.D. 
State Hospital, Salem, Oregon 


The characteristic symptom picture of minimal, essentially lifelon g brain dam 
age is presented. It is necessary for all people working with children to under r 
stand this picture clearly if management is to be effective, since prevention of 
the complications which make management of adolescents difficult depends on 
early diagnosis. Education of parents and teachers regarding their role, rather : 
than psychotherapy, is the treatment of choice. A new title or diagnostic label 
is suggested, with the rationale behind it. 


T: TERM “BRAIN DAMAGE” is so 
nonspecific that it conveys no pre- 
cise concepts to anyone. A delimited 
segment of the broad subject of brain 
damage which we have arbitrarily called 
“Association Deficit Pathology” merits 
our attention because we believe it to be 
widespread and its symptomatology gen- 
erally unrecognized as deriving from 
brain damage. 

It has been recognized by various 
people: Bradley (1, 2), working pri- 
marily with children, has described what 
he calls the “Hyperkinetic Behavior 
Disorders of Children.” Doll (3), also 
working primarily with children, has 
called essentially the same symptom 
complex “Neurophrenia.” Levy (4), 
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working primarily with adolescents, has” 
referred to it as “Postencephalitic Bet 
havior Disorder.” The Association for 
Aid of Crippled Children (5, 6), in its: 
recently compiled bibliography on this 
problem, has called it “Brain Damage 
with Behavioral or Conceptual Handi- 
cap.” Strauss (7, 8), who has been ona 
of the outstanding pioneers in this field, af 
has contributed no new nomenclature 
but refers to it simply as “Brain-dam> 
age.” Anderson (9, 10, 11), work i 
with both children and adults, has called" 
it “Association Deficit Pathology,” Om 
simply, “ADP.” 

Whatever the designation, there is 
agreement among them that the abnor 
mal behavior is the chief symptom; that 
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this derives from neurologic defect in- 
curred early in life; and that the disturb- 
ance is present irrespective of environ- 
mental or interpersonal factors. Clearly, 
there is need for a designation which will 
be generally accepted, but this probably 
cannot occur until the disorder is more 
widely recognized as deriving from brain 
damage rather than from psychody- 
namic factors. 

Whereas there are reports of many 
etiologic agents, the most comprehensive 
research is now under way in the Yale 
Study. This includes scrutiny of all pos- 
sible factors: pregnancy, drugs, delivery, 
postnatal experiences, infections, etc., 
with long-term follow-up studies in tens 
of thousands of births throughout the 
United States. Clinical, psychological, 
and neurologic studies including EEG 
are being carried out routinely. From 
this study should come some definitive 
answers. It will be interesting to learn 
whether cerebral anoxia is the chief 
cause, as some of us have long believed, 
and whether a consideration of heredity 
will once again be forced upon us. 

To date, with the exception of the 
senior author’s work (9, 10, 11), there 
have been no reports of studies of the 
behavioral characteristics throughout the 
life span of individuals suffering from 
this disorder which we are calling 
“ADP.” Each age group has been pre- 
sented as though it had no essential re- 
lationship to any other. There are, how- 
ever, definite continuing intellectual and 
emotional characteristics which are €x- 
pressed in the behavior patterns at any 
age level, and it is important to under- 
Stand these basic characteristics if one 
wishes to see the total picture and to 
have perspective with relation to diagno- 
Sis and management. 

While the manifestations of the dis- 
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order vary from individual to individual 
depending on 1) the original intellectual 
potential, 2) the time, extent and degree 
of sustained damage to the brain, and 
3) the life experiences subsequent to the 
damage, the basic characteristics are 
present in all. 

As children, one sees them com- 
monly as restless, “driven” youngsters, 
distractible, impulsive, immature, not 
getting along well with other children; 
frustration tolerance is low; they have 
extraordinary interests in or preoccupa- 
tions with some specific activity; they do 
not display the usual sense of pity, re- 
morse, or sympathy in situations calling 
for it, and they lack realistic fears. Com- 
monly, they have problems in scholastic 
adjustment and achievement. Muscle co- 
ordination tends to be poor and they 
may underestimate or fail to control 
their strength, so that they are accounted 
as rough or cruel. Digestive system in- 
adequacies are common. 

‘As adolescents they tend to be disci- 
plinary problems, being repetitively de- 
fiant and unmanageable; they have little 
capacity for appraising situations except 
in a stereotyped fashion; impulsivity and 
explosive behavior are the rule. Their 
sexual drives and activities may be de- 
layed or they are perseverative, Con- 
sonant with their general immaturity and 
unrelatedness to others. Their expressed 
plans for the future are unrealistic and 
poorly conceived. Paranoid ideation is 
frequently used to explain their inter- 
personal difficulties. They have increas- 
ing scholastic difficulties although often 
they have high abilities in some areas. 
Psychologically, they are definitely im- 
mature; physically, they may be imma- 
ture, but often they are indistinguisha- 
ble from normals. 

As adults they have become more or 
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less comfortably settled into a groove 
but are particularly yulnerable to the 
stress of change. Even marriage is not 
especially disturbing; it is the spouse 
who suffers! The latter finds himself or 
herself confused and bewildered living 
with a person who is assumed to be 
normal but who consistently uses poor 
judgment, is shallow, has little capacity 
for interpersonal relationship, for realis- 
tic planning, or tolerance for frustration. 
Immature sexual patterns tend to be pre- 
ferred, and there is little sensitivity to 
the nuances of feeling that normally ex- 
ist in interpersonal relations. They may 
experience either psychoneurotic or psy- 
chotic decompensation symptoms as a 
result of stress. 

Although there are innumerable vari- 
ations, salient characteristics at any age 
are immaturity, poor interpersonal rela- 
tionships, impulsivity, difficulty with 
change or the unstructured, and low 
frustration or stress tolerance which is 
manifested in incongruous worries, tem- 
per tantrums, rages, panics, or major 
catastrophic reactions often indistin- 
guishable from schizophrenic episodes. 
When one becomes aware of the pres- 
ence of any of these qualities he should 
make a mental note that he might be 
dealing with ADP and a careful, detailed 
survey is in order: 

1. Is the pattern of maladjustment 
lifelong? 

2. Are there any details in the history 
which suggest a possible etiology? (E.g., 
pregnancy, delivery, prematurity, infan- 
tile and childhood infectious diseases 

(12) or injuries.) 

3. Is some degree of perseveration 
present? (E.g., stereotyped behavior and 
responses; unusual interest or persist- 
ence in feelings, ideas, and pursuits; 


“stubbornness”; “compulsive behavior”; 
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being “stuck” or in a rut; difficulty in 
shifting; susceptibility to worry; being 
habit dominated.) 

4. Does the behavior suggest diffi- 
culties in figure-ground perception? 
(E.g., problems with assignment of value 
or importance; minor details overshad- 
owing the significant meaning.) 

5. Is the behavior the result of deal- 
ing with partials rather than with 
wholes? (E.g., faulty reasoning and 
judgment; poor appraisal capacity; poor 
integration capacity, impulsivity and 
jumping to conclusions; social inepti- 
tude; poverty of perceptiveness; con- 
striction of conceived possibilities.) 

6. What happens in unstructured sit- 
uations? (E.g., proneness to anxiety and 
felt stress when confronted with the un- 
structured or unlearned; poor transfer- 
ence of learning; unimaginative; being 
habit dominated; resistance to change; 
stereotyped responses; clichés.) 

7. Are there problems with spatial re- 
lationships? (E.g., eye-hand coordina- 
tion disturbances; clumsiness; poor CO- 
ordination; muscle control problems; in- 
appropriate voice tones; unintended of 
unrecognized cruelty; rough play; third 
dimension sense impairment.) 

8. Does concreteness predominate 
over the capacity for abstract conceptual 
thinking? (E.g., poor comprehension; 
difficulty “catching on”; limited capacity 
for humor; inability to deal with prov- 
erbs,) 

9. Is the capacity for empathy poorly 
developed? (E.g., problems in discipline; 
poor interpersonal relationships; habit- 
ual dependency; shallowness; easy shifts 
of affection; difficulty perceiving the 
other person except in terms of partials 
Or extraneous details; poverty of Te- 
sponse to life situations—commonly 1m- 
terpreted as “distancing” or “denial”; 
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relative failure of development of feel- 
ings such as pity, sympathy, grief, re- 
morse; problems in the sexual sphere.) 

Keen clinical perceptiveness is the 
most important diagnostic tool we have 
at the present time. A major reason for 
a lack in perceptivity is the weight that 
has long been given to psychodynamic 
factors—almost to the exclusion of any 
others—in evaluating behavior and per- 
formance. Since the medical profession, 
ie., psychiatry, has the final say in di- 
agnosis, it is not strange that psycholo- 
gists have played down any minimal 
signs of organic pathology observable 
in the testing. Additionally, psychologic 
tests interpreting organicity have in large 
measure related to gross pathologic 
states and to loss of estimated capaci- 
ties, whereas the brain damage in ADP 
must be scen in terms of original fail- 
ures to develop rather than in terms of 
loss after development. This shift of 
focus will require reorientation on the 
part of psychologists if they are to ar- 
tive at more helpful conclusions. 

In not a few reports in the literature 
there occurs the flat statement that psy- 
chological tests are unable to contribute 
anything to a diagnosis of brain damage 
of this nature. In our experience this is 
not factual, On the contrary, psycho- 
logical tests may be of critical signifi- 
cance, but close cooperation between the 
two professionals is essential, often to 
the point of detailed, joint study of the 
actual test data until understanding is 
reached and communication is real 
rather than assumed. This is no place 
for novices in test administration since 
it requires an extensive background of 
experience to give capacity for evalua- 
tion. 

Whereas there are no pathognomonic 
tests there are many tests which con- 
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tribute through the weight of evidence to 
a positive or negative conclusion with re- 
spect to ADP. The usual psychologic 
tests commonly suffice. The Wechsler- 
Bellevue test shows significant patterns 
of scatter both with regard to verbal and 
performance scores, and intertest scores. 
Whereas there is a reluctance on the 
part of psychologists to label as organic 
those test patterns showing high per- 
formance and low verbal scores, we pre- 
dict that psychology will revise its stand. 
To date, except for meager but signifi- 
cant research data, this pattern of high 
performance and lower verbal scores 
has signified sociopathy rather than 
brain damage. This seems to us an un- 
tenable position when we consider not 
only the clinical characteristics of this 
group but the fact that in EEG studies 
delinquent children show a higher inci- 
dence of abnormal brain waves (ap- 
proximately 50%) than does any other 
group of people. 

The Bender test points up that mean- 
ingful organization is disturbed; that 
eye-hand coordination problems exist, 
especially under stress; and that ap- 
praisal ability is defective. The Sentence 
Completion test is replete with clichés, 
perseveration, stereotyped and poorly 
conceived mental processes, poverty of 
ideation, and occasional inability to 
eliminate inconsequential details. The 
Thematic Apperception Test shows 
paucity of meaningful imagery, stereo- 
typy, shallowness, emphasis on concrete 
details, and over-all immaturity. The 
Draw-A-Person test shows stereotypy, 
immaturity, failure of appraisal capaci- 
ties. The Rorschach test shows a poverty 
of imagery incongruent with the basic 
or estimated potential; responses of 

r quality; clearly seen details are 
ae bedded in over-all poor whole 
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concepts; there is perseveration, lack of 
human action. Responses indicate that 
there is a feeling of “lostness” with no 
clear structure to follow; at the same 
time there is little or no guardedness. 
Manipulation of cards frequently occurs, 
and there tends to be a tactual emphasis. 
The Rorschach and the Wechsler in 
combination are probably the most sig- 
nificant tests in competent hands. Those 
familiar with the Strauss Marble Board 
test have found it helpful especially with 
children as it highlights their difficulty 
with organization and procedure. Each 
test can offer evidence of a person not 
measuring up to logical expectations, if 
the psychologist is alert to the implica- 
tions. 

A third diagnostic tool is the EEG. 
Perhaps because these tests are not al- 
ways available they tend not to be used 
routinely as part of the complete sur- 
vey. There have even been research sit- 
uations where positive (i.e, abnormal) 
findings were so routinely found in be- 
havior disorders of children that they 
were discarded for that very reason! The 
preconceptions of the clinicians that the 
problems were psychodynamic were so 
strong that the EEG findings were con- 
sidered invalid and inconsequential. 
Whereas it is true that tracings in chil- 
dren are more difficult to interpret than 
are those of adults, competent interpre- 
tations can still be made. 

The significant EEG patterns vary in 
many respects: location, frequency, am- 
plitude; there are bursts; there is diffuse 
disturbance, focal or localized disturb- 
ance, and there is the “borderline ab- 
normal.” As is well known, a “normal” 

EEG does not necessarily rule out brain 
pathology. It is to be hoped that the 
Yale Study will give some clear answers 
within the next decade or two in regard 
to the significance of EEG variations. 
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In the meantime, we are finding a high 
degree of correlation between clinical 
pictures and EEG abnormalities. If one 
uses all three diagnostic tools percep- 
tively there is remarkable agreement. 

Once an organic factor is clearly per- 
ceived, the nature of the basic intellec- 
tual and emotional defects points the 
way to management and treatment. 
They all say, in effect, “Be careful not 
to overestimate my abilities; do not be 
misled by my normal appearance or my 
seeming brightness, or even by the over- 
lay of psychodynamic factors. Do not 
expect me to use judgment; do not mis- 
take my perseveration for psychodynam- 
ically determined compulsive behavior; 
do not attribute my lack of expression 
of many human feelings to ‘blocking’ or 
to ‘denial,’ but recognize my poverty in 
this area, and my shallowness. Above 
all, do not expect me to draw new or 
unlearned inferences or conclusions Or 
to see relationships, because my capacity 
to integrate is minimal. Therefore, do 
not expect me to make use of analyti- 
cally oriented psychotherapy or client- 
centered therapy, but provide me with a 
better way of living through training and 
education—through structure—through 
the medium of a strong, firm, warm 
person.” 

Undoubtedly, one of the most impor- 
tant aspects of management of the ado- 
lescent with ADP is prevention of the 
complications which arise through inade- 
quate earlier management, Failure to 
provide adequate management early in 
life is the basis for the difficulties which 
bring the adolescent to the particular at- 
tention of the various community agen- 
cies and institutions. Early diagnosis is 
not sufficient, particularly in our urban 
Society; long-term educational assistance 
to the parents is also essential 

The very nature of the symptomatol- 
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ogy makes parent-child relations diffi- 
cult, Parents need help in conceptualiz- 
ing the difficulties so that they will feel 
less hostile and more patient through 
feeling less “lost.” They need encourage- 
ment to keep the day-to-day experiences 
as stable and as simple as possible, clar- 
ifying the ambiguous and the abstract, 
thus helping the child to integrate and 
to incorporate an ever-expanding world. 
Especially in the light of our cult of per- 
missiveness they need assistance in the 
establishment of socially useful habits, 
since it will be habits rather than judg- 
ment or appraisals which the children 
must rely on in living, Parents need 
reassurance in clearly and definitely 
raising barriers against socially nonac- 
ceptable habits. They need encourage- 
ment to be sufficiently tough and firm to 
enforce orders. They need to learn how 
to rely less on verbal instructions and 
more on going through the actions with 
the child repeatedly. 

Firmness and structure are essential, 
as are acceptance and warmth. A never- 
ending concretizing of the abstract and 
the ambiguous helps to clarify the ex- 
periences of living. This must be done 
not only as the child evidences confu- 
sion, anxiety, or withdrawal, but as the 
parent sces it indicated. Not infrequently 
one finds the more highly intellectual 
parents lacking in the ability to accom- 
Modate themselves to the level of con- 
creteness on which the child lives, and 
impatience and rejection result. This is 
not an atmosphere for learning. Early 
diagnosis helps prevent the parental guilt 
so commonly found where psychody- 
namic formulations abound, but it may 
also be engendered in perfectionistic 
parents who are not fully appreciative 
of the fact that the task which they face 
can never be done properly. Accept- 
ance of one’s own inadequacies—not 
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glibly but factually—will assist in pro- 
viding the most helpful climate for the 
child with ADP. 

Parents who are intellectually pre- 
pared tend to be more emotionally ready 
to deal constructively with their prob- 
lem. In addition to the more formal 
educative sessions with expert counse- 
lors, parents need repeated contact with 
other parents having children with ADP. 
This not only serves to minimize the 
sense of uniqueness but gives perspec- 
tive and perhaps even a trace of humor. 
Where parents are unable or unwilling 
to participate in the educative process, 
the handicaps of the child will be maxi- 
mized and problems of a psychodynamic 
nature may be expected to be present to 
a point where they tend to obscure the 
basic disorder. 

In a relatively high proportion of 
cases there is also appreciable benefit 
to be derived from drugs, chiefly the 
amphetamines and dilantin. These tend 
to reduce restlessness, “drivenness,” and 
distractibility, which in turn fosters both 
learning and relationship. The change in 
behavior brought about through the use 
of drugs is often sufficient to make the 
difference between tolerable and intoler- 
able behavior, and effects a swing in 
the emotions of parents from exaspera- 
tion, helplessness and rejection to a 
sense of optimistic acceptance. 

The schools need the same kind of 
assistance that parents do, since the 
over-all concept of ADP is new and few 
teachers have had special training to 
meet the needs of this group. The chil- 
dren are commonly seen as bright but 
lazy or unmotivated, neurotic trouble- 
makers, or defective, and it is difficult 
to accept them on a nonmoralistic basis, 
or to engineer suitable programs. 

There are many reasons why adoles- 
cence is even a greater problem than 
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was childhood. Noncritical parents no 
longer carry the same emotional weight. 
More is expected of the patients in the 
way of judgment, planning and empa- 
thy, It is the time when use of abstract 
conceptual thinking gathers momentum; 
on” is essential, and 


tions of the peer group. By and large, 
children are not unkind to one another, 
probably because of their inadequate 
but adolescents can be ex- 
tremely cruel. Normal adolescents have 
perceptiveness without much awareness 
of or concern for basic causes. The 
“pecking order” might well have been 
devised for adolescents, with children 
with ADP “low on the totem pole.” 

This is the time when their handicaps 

in reasoning, in perspective, in impul- 
sivity, in planning ability and in per- 
severative behavior get them into trou- 
ble. They cannot appraise even simple 
situations adequately and are dupes or 
the butt of jokes; they are unwanted 
and are left for fringe groups and fringe 
activities, including fringe sexual activi- 
ties. They run afoul of the law and gain 
a spurious sense of status in socially 
nonacceptable modes of behavior. 

They see other adolescents being 
granted new freedoms and assume it 
should be their right as well. Reasoning 
with them avails little and defiance is 
common. Ill-conceived ventures bring 
their costly penalties to youngsters, par- 
ents and community alike. Whereas they 
may have some dim awareness that 
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there is something wrong, they seldom 
are able to arrive at a true comprehen- 
sion as to what is amiss. 

The paranoid mechanism tends to be 
used freely among them. It derives from 
one of several sources: 1) Uncritical ac- 
ceptance of the parental explanation for 
their being in the out-group; 2) their 
own necessity to maintain their amour- 
propre; or 3) their carefully figured out 
formulations in regard to human inter- 
actions, which do not work out as they 
expect. Since they cannot depend on 
their moment-by-moment perceptions of 
human feelings, the more intelligent 
among them approach people in this 
more stilted manner. 

There may be room for difference of 
opinion as to whether from earliest times 
they should be carefully indoctrinated 
with the idea that they are different. 
Many people will maintain that they are 
sufficiently handicapped already without 
this added burden. Others will say that 
it is an unnecessary cruelty since many 
of them catch up developmentally and 
will fit into the normal scene without 
any incongruities. It is our opinion that 
such a false protective attitude is one 
of the factors which make for problems 
in adolescence as well as later. If they 
have been prepared factually over many 
years to look at themselves as different 
in certain respects, the rejections which 
are sure to come are more intelligible, 
as are also the limitations which must 
be placed on them by parents or other 
authorities. 

Since these adolescents cannot pro- 
vide sufficient limitations and structure 
for themselves, the adults must provide 
them for them. There is little point to 
implying they can look forward to the 
same degree of freedom granted the 
more normal, when, factually, they arè 
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incapable of making constructive use of 
it. It is not cruel to be honest if it is 
done in the context of helpfulness and 
without a punitive motive. It is not im- 
portant that the children—or any chil- 
dren—should like or be pleased with 
what is done for them. That, in our 
estimation, would be merely a fortunate 
by-product. While helping them to rec- 
ognize and accept certain inadequacies 
factually, efforts need constantly to be 
made to help them develop compensa- 
tory or substitute patterns which will 
assist in their development and content- 
ment in living. 

This will require resourceful, per- 
ceptive, and imaginative effort not only 
on the part of parents but the commu- 
nity. We need to take a new look at the 
patterns of education provided by our 
schools, to see whether they are built 
around the assumption that only the nor- 
mal or nonhandicapped children are 
worth our tax money. Whereas most of 
these adolescents derive little from 
school as it is now conceived, they are 
definitely educable, and most of them 
can become productive citizens if they 
have the right help at the right time. 
There are no published reports to our 
knowledge with reference to the role of 
television with these youngsters, but it 
might be anticipated that much of what 
can be viewed would be more deleteri- 
ous to them than to the more normal 
children. 

They need peer group contacts and 
Status, but there is little of this to be de- 
tived from our system of education. 
They do not even make good members 
of a team in sports. They need a chance 
to be part of the in-group, and this can 
come about only through providing ac- 
ceptable contacts with true peers. ADP 
is no respecter of families, and is so 


common that it should not be difficult 
for parents or community agents to de- 
velop such groups. Perhaps the main 
face the fact that their child is one of 
many, and that they need one another, 

Whereas cruelty is often associated 
with brain damage in the minds of peo- 
ple, there is commonly a singular lack 
of hostile feelings in them. The basis of 
this absence of hostility may be in part 
an early accepting home environment 
with a carry-over of the original warm 
feeling toward society; it may also stem 
from their own nonperceptiveness of hu- 
man feelings, or from the fact that they 
operate primarily out of habits rather 
than moral value systems and therefore 
are not the ready prey of resentment. 

Their lack of resentment or hostility 
needs to be cherished and fostered, for 
it will serve them well. It is important, 
if placement or institutionalization be- 
comes necessary, that they not be 
placed in punitive or hostile situations. 
Farm homes, various types of “democ- 
racies,” where warmth and participation 
go hand in hand with firm limits and 
training, will accomplish the best re- 
sults that can be obtained. 

When, however, they have developed 
deeply ingrained hostilities or socially 
nonacceptable patterns, OF when they 
are prone to have uncontrollable de- 
structive rages without adequate provo- 
cation, one must look forward to their 
repeating the same behavior almost au- 
tomatically whenever the appropriate 
situation or stimulus arises. One may 
not expect an old pattern to be ex- 
tinguished so easily, and judgment is not 
acquired either with time or training. 
They may need protective custody in- 
definitely (13). 


Fortunately, in many instances the 
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EEG points the way to use of drug 
treatment for adolescents as it does for 
children. Benzadrine alone, or dilantin 
(an anticonvulsant) alone, or the two in 
combination, have been the most help- 
ful. Often it is necessary to administer 
the drug under carefully observed condi- 
tions for a period of time. In our ex- 
perience the newer tranquilizers have 
not been effective. When the drugs 
achieve their goal the restlessness and 
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inner pressure for activity are reduced, 
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tact with them. They seem to derive 
some greater capacity for behavior con- 
trol. 

We feel that not until there is wide- 
spread understanding of this aspect of 
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CEREBRAL DYSFUNCTION AND BEHAVIOR 
DISORDERS IN ADOLESCENTS” 


MAURICE W. LAUFER, M.D. 


Director, Emma Pendleton Bradley Hospital, Riverside, Rhode Island 


Abnormal functioning of the central nervous system, associated with a variety 
of causes, functional and structural, and present before birth or in the first five 
years of life, may result in behavioral and perceptual distortions and in specific 
learning disabilities. By adolescence these distortions often have become fur- 
ther encrusted with all sorts of emotional difficulties. They appear as a com- 
posite of the underlying organically determined behavior pattern and the spe- 
cial defensive and adaptational mechanisms of the particular adolescent to the 
people and situations which surround him. Proper diagnosis and treatment call 


for a manifold approach, herein described. 


a. TITLE ASSIGNED for this paper 
implies that there may be special 
problems presented by an adolescent 
Who has sustained brain damage, which 
may in turn require methods of manage- 
ment differing in kind or degree from 
those posed and required by the average 
adolescent. Helpful consideration of this 
topic requires that there be some com- 
Mon understanding of terms, concepts 
and limitations. 

First among these comes the concept 
of “brain damage” itself. For the pur- 
poses of this discussion, such a term is 
too limiting. It is preferable instead to 
refer to “cerebral dysfunction.” By this 
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is meant an abnormal functioning of the 
central nervous system—a condition 
present since infancy or early childhood 
which is the consequence of events that 
may have occurred in the fetal period, 
in the process of birth, in the neonatal 
epoch or in the first five years of life. 
Such events might include infections (in 
the mother while the baby is in utero, 
as well as in the child’s central nervous 
system after birth), hemorrhages, anoxia, 
and direct injury. These last three in 
turn may be associated with accidents 
of the birth process, such as premature 
birth, prolonged delivery, precipitate de- 
livery, cord around the neck, etc.; but 
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there also may be no history of any such 
clear-cut noxious event. 

The predisposing abnormal function- 
ing of the central nervous system may 
not have any structural aspect, but re- 
flect an abnormal process, as in the case 
of idiopathic epilepsy. Nor can we over- 
look the possibility that altered patterns 
of function of the central nervous sys- 
tem may be brought about by distorted 
perceptions or feedback mechanisms. 
These could be on a physical basis (such 
as either absence of or altered percep- 
tions associated with impairment of vis- 
ual or auditory apparatus) or on an 
emotional basis (as in altered or patho- 
logical child-parent relationships). 

Whatever the particular cause, if it 
occurs in the epochs mentioned above 
(prenatal, natal, infancy, early child- 
hood), many different types of func- 
tional results may occur. These include 
mental retardation; cerebral palsy; con- 
vulsive disorder; impairments of special 
senses; and perceptual, learning and be- 
havioral disabilities. While there may be 
and frequently are combinations of any 
or all of these, for the purpose of our 
discussion today we will focus upon the 
last mentioned, that is, the area of per- 
ceptual, learning and behavioral disabil- 
ity. 

Thus, we may redefine the topic as 
that of management of the particular 
problems presented by an adolescent 
who, since his early years, has suffered 
from the effects of a dysfunction of the 
central nervous system manifested in 
the area of perceptual, learning and be- 
havioral disability. 

If indeed special methods of manage- 
ment are required for such individuals, 
the first requirement is that they be rec- 
ognized. This in turn calls for a high in- 
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dex of suspicion on the part of the pro- 
fessional observer. This is particularly 
so when dealing with adolescents. In 
part this is due to the fact that, in our 
culture at least, the period of adoles- 
cence is replete with problems which 
have from time to time engaged us all 
professionally. To these, the adolescent 
with cerebral dysfunction, far from be- 


ing immune, is even more than usually — 


susceptible. To this is added the fact 
that by the time of adolescence, if not 
hitherto recognized and dealt with, prob- 
lems of perception, learning and behay- 
ior which might originally have a cen- 
tral nervous system origin are by now 
heavily overladen with all sorts of emo- 
tional difficulties. Their manifestations 
are further complicated by the particu- 
lar defensive and adaptational mecha- 
nisms most suited to the personality of 
the adolescent. 

It might be of value, therefore, first 
to present what might be found in a 
younger individual in whom this picture 
might be seen in relatively pure culture. 
In reviewing this individual’s history one 
may be alerted by learning of threat- 
ened abortion, premature delivery, high 
forceps extraction, or any one of myi- 
iad possibilities of accidents of birth; of 
of pertussis with cyanosis in the first 
year of life; or other possible etiologic 
factor. As for the first year of life, om 
inquiring into the interaction of parents 
and child and the specific contribution 
of the child, it is sometimes learned that 
the child was unusually “good” and 
placid, sometimes a bit slow in develop- 
ment. Much more often, the parent re- 
lates, with a good deal of feeling, that 
the infant was unduly active, querulous, 
irritable, unsatisfiable and unsatisfying, 
making the mother in particular fee 
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desperately and hopelessly inadequate— 
particularly devastating if she has not 
previously successfully raised a child, 
with its comforting reassurance as to her 
own capacities. 

Such children as they grow are de- 
scribed as having a very rapid develop- 
mental schedule, climbing early out of 
the crib and then erupting into a pat- 
tern of hyperactive exploration and ex- 
ploitation of the terrain with a tremen- 
dous push and drive to breach its limits, 
a drive which the parent finds both dis- 
tuptive and almost impossible to con- 
trol. Parents speak with eloquence and 
feeling of how hard it is to live with and 
meet the needs of a youngster whose er- 
ratic and explosive behavior resembles 
that of a pinwheel firecracker. 

As the child grows and enters into 
the school era, parents and teachers 
alike complain of his excessive activity, 
inability to stay in the seat or even to sit 
still, and his roaming all about the room. 
Coupled with this is a short attention 
span and poor powers of concentration. 
The distractibility this imposes seems 
actually to be a matter of forced atten- 
tion to any and all stimuli, which the in- 
dividual is unable to inhibit consistently. 

Another associated characteristic is 
apt to be a great impulsiveness so that 
the youngster acts upon the spur of the 
moment and also finds it very difficult 
to delay gratifications. As a result the 
child may dart heedlessly into dangerous 
situations, may rush through an exam 
without completing it and never seems 
to finish what he or she begins. 

Such children are also often reported 
to be exceedingly variable and unpre- 
dictable. This not only makes it difficult 
for the adults who must deal with them, 
but also adds to bewilderment and con- 
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fusion, as at times they seem capable of 
excellent performance while shortly 
thereafter they seem at the opposite end 
of the spectrum. 

Their frequently irritably explosive 
behavior seems only one aspect of the 
common emotional lability which they 
present. They may seem to overreact 
emotionally (though not inappropri- 
ately), being too easily moved to laugh- 
ter or to tears. 

The total complex behavior pattern 
heretofore described has seemed suffi- 
cient in itself to lead to scholastic diffi- 
culty, both behavioral and learning, in 
our present-day overcrowded classes. 
This aspect is still further complicated 
by other possible components of the 
symptom picture. Frequently the young- 
sters are poorly coordinated, as indi- 
cated earlier by difficulty in tying and 
untying, buttoning and unbuttoning. 

Along with this may be perceptual 
difficulties, impairments of the ability to 
organize into a meaningful whole the 
partial stimuli presented by the opera- 
tion of sensory systems, such as that of 
vision. This, combined with the poor 
coordination, may result in the common 
account of: difficulty in coloring; poor, 
crabbed and irregular handwriting; re- 
versals in writing and reading; poor per- 
formance in reading and arithmetic. The 
poor and unpredictable attention also 
often leads to spotty gaps in basic prep- 
aration, such as the acquisition of mul- 
tiplication tables. 

This combination of behavioral, co- 
ordination and scholastic difficulties is 
commonly found when historical mate- 
rial is sought, and almost represents a 
guarantee that there will be conflict be- 
tween child and parents and between 
child and teachers. As the adults in- 
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volved, in their concern and bewilder- 
ment, place increasing pressures upon 
the child for more adequate perform- 
ance, the child is apt to react with 
emotional intensity and feel unaccept- 
able and unloved. The ensuing emotional 
and behavioral disturbances will take a 
variety of forms dependent upon the 
psychic structures of the particular in- 
dividuals involved. 

All that has been described to this 
point may be derived from an adequate 
history. The findings of the neurological 
examination are apt to be disappoint- 
ing, even if emphasis is placed upon 
“soft” signs, since with present-day 
methods this examination often shows 
no abnormality. 

The psychological test battery may 
be more rewarding. There may be dis- 
crepancies between the Verbal and Per- 
formance Scales of the Wechsler Intelli- 
gence Scale for Children, and a variety 
of the classical “organic” signs in the 
Rorschach. Bender Gestalt distortions 
may be prominent. Attempts to copy 
geometric figures may show perceptual 
and coordination difficulties. 

The standard resting electroencephal- 
ogram may present a variety of abnor- 
malities, or none at all. More specific 
evidence may be afforded by a quanti- 
tative form of electroencephalography 
known as the “Photo-Metrazol Activa- 
tion Technique of Gastaut.” This is 
thought to reflect the functional integ- 
rity of the diencephalon and is signifi- 
cantly low in the presence of the be- 
havioral picture which has been de- 
scribed, and called by us “Hyperkinetic 
Impulse Disorder,” when this is asso- 
ciated with dysfunction of the central 
nervous system. 

Before going any further, it must be 
clearly stated that any and all of the be- 
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havioral components which have been 
described may have a purely emotional 
origin and reflect anxiety or other psy- 
chological disturbance. It is with those 
particular individuals in whom this be- 
havioral syndrome has a central nervous 
system cause that this particular discus- 
sion is concerned. 

As can be surmised from the account 
given, the child is often brought to our 
attention because of chief complaints log- 
ically related to the behavioral pattern 
described, so that the parent complains 
of hyperactivity, or of short attention 
span, or irritability, or poor schoolwork 
despite adequate intellect, etc.; the phy- 
sician is, therefore, relatively readily 
alerted. 

By the time of adolescence, however, 
the relatively clear-cut picture of earlier 
years has often been covered over by the 
effects and sequelae of many different 
processes. One is the effect of matura- 
tion, which in turn can have several dif- 
ferent results. The behavioral picture 
earlier described tends to disappear with 
maturation, anywhere between twelve 
and eighteen years of age, so that it may 
no longer be present, though its unfor- 
tunate educational and emotional se 
quelae may persist. 

Another effect of maturation is that 
of bringing the child into the era of the 
“normal” adolescent problems of our 
culture, The resulting wild emotional 
swings, antisocial episodes, verbal as- 
saults upon the parents and ostentatious 
flaunting of the rules and mores of adult 
society, sexual experimentation and 
scorning of scholastic requirements may 
either accentuate or may hide the be- 
havioral characteristics previously de- 
scribed, Certainly a child such as this, 
with a poor and distorted self image 
generally dubious of parental acceptance 
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" and love, as well’ as of peer acceptance, 
frequently with grievous scholastic diffi- 
culties, is particularly poorly suited to 
face the stresses of adolescence and par- 
ticularly likely to react with antisocial 
acting-out mechanisms, though he may 
withdraw instead. 
A review of twenty successive chil- 
dren over twelve years of age who were 
felt to present this syndrome showed 
that among the chief complaints the only 
symptom common to all was that of 
poor school performance despite ade- 
quate intellect. The other chief com- 
plaints, varying from child to child, 
covered the wide range of “nervous- 
ness,” whining, poor mixer, bed-wetter, 
preferring animals to people, refusal to 
obey or conform, shunning athletics and 
Social activities, suicidal attempts, steal- 
ing, breaking and entering, withdrawal 
from and suspicious of adults, stutter- 
ing, assaults, and general antagonism. 
Treatment of this picture is compli- 
cated by the uncertain effect of matura- 
tion, in that the syndrome may no longer 
be functionally present, though its se- 
quelae may still be. 
~ When it is still present, its various 
Manifestations may often be alleviated 
by the use of the amphetamines and 
some of the newer medications originally 
Offered as aids against depression. It is 
interesting and by now well recognized 
that in this picture there is a paradoxical 
effect of sedatives and stimulants. Thus, 
phenobarbital stimulates and ampheta- 
mines sedate. When judiciously used, 
the above-mentioned medications may 
control or limit many of the adverse be- 
havioral components in a most beneficial 
Way. : 
The educational deficit is a most im- 
portant adverse aspect of this problem 
and here a variety of approaches are 
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needed. The youngster often is far be- 
hind scholastically, has a spotty prepa- 
ration, a great hostility to school and 
learning and a complete lack of self- 
confidence. He will often need a spe- 
cial program of an ungraded nature and 
a sympathetic and ingenious teacher. 
The latter has the difficult task of ac- 
cepting and altering his hostile feelings, 
and going back to fill in the gaps in 
learning. This is often particularly diffi- 
cult since the missing material may be 
on a relatively low academic level. This 
is hard to present to someone whose life 
experiences and interests are those of a 
much older person. 

In addition, the central nervous sys- 
tem dysfunction may impose many spe- 
cial difficulties, in addition to the per- 
ceptual ones, with a need for diminution 
of extraneous stimuli, patient repetition, 
concrete rather than abstract presenta- 
tions, breaking down processes into 
component parts, ordered routine and 
structure, emphases on simultaneous 
multisensory approaches which involve 
at the same time visual, auditory and 
kinesthetic learning, and many other 
special and ingenious teaching methods. 
It should be stressed again that the warm 
personality and interest of the teacher, 
and not just her techniques, are the most 
important requisites in dealing with 
these problems. 

The skills of both branches of social 
work, casework and group work, will 
often be called upon. Varieties of en- 
vironmental manipulation and special 
adolescent groups may be needed. Case- 
work with the parents is almost always 
essential; they tend to be locked into 
a mutually traumatic relationship with 
the adolescent as a resultant of years of 
conflict and disappointment. 


The presence of a suspected organic 
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component, whether active currently or 
in the past, in no way lessens the need 
for psychotherapy in these youngsters. 
As repeatedly stated, their distorted self 
image and damaged interpersonal rela- 
tionships sorely need the reparative ef- 
forts of psychotherapy. Essentially, this 
is similar to that carried on with other 
adolescents, with two particular points 
in issue. . 

-First, does the presence of this sus- 
pected organic component limit the 
ability of the adolescent to participate 
in and to profit from the processes of psy- 
chotherapy? In our experience it does 
not and psychotherapy has been an es- 
sential and rewarding part of the treat- 
ment process. 

Second, should the presumed influ- 
ence of organic components be discussed 
directly with the adolescent involved? 
This has the danger of playing into the 
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anxious self-questioning of the adoles- 
cent, his preoccupation with physical 
disability (a displacement from emo- 
tional concerns), fear for sanity and for 
body integrity. In addition, it may offer 
a ready escape from the painful neces- 
sity of recognizing the emotional com- 
ponents with which the therapist is 
trying to deal and the responsibility for 
coming to terms with these components. 
Still, experience has shown that it is pos- 
sible to work these through and that 
when this is done there may be a posi- 
tive virtue in making the adolescent 
aware of one of the causes of his pre- 
viously incomprehensible behavior and 
failures. 

With the total and manifold approach 
thus described, many of these previously 
grievously disadvantaged adolescents 
can be greatly helped. 


PHYSIOLOGICAL TRIGGERING MECHANISMS 
IN CHILDHOOD EPILEPSY" 


J. E. P. TOMAN, Ph.D. 


Professor of Pharmacology, Chicago Medical School, Chicago, Illinois 


Some general rules and aphorisms concerning the physiological mechanisms of 
seizures are discussed. Environmental triggering factors are frequently en- 
countered, and are often unique and reproducible for the particular patient. It 
is likely that the triggering specificity is a reflection of the anatomy and patho- 


physiology of the seizure focus in the particular patient. 


ee THE SAME apparent kind and 
degree of cerebral pathology, or 
even none at all detectable by any diag- 
nostic procedure other than the EEG, 
why are some children afflicted with 
_ convulsive seizures while others are 
spared? Furthermore, in a child suffer- 
ing from seizures, what determines when 
an attack will occur? These two ques- 
tions have preoccupied several partici- 
d pants in the present panel, with par- 
ticular emphasis on emotional predis- 
posing factors, Without minimizing the 
Importance of psychological aspects in 
epilepsy, we wish to stand very solidly 
on the principle that epilepsy is an or- 
ganic disturbance of brain function, and 
that as such it behaves according to defi- 
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nite pathophysiological rules. We take it 
as our assignment to attempt a descrip- 
tion of these rules, hopefully one which 
will tend to focus psychiatric attention 
on the possible physiological mecha- 
nisms by which events in the environ- 
ment of the seizure-prone child may 
trigger his attacks. 

Because of the context of this assign- 
ment, some of the statements will be 
pure speculation, some will be in the 
form of a conceptual scheme distilled 
from the general lore of epileptology, 
and some will be conclusions based on 
our own experience in epilepsy research, 
clinical and experimental. This personal 
approach does not lend itself well to 
scholarly citation of the literature, and 
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therefore we would like at this time to 
suggest a few of the many available ex- 
cellent sources both for references and 
attitudes on the nature of epilepsy (1-5, 
7, 9, 10). Some of the conclusions of 
this author are given more detailed con- 
sideration in previous publications (6, 
11, 12). 


The normal brain is seizure-prone. 
Physiologically, a seizure is essentially 
an explosion, a transient qualitative in- 
crease in neural activity in the brain as 
a whole or in some part thereof. The 
seizure is associated with a marked dis- 
tortion of function of the brain area di- 
rectly involved, plus further disruption 
of function in other areas into which the 
explosive area projects (5, 11). 

The explosion or paroxysm is main- 
tained by a wealth of neural feedback 
circuits which are available at any level 
of the brain, and is further propagated 
by hyperexcitability of neurones and 
multiple impulse firing when neurones are 
subjected to excessive repetitive stimu- 
lation. This latter process is of great 
importance in the spread of seizure ac- 
tivity from the point of primary focus 
into as yet unaffected areas, and is es- 
sential for the development of the full 
motor tonic pattern in grand mal (11). 

This spread of hyperexcitability is 

prevented by many anticonvulsant drugs, 
particularly of the diphenylhydantoin 
type, without abolishing the suscepti- 
bility of the brain to some type of seiz- 
ure on suitable stimulation (12). How- 
ever, only under anethesia sufficient to 
abolish most functions of brain does it 
become impossible to induce a seizure. 
Stated another way, any relatively nor- 
mally functioning brain can be induced 
to convulse by means of appropriate 
electrical or chemical stimulation (11, 
12). 
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Paradoxically, the normal brain mayt 
also be seizure-resistant. The normal 
brain cannot be convulsed by any known 
combination of sensory inputs, including 
even maximal stimulation of the spinal 
cord. Neither can it be predictably con- 
vulsed by relatively severe physiological 
stresses such as anoxia or asphyxia, hy- 
dration or dehydration, surfeit or inani- 
tion, hypothermia or hyperthermia, 
maximal exercise, painful manipulation, 
hypoglycemia, etc. Even the most effec- 
tive of these stresses (hyperthermia, an- 
oxia, hypoglycemia) will induce seizures 
only when pushed to lethal limits and 
with obvious impairment of cerebral 
function; even then, it occurs regularly 
only in some laboratory species, rarely 
in man. 

Moreover there is no disease entity in 
man which is characteristically and di- 
rectly inductive of seizures, nor is any 
common trauma to any part of the brain 
capable of inducing immediate seizures 
in man. 

If one wishes to produce seizures €x- 
perimentally in normal animals, only 
electrical stimulation of the brain, or the 
injection or application of certain con- 
vulsant drugs can guarantee a convul- 
sion. Only specific types of nonphysio- 
logical traumata, particularly local freez- 
ing of the cortex, can produce spontane- 
ous chronic seizures in a significant per- 
centage of experimental animals (8). 

In short, the normal brain both of 
animals and man is remarkably well 
protected against the risk of seizure in 
the face of the widest imaginable range 
of stressors which might be encountered 
within the livable range of vertebrate 
phylogenetic experience. 


Neural inhibition is the essence of re- 
sistance to seizures. Negative (inhibitory) 
feedback loops are the epitome of physi- 
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sical regulation. Brain activity is nor- 
y maintained at a relatively constant 
J; this may be shown by metabolic 
asurement and by deduction from 
i rns of electrical recordings on the 
E taken over the widest range of nor- 
mal experience, from deep sleep to in- 
“tense intellectual or affective states. 
Seizures, in contrast to all other normal 
or abnormal states of motor, psychic, 
"and sensory function, are characteristi- 
“cally excessive to the most extreme de- 
“gree in cerebral energy expenditure and 
ectrical output. It is implied that the 
negative feedback is impaired. 
Strychnine seizures are the outstand- 
ing pharmacological example of impair- 
ment of inhibitory mechanisms alone. 
No actions of strychnine on any part of 
e cerebrospinal axis have yet been de- 
ibed which can be accounted for by 
el influence other than the action of 
“this drug on the ability of neurones to re- 
spond to inhibitory stimuli (11). 
Normally, inhibition is a universal 
aspect of neuronal interaction, even 
Without recourse to special biochemical 
“inhibitory mechanisms at synapses. In- 
f hibition can be demonstrated between 
adjacent axones in a nerve bundle. No 
nerve impulse can travel in a closely 
Packed neural net without having an 
l inhibitory effect at some time on neigh- 
boring neurones. 

a The effectiveness of interneural non- 
‘Synaptic inhibition can be impaired in 
two ways: 1) by reducing the vulnera- 
bility of the target neurones to inhibition, 
Or 2) by thinning out the nerve net 
| through outright loss of many cells so 
that only direct excitatory conduction 
along continuous neural pathways is 
possible. 


The pathophysiology of the epilepto- 
ri genic lesion may be specific, despite wide 
m 
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variations in etiology. Human epilepsy is 
a characteristically chronic disorder. In 
our present state of knowledge the cau- 
sation is usually unknown, which 
prompts diagnosticians to a frequent 
classification of “idiopathic” epilepsy—a 
circumlocution for ignorance. In those 
cases where cause is recognized, it is 
almost axiomatic that the lesion is of 
persistent character, either chronic re- 
active or permanent damage. In the 
chronic reactive type we would include 
neoplasms and inflammatory postinfec- 
tious sequelae. In the permanent group 
we would include embryonic faults and 
the scarring sequaelae of old traumata 
and infections (9). 

The lesions are characteristically focal 
and partial. The whole brain is not epi- 
leptic, but the seizure is triggered from 
the damaged area. Seizures cannot arise 
from nonneural foci such as tumors Or 
abscesses. They must therefore arise from 
groups of neurones having unusual prop- 
erties. Although in chronic reactive types 
(as with rapidly growing neoplasms) it is 
possible that the neurones are individ- 
ually hyperreactive, in the permanent 
scarring lesions it is more likely that the 
group interaction rather than the indi- 
vidual neurone is at fault. 

Electrographically, the feature of such 
a lesion is hypersynchrony and there- 
fore excessive and abnormal discharge 
(2). The implied physiological fault is 
a relative absence of those mechanisms 
by which neurones normally inhibit each 
other and desynchronize their total ac- 
tivity. The normal inhibitory mecha- 
nisms are logically the mechanisms of re- 
sistance to seizures. 

The chronic underlying pathology in 
epilepsy might be broadly conceived as 
either focal or diffuse, either irritative 
or resulting from loss of inhibition. 
Where relevant pathology can be dem- 
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onstrated it is more likely to be focal (9). 

The particular etiology may some- 
times be genetic, although familial co- 
incidence for epilepsy is considerably 
less than for many other disorders which 
are perceived as nongenetic (e.g., manic 
depression). The genetic fault may be 
unknown, or may be biochemical (as in 
some cases of phenylpyruvic oligophre- 
nia), or may even have definite anatomi- 
cal stigmata and central lesions. If epi- 
lepsy is acquired, it may begin pre- 
natally as cerebral maldevelopment or 
embryonic tumor; neonatally with birth 
injury, anoxia or blood dyscrasia; post- 
natally from a variety of causes— 
trauma, infection, tumor, vascular, al- 
lergic, toxic, metabolic, endocrine, etc. 
Such iatrogenic causes as postsurgical 
and pharmacotherapeutic should also be 
added to the list (1, 3, 7, 9, 10). 

Within particular seizure categories, 
such as petit mal, there is at present 
little difference in the response to anti- 
convulsant therapy whatever the original 
etiology. With some exceptions the anti- 
convulsant result is far better correlated 
with the seizure classification than with 
the etiology (3). This finding adds weight 
to the concept that the typical epilepto- 
genic lesion is a particular kind of physi- 
opathological fault which can be brought 
about in a variety of ways. The differ- 
ence in seizure types and in response to 
treatment may be more significantly re- 
lated to the location, connections and 
feedback mechanisms of the lesion than 
to differences in the nature of the lesion 
itself. 


Given a suitable epileptogenic lesion, 
the immediate triggering mechanisms are 
almost innumerable in their variety, de- 
pendent on the connections of the lesion. 
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The focus is connected to other but nor- 
mal areas and thus may alter their func- 
tion, even causing true seizure activity in 
such areas as effectively as if they were 
directly subjected to electroshock. Both 
focus and its immediate projections are 
subject to excitation and inhibition from 
other brain areas, and thus may respond 
to as well as affect the normal variations 
of function in the brain. 

Since some degree of localization or 
specialization of function is implicit in 
all brain areas, it follows that particular 
lesions and their projections should be 
vulnerable to particular features of nor- 
mal brain activity, leading to specific 
triggering or aborting mechanisms, even 
as the seizure itself may lead to particu- 
Jar disruptions of normal activity (9). 

Over the years we have collected an 
amazing variety of cases of particular 
seizure-triggering circumstances, and a 
wide range of reported subjective mani- 
festations of the seizure process itself 
in those patients capable of reporting 
subjective aspects of partial seizures Or 
aura and prodromata of more severe 
attacks, The details, while frequently 
consistent and repetitive in a given pa- 
tient, are so different and at times 1n- 
compatible from patient to patient as to 
lead to the following single conclusion: 

The seizure-prone patient may COn- 
sistently trigger to particular stimuli Or 
circumstances, but there is no generality 
or physiological rule concerning stimuli 
or circumstances which includes all pa- 
tients. The only permissible generaliza- 
tion flows from the fact that the brain 
is an organ exhibiting remarkably de- 
tailed functioning in its parts Or sub- 
aggregates; therefore, particular parts or 
Subaggregates respond to and manifest 
particular phenomena. Given 4 suffi- 
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TABLE 1. SEIZURE-TRIGGERING CIRCUMSTANCES—CASES 
*(More than a single case) (Approximate ages are given for single cases) 


Respiratory 
*Hyperventilation (usually children with 
tit mal) 
* Posthyperventilation anoxia (usually older, 
not petit mal) 
* After breath-holding (usually children) 


Nutritional, etc. 

* After overeating (children) 
Fatty meal (30) 
After missing meal (adult) 
An hour after a heavy meal (25) 
Wine only (50) 
Beer only (30) 
Dieting (25) 
Always between meals (adult) 
Always at breakfast (5) 
Beet sugar (adult, proved allergy) 

* Excessive water drinking 


Menstrual Cycle 
* With premenstrual tension 
During menstruation 
Mid-month 


Sleep Cycle 

* Onset of sleep 

* On awakening 

* During night’s sleep 

* On attempt to arouse 

* During waking day only 
Early after awakening (child) 
Working late (adult) 


Exercise 
*Only while quiet (frequently children, 
petit mal) 
Only while exercising (30) 


Head Manipulation 
* Head shaking 
* Blow on head 
Rapid turning of head (30) 
Carotid pressure (40) 


Leaning over (28) 
Lying on one side only (40) 


Sensory 

* Eye closing (children) 

* Rapid blink (children) 
Touching sclera, one side (over 60) 
Sudden turning of eyes, one side (over 60) 
Screen-watching (adolescent) 
“Clink” sound (14) 
Loud clap (20) 


Illness 
* Only at peak of fever (usually children) 
* Only after a fever (usually children) 
Only with a cold (6) 


Medication 
* Changed medication, anticonvulsant 
* Missed medication, anticonvulsant 
* Withdrew medication, phenobarbital 
* Started medication, trimethadione 
Amphetamine (10) 
Caffeine (50) 


Affective 
* Fright (children) 
Anxiety (20) 
Anger (40) 
* Embarrassment (children) 
* Crying (babies) 
Worried (40) 


More specific 
* While at toilet (children) 
Parent says “keep quiet” (6) - 
Standing on particular platform in shop 
(65) 
Doing meticulous work (25) 
Argument with father (18) 
Left alone in room (12) 
Seeing another patient have seizure (20) 
Only while driving (30) 
Only on visiting home (adult) 
Hypnotic suggestion to have attack (30) 


Ae sy te = 


ciently pathological lesion, the pathologi- 
cal manifestations of such a lesion and 
the circumstances triggering such mani- 
festations will also reflect the essential 
Specialization of brain. 


PRECIPITATION OF SEIZURES— 
EXAMPLES 

Table 1 is a list of precipitating fac- 
tors in seizures gleaned from interviews 
with patients, parents, Or other observ- 
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ers, and in a few instances by direct 
manipulation. In all of these cases the 
triggering circumstances appeared to be 
characteristic for the particular patient 
over many seizure episodes. They are 
mentioned primarily because of their va- 
riety, and to illustrate the relative spec- 
ificity of triggering mechanisms. Many 
more presumed direct causes of seizures 
which were volunteered by patients or 
observers were eliminated for several 
reasons: 1) not enough recurrences to 
be convincing; 2) cause described was 
probably actually an aura or prodrome 
type of seizure activity rather than the 
triggering mechanism; 3) reason given 
was obviously moralizing or had a puni- 
tive or evasive intent, or was otherwise 
rationalized and unconvincing; 4) cir- 
cumstances recounted were so common 
that they could hardly have served as a 
specific trigger. (It is interesting at times 
to compare accounts given by children 
to explanations given by parents regard- 
ing triggering incidents. Children are 
often more convincingly valid. Parental 
accounts are frequently distorted by 
myth, Superstition, and defensive, pro- 
jective rationalization.) It should be em- 
phasized that in a majority of cases 
which we have studied no evident trig- 
gering mechanism could be elicited. 
This is a short list compiled only from 
personal experience; a much larger list 
could be gleaned from the literature. 
Even from this brief account it must be 
evident that circumstances which are 
seizure-triggering for one patient may 
not be so for another, Procedures which 
are seizure-triggering for some are seiz- 
ure-preventative for others. If any age 
trend is evident in the series it is toward 
circumstances that are affectively charged 
in the young, and more specifically con- 
ditioned features in the older. But the 
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trend is not impressive in our experi- 
ence. 


The mechanism of epilepsy may be 
self-perpetuating. Many brains are ca- 
pable of tolerating a lifetime of seizures 
without demonstrable impairment. A 
child suffering hundreds of petit mal 
seizures per day may develop physio- 
logically quite normally, although the so- 
cial and psychological sequelae of such 
barrages may have important conse- 
quences (7). On the other hand, it seems 
reasonably certain that some seizures 
can exacerbate the pathology and serve 
as a self-perpetuating or even progres- 
sively degenerative mechanism. Histo- 
pathology, particularly petechial hemor- 
thage, has been observed in man and 
animals subjected to frequent electro- 
shock seizures. Recently Morrell and 
colleagues (8) have demonstrated in ani- 
mals that an epileptogenic focus induced 
by local freezing can induce a mirror 
focus on the other side, complete with 
EEG signs and histopathology. In the 
serious degenerative disorder called 
“hypsarrhythmia” by Gibbs and Stamps 
(3), it seems plausible that the cerebral 
electrical storm itself causes further de- 
generation, In this disorder, as in petit 
mal of childhood, the permanent remis- 
sion resulting from temporary suppres- 
sion of seizures by pharmacological 
means would support the concept of self- 
perpetuation. Status epilepticus is also a 
case in point. 


Suppression of seizures is the first 
goal of therapy. These considerations 
underline the importance of maximal 
therapy directed toward the complete 
suppression of seizures in all patients, 
and certainly in the developing brain 
of the child. Suppressive therapy in chil- 
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dren may be important for permanent 
cure. Such fashionable formulations as 
that “9 out of 10 childhood epileptics 
will clear up anyway” offer no comfort 
to the tenth victim. Present optimal 
pharmacotherapy can guarantee remis- 
sion in aproximately 80 per cent of all 
cases, child and adult. There is little ex- 
cuse today for inadequate therapy. Any 
case in which seizures continue remains 
an open challenge which we cannot evade 
or ignore. 


The role of the psychiatrist in the 
treatment of epilepsy should not be re- 
stricted to analysis of personality dy- 
namics. As a responsible physician, the 
psychiatrist must be willing to use all of 
his diagnostic acumen and therapeutic 
skill in the cases of epilepsy which are 
referred to him. Some readers will know 
of examples of gross mishandling for 
years at a time of initially operable neo- 
plasms, as well as of pharmacologically 
manageable epileptics, by bemused ther- 
apeutic nihilism among psychiatrists. If 
anything, the psychiatrist has special ad- 
vantages over his nonpsychiatric col- 
leagues in the management of the epi- 
leptic and family. His heightened powers 
for elicitation of confidence, if geared 
to directive persuasion with regard to 
medication or surgery, his talent in the 
elicitation of subjective history, his fa- 
militarity with affective associations and 
conditioned triggering mechansms, his 
ability to reorient attitudes in the life 
situation and to temper taboos, social 
approval and hostility—these are 
— skills of the psychiatrist and 
age them related responsibilities. 
al x the theoreticians of this pro- 
sa op depart somewhat from the 
eal at epilepsy is a disease which 

Nconsciously felt or wished into 
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or out of existence, and strive to con- 
tribute to a mature science of epileptol- 
ogy, they could help mightily to com- 
pletely eradicate this formerly “hope- 
less” disease. 


SUMMARY 
l 


We are concerned with the question: 
what causes seizures? We question fun- 
damentally the view that epilepsy can 
arise in a hitherto normal brain by some 
concomitance of neural activity avail- 
able to the individual without the pre- 
requisite of some prior pathological sub- 
stratum of an organic type. Comple- 
mentarily, where such a pathological 
foundation exists, it is recognized that 
relatively normal aggregations of nerve 
impulses as well as variations in the cer- 
ebral internal environment within nor- 
mal physiological limits may act as ha- 
bitual triggering mechanisms in seizures. 
The concept of the normally triggered 
focus of pathology implies a high degree 
of specialization of function in brain 
areas, including the anatomical sub- 
stratum of conditioned reflexes. It is 
well recongized that aura, prodromata 
and various types of minor seizures may 
have a high degree of localizing value 
for the diagnostician. By contrast there 
has been little exploration of the diag- 
nostic value of data on triggering mecha- 
nisms. A sufficient knowledge of such 
mechanisms in any particular patient has 
further importance in that it may on 
occasion suggest psychotherapeutic ma- 
neuvers directed toward helping the pa- 
tient avoid the triggering circumstance 
or deal with it in a substitutive, noncon- 
vulsing fashion. Especially in children, 
where there is a high expectancy of per- 
manent ission if seizures can be 
abolished for a time by whatever means, 


antitriggering therapy on the 
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and attitudinal level may be considered dangerous to almost any patient to ac- 
as an addition to maximal anticonvul- cept psychotherapeutic manipulation as 
sant chemotherapy or other indicated a substitute for more recognizably or- 
clinical measures. However, in the pres- ganic therapy. 


ent 


state of our knowledge it would be 
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FAMILY PSYCHOTHERAPY: GENERAL AND 
SPECIFIC CONSIDERATIONS” 


ALEXANDER GRALNICK, M.D., F.A.P.A. 
Director, High Point Hospital, Port Chester, New York; Associate Clinical Professor of Psychiatry, New York 
Medical College - 


Family psychotherapy is increasingly accepted as a form of treatment. This 
article reviews some of its history, rationale and theoretical bases. A definition 
of family psychotherapy is offered and the suggestion made that at this early 
time we be as objective as possible about the subject. Hospital experience which 
led to the practice of family psychotherapy with the inpatient is described, as 
well as its aims. The role of the family therapist, techniques of treatment, results 
and general proposition are discussed. 


Ee PSYCHOTHERAPY, simply put, 
is the nonorganic psychiatric treat- 
ment of the sick family. In this sentence 
the simplicity of the subject begins and 
ends, for further reflection brings to 
mind a host of matters. These would in- 
clude such things as a more comprehen- 
sive definition, the anlages of the sub- 
ject as well as its history, its rationale, 
its value, techniques of its application, 
and the exploration of one’s experience 
with it. 

The psychiatrist who undertakes the 
treatment of a patient has wittingly, or 
unwittingly, committed himself to af- 
fecting the lives of a family. This is true 
whether he sees members of the family 


other than the patient or not, for they 
think of, and react to him, in their every- 
day living with the patient. The therapist 
may be alternately a respected, loved 
or hated figure, depending on the 
manner in which the behavior of the 
treated member affects the others. In 
some respects the therapist becomes an 
adopted or incorporated member of the 
group. This is a role that can neither be 
discounted nor evaded by denial of its 
existence. Almost by its own weight 
such a situation makes the acceptance 
and practice of family psychotherapy 
quite logical. 

It is a fact, however, that family psy- 
chotherapy—at least, in any conscious 
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and defined manner—did not come 
upon the scene concurrently with indi- 
vidual psychotherapy, no matter how 
logic would have indicated that this 
should have been the case. As a matter 
of fact, particularly with the introduc- 
tion of psychoanalytic principles, the 
idea of seeing members of a patient’s 
family, let alone treating them, was 
looked upon as strange, if not heretical, 
until rather recent years. 

It is probably fair to say that as soon 
as psychoanalysts began to deviate from 
strictly orthodox technique the seeds 
were planted for present-day analytic 
psychotherapy of the family. When the 
therapist injected himself, as a person, 
into the therapeutic relationship, the 
groundwork was laid for broadening his 
interest in the patient to eventually in- 
clude his family. The patient, then, was 
no longer an isolate, only related to his 
family biologically and instinctually, but 
interactionally, as part of a social unit 
with its own dynamics. The growth of 
group psychotherapy and its apparent 
value was another forerunner of family 
psychotherapy. This form of treatment 
made evident the fact that a group of 
people has dynamics and pathodynamics 
similar to those which are present in a 
family. If therapy could affect its mem- 
bers positively, it took little further 
imagination to conceive of therapy of 
the family itself. I think the concept of 
milieu therapy and the therapeutic com- 
munity in the treatment of inpatients 
probably also made up part of the 
groundwork for the practice of family 
psychotherapy. 

One historical fact might be men- 
tioned at this point which has some 

bearing on the growing acceptance of 
family psychotherapy. Psychoanalysis 
has outgrown its infancy. The wave of 
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enthusiasm which marked its initial years 
has passed its crest. Many of its pioneers 
have gone from the scene, taking with 
them the zeal which originally suffused 
the psychoanalytic movement. It had 
been natural for them to look to this 
new knowledge to conquer the frustrat- 
ing illnesses with which they had been 
grappling. This is in the nature of things 
in psychiatry. Added years of experi- 
ence, however, have indicated the rather 
narrow limits of effectiveness of strict 
psychoanalytic procedure, and have re- 
vealed a distressing recurrence of illness 
in treated patients. Under such condi- 
tions it was natural for the idea of fam- 
ily psychotherapy—as an innovation— 
to have appeal even for the most avid 
psychoanalyst, particularly since many 
of the basic tenets of psychoanalysis 
could be preserved. 

Although it may be said that when 
the first psychiatrist took a history from 
a family member of his patient, family 
psychotherapy was initiated, it is more 
exact, from the evidence, to see it as 
having begun in more recent years. AS 
sociologists, anthropologists, and other 
social scientists contributed to the inter- 
disciplinary approach, the main focus 
of interest moved to the family itself. 
The earliest workers who may be said to 
have truly engaged in family therapy 
were those who began to work with mar- 
tied couples. Among the first was the 
well-known analyst, Clarence Oberndorf 
(1), who, in 1934, reported on his ex- 
perience in treating a marital pair. In 
the 1940's, Mittelman (2, 3) began to 
report on his work with series of 
couples, indicating that he saw them 
simultaneously or separately, depending 
on conditions. He indicated that it was 
important for the therapist to be im- 
partial and of good will, and to demon- 
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strate that he wished to dispel misunder- 
standing between the two. Otherwise, he 
cautioned the therapist hardy enough to 
engage in such work not to be neutral, 
to avoid being too free with his opinion, 
and to instruct the mates neither to dis- 
cuss their analyses nor to quote the ana- 
lyst. We may imagine how revolutionary 
this type of practice was at that time, 
and how difficult it was for those who 
attempted it in the face of contrary 
tradition and principle. 

In the early 1950's, Mittelman (4) 
began to report on the simultaneous 
treatment of both parents and their 
children. He said such treatment was 
advantageous, and sometimes indispens- 
able for the best therapeutic results. 
Along about this time child psychiatrists 
were reporting efforts to treat the whole 
family in their attempt to solve the 
child’s problems. 

In 1953, Martin and Bird (5) de- 
scribed the close cooperation of thera- 
pists treating respective mates of a mar- 
riage. In addition to seeing their counter- 
transference reactions more easily they 
saw such advantages as the following: 
1) a saving of time, 2) a better chance 
to evaluate their therapy, 3) a better op- 
portunity to time and coordinate inter- 
pretations and progress, and to perceive 
warning signs of impending trouble. Re- 
porting on the treatment of eight couples 
in 1956, Thomas (6) stated that the 
therapist has to assume an attitude of 
ignorance of the second mate when 
seeing the first. This certainly would 
seem to be a tall order. He points out, 
further, that in this type of treatment 
situation, the transference relationship 
becomes secondary and the emphasis 
shifts from the therapeutic to the mar- 
riage relationship. 

In recent years the more serious work 
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in family psychotherapy has been done 
by Ackerman, Bowen, Grotjahn and 
Jackson. Time will not permit any de- 
tailed account of their respective work, 
except to say that they are engaged with 
the actual treatment of the family as a 
unit, including children, rather than 
merely the couple. 

It would seem that certain ideas 
would have to be taken for granted if 
one would hope to undertake family psy- 
chotherapy in comfort. First, that the in- 
dividual is not an isolate but an effective 
member of a group who acts and inter- 
acts with the others. Second, that family 
interrelationships are highly complex, 
and that there are multiple orders of in- 
teraction within the family. Third, that 
patient-family-member relationships are 
of equal importance as patient-therapist 
ones. Fourth, that the study of and in- 
sight into the nature of these relation- 
ships can be therapeutic without aware- 
ness of one’s libidinal drives, and with- 
out the production of a transference neu- 
rosis. Fifth, that the study of current 
experience within the family group is as 
important as the study of carly life ex- 
periences and the “origins” of pathology, 
not only for the improvement of the 
individual, but also for the general well- 
being of the group. Sixth, that the family 
group has its own psychopathology apart 
from and different from the individual’s. 
It is to this pathology that we may ad- 
dress ourselves, and once having im- 
proved it, affect the individual’s psycho- 
pathology secondarily, without having 
necessarily assaulted it primarily and 
directly. This is accomplished by the 
therapist's own action in the group, 
whereas in individual therapy the thera- 
pist’s action is directly on the patient’s 
pathology. When the latter is resolved, 
the patient may effect changes in the 


518 


family’s psychopathology by his own 
actions. Seventh, that the patient has 
responsibilities to the group as such, and 
to its respective members individually, 
and that in turn the group, as a unit, has 
responsibility to the individual member, 
as such. This last idea—and belief—is 
more apparent to the family therapist 
than to the individual therapist, and the 
patient's pathology, studied right within 
the group, is made more apparent more 
readily. 

Apart from seeming to have a degree 
of necessity, family psychotherapy has a 
certain rationale. We in psychiatry—at 
least those of us who are psychoanalyti- 
cally oriented—start with the assump- 


tion that the family is a small social unit: 


which originates the emotional life of 
its members, and that the quality of this 
emotional life stems from the nature of 
the human interrelationships which ex- 
ist therein. Though some of us may be- 
lieve, additionally, that behavior may 
have biological determinants, we are 
more convinced that it, as well as emo- 
tions, is determined by the structure and 
dynamics of the family itself, As Acker- 
man (7) says, the family is a social sys- 
tem and we “must think of the person 
not in isolation, but rather as part of this 
social system.” When it is put this way, 
one cannot help but wonder why we did 
hot start with the actual treatment of the 
family promptly upon the introduction of 
Psychoanalytic theory and practice. I 
suppose the reasons are multiple. Freud 
himself apparently could not handle fam- 
ily members of patients, and advised that 
they be kept as far from the therapeutic 
scene as possible. One can only speculate 
to what extent his difficulties flowed from 
theoretical formulations, and to what 
degree from countertransference prob- 
lems, We do know, however, the great 


FAMILY PSYCHOTHERAPY 


influence that countertransference may 
have on theoretical constructions. At any 
rate, the very system of thinking that 
found the origins of pathology in family 
relationships (biologically determined, 
it is true, rather than socially) proscribed 
the active treatment of the family unit as 
such, Perhaps in the earlier years the 
treatment of a single individual was 
complicated and difficult enough. Per- 
haps, as already indicated, the breadth 
of our experience and vision had to 
await expansion. Certainly, in the cur- 
rent era, more of us seem to accept the 
proposition increasingly, and feel up to 
the task of treating the family. 

If the origins of mental illness reside 
within the family, it would seem that the 
resolution of psychopathology lies there 
too. After all, the individual does not 
carry his illness in some encapsulated 
form, but demonstrates it in action with 
people, probably most acutely with mem- 
bers of his family. What better place then 
to make the most accurate observation 
of pathology and to bring therapeutic 
influence to bear most decisively? What 
better place to add the presence and 
personality of the skilled, learned and 
rational therapist? It would seem like 
the addition of some ingredient to the 
brew which changes its quality and con- 
sistency. 

The aims of individual and family 
psychotherapy are alike, namely the al- 
teration of human behavior through the 
intervention of another human being. In- 
dividual psychotherapy needs no defini- 
tion here. We can, however, attempt to 
define family psychotherapy. I say “at- 
tempt” because as yet there is no clearly 
defined understanding of exactly what it 
is, who is included in the process, how 
we go about practicing it, precisely what 
we are looking for in the way of pathol- 


DER GRALNICK 


„ or specifically what our goal, the 
healthy family, is. Ackerman is inclined 
to regard family therapy as such only 
if it includes the entire family unit, that 
is, at least the parents and children, in 
‘int sessions with one and the same 
therapist. His definition permits the ther- 

ist additionally to see individual mem- 
bers of the family. I did hear him say 
recently that seeing a marital pair is not 
family therapy, and that the therapy of 
different members of a family by sepa- 
rate therapists is not such therapy either. 
The latter type of treatment situation is 
usually referred to as collaborative ther- 
apy when the therapists confer with each 
other about their respective patients. 
Jackson (8) refers to seeing the patient 
and parents, and possibly siblings too, at 
one and the same time, as conjoint ther- 
apy, and limits the term “family ther- 
apy” to “family oriented collaborative 
psychotherapy where family members 
are seen in individual psychotherapy.” 
Martin and Bird (5) describe the col- 
laborative technique of two therapists 
"who treat respective marital partners as 
the “stereoscopic” technique. Thus, we 
have stereoscopic family therapy. 

It would seem that in the present 
stage of our knowledge we cannot afford 
to be too dogmatic in our definition of 
family therapy. For the moment it would 
seem sufficient if we more universally 
agreed that this type of approach to the 
treatment of patients is valuable enough 
o adopt with little reservation. The 
stricter definition and techniques would 
then evolve out of the greater experience 
we have with it. Personally, I would 
favor describing as family therapy any 
psychotherapeutic approach to the pri- 
mary patient which consciously included 
other members of his family, seen either 
separately or jointly with the primary 
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patient. The definition would include a 
situation in which the same or more 
therapists were involved in the treatment 
of the family members, so long as there 
was collaboration by the therapists, and 
would hold whether the entire family 
were involved or not, although it would 
seem preferable if the entire family were 
involved conjointly, at least sometimes. 
Naturally, the definition could only hold 
if a therapeutic effect were sought for 
all of the members as individuals, as 
well as for the family as a social unit— 
not just for the primary patient. 

I suppose that everyone who engages 
in the serious practice of family therapy, 
in any of its forms, has had a certain 
experiential background which leads 
to his accepting it. Ackerman’s interest 
in the subject stems from psychoanalytic 
training and teaching, experience with 
family agencies, the practice of individ- 
ual and group psychotherapy as an ego 
psychologist, and intimate contact with 
experts in related disciplines. Grotjahn 
(9) states that only when he saw the 
wives of student analysands, who tended 
to treat their analyses intellectually, 
would progress be made, This experi- 
ence started him on family therapy. In a 
recent unpublished paper Jackson says 
that the analyst who engages in family 
therapy must be prepared to be influ- 
enced by the experience. The family 
therapist, he says, finds himself em- 
phasizing the current scene rather than 
the past, the interactional rather than 
the intrapsychic, and soon sees himself 
taking an increasingly active role in 
therapy. I myself would guess that the 
therapist who engages in family therapy 
has already seen the value, and been an 
adherent of such practices in individual 
therapy, and it is this, among other 
things, that has led him to family ther- 
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apy where, of course, experience makes 
them even more logical. 
After this rather lengthy introduction, 
I shall present some of our experiences 
at High Point Hospital in the field of 
family psychotherapy. Having indicated 
that those who engage in it have a par- 
ticular background and approach I 
would be less than fair if I neglected to 
report my own to you, even at the ex- 
pense of appearing self-indulgent or self- 
laudatory. My first seven to eight years 
of work in psychiatry were spent in the 
more-or-less typical State Hospital, with 
an exposure to the type of experience 
with which you are all familiar. Like 
most others, I regarded the family pri- 
marily as a source of historical data. 
Though rather sympathetically inclined 
toward him, I recall unwillingness to 
spend more time with the family mem- 
ber than was necessary, other than to 
instruct and help him to understand the 
patient a bit. There were social workers 
to see the family member and I was 
busy. The idea that any opportunity re- 
sided here for family therapy was com- 
pletely foreign to me, even though dur- 
ing the latter four years of my stay there 
I was engaged concurrently in my psy- 
choanalytic training. 
During the succeeding five years of 
private psychoanalytic practice, I was 
the typical therapist who treasured his 
intimate relation with his patients to the 
virtual exclusion of their relatives. True, 
my patients generally were the usual 
neurotic individuals whose problems 
were hardly so acute as to warrant 
calling in the relative. Or so it always 
appeared, However, now as I look back 
it seems to me that some of my patients, 
and their families, might very well have 
fared better had I done some joint work 
with them. At the time, the tradition of 
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keeping the patient’s secret and the fear 
of threatening the precious transference 
relationship were undoubtedly to much 
for me to overcome. 

When I undertook to organize and 
direct High Point Hospital some ten 
years ago things did change, to say the 
very least. For the moment I will not 
speculate or expound on what might 
have moved me from the comforts of an 
office psychoanalytic practice into the 
nature of my current work. I like to be- 
lieve, and remember, that sometimes I 
felt I was not doing quite enough for 
my patients or quite enough for a larger 
number of sicker people. I like to feel 
that my training, experience and per- 
sonal inclination were having something 
of a logical development, and that I 
could make a contribution appropriate 
to it. Perhaps it was simply the nature of 
my personality, unrelated to anything 
else. 

At any rate, the inpatient care of 
borderline and psychotic patients with 
intensive psychoanalytically oriented 
psychotherapy presented an entirely dif- 
ferent set of circumstances, and a new 
perspective determined by experiences 
quite different from those enjoyed in 
office practice. In the first place, the 
patient is both sicker and more-or-less 
completely dependent upon the relative 
for emotional and economic support. 
The family member now feels in a much 
stronger position vis-à-vis the psychia- 
trist, as well as the patient. Since the 
situation is more desperate than when 
the patient was in ambulatory therapy, 
the relative can “demand” to see the 
therapist. Previously the parent was 
helpless when refused access to the 
therapist because the patient was self- 
sufficient; now the roles were reversed. 
In fact, the parent begins to hold the 


ngs, and can place the patient where 
he himself will get a more sympathetic 
sar. In his opinion the office psychiatrist 
had been short-sighted in not seeing him, 
the parent, and the proof of this is quite 
evident, for the patient has decompen- 
Sated and required hospitalization. 
Under these circumstances the parent is 
fot going to be denied his need again. 
> On his part, the hospital therapist 
dealing with a more acute problem, finds 
he needs the relative, at least for history, 
and certainly for more than that if he 
‘wishes to treat the patient intensively. 
P Therefore, a train of reality factors 
forces the therapist and relative together, 
‘no matter how resentful and suspicious 
they may be of each other initially. If 
‘they both have the welfare of the patient 
aS their main goal, however, and keep 
Open minds—and hearts—family psy- 
chotherapy must be born. And so it is! 
F And so it was with us! One might say 
it has a scientific logic, for a certain set 
" Of circumstances have developed upon 
which are brought to bear the experi- 
P ences of specific human beings, namely 
d the relative and therapist. They can do 
"Nothing else but engage together with 
the patient in achieving their common 
" goal—the restoration of the patientť’s 
health. 
i One other factor was present in the 
Mospital’s earliest stages of development 
-Which perhaps contributed to the growth 
ot family therapy in our institution— 
a that was a very limited budget. As a 
" Consequence we could not employ a $0- 
pal worker. The end result was that 
there was no intermediary between 
G therapist and relative. They had to meet 
frequently if anything basic was to be 
ra eo ™plished for the patient. As we 
ġ Made the observations yet to be te- 
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counted, what started as the result of 
economic circumstance became a matter 
of therapeutic policy—namely, that all 
communications between family and 
therapist be direct. 

The psychiatrist who spends much 
time with relatives of patients is likely 
to develop a sympathetic attitude toward 
them, no matter what his previous ap- 
proach may have been. He soon finds 
that many are as disturbed as the pa- 
tients themselves, but that more are 
positively motivated toward the patient 
than not. What is very obvious is that 
most of them, despite the best of inten- 
tions, are quite uninformed about the 
most elementary problems of the pa- 
tient, and consequently quite helpless. 
They have certainly had little previous 
assistance from anyone—particularly of 
a sympathetic nature. As a rule, the rel- 
ative believes that he has been con- 
sidered the bête noire by both the pa- 
tient and psychiatrist. When the hos- 
pital therapist meets him with a show 
of concern for his own difficulties, and 
with evident belief in his good intention 
toward the patient, the relative will 
rather easily enter into a good working 
relationship with the therapist. I believe 
that the good individual therapist has 
sympathy for the patient he elects to 
treat. To the extent that the hospitalized 
patient's therapist has sympathy for the 
patient's family, to that extent can he 
encourage and enter into family therapy 
with them. 

We at High Point have many avenues 
of contact and communication with the 
family either separately or together with 
the patient. Ordinarily some significant 
member of the family brings the patient 
to the Hospital for admission. At this 
very time the family will establish con- 
tact with the hospital therapists both 
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separately and jointly with the patient. 
Face-to-face contact is supplemented by 


is also supplemented by the “contact” 
a therapist has through the verbal de- 
scription patients give of the relative, 
and which administrative staff, in contact 
with the relative, will give of him. All 
of this, plus numerous interviews, tends 
to establish a rather thorough contact 
between the and relative. 

I would like now to say a bit about 
the aims we have in working with fam- 
ilies. First and foremost, of course, we 
aim to establish understanding and 
healthy change in the family constella- 
tion which will continue into the future, 
so that the patient will have a healthier 
environment to which to return. Put 
another way, we want the family to keep 
pace with the patient as he progresses, 
and to be better than ever before. This, 
after all, is our goal for the patient too. 
Second, we aim to have relatives see 
and know us to be everyday human 
beings, just as we aim to have patients 
view us as ordinary mortals. Third, we 
consciously try to help the relative un- 
derstand the patient's distortions, so that 
between them there may be more ra- 
tional communication, mutual tolerance 
and sympathy. Fourth, we aim to have 
the family see treatment as a continuous 
process so that the patient will be aided 
with aftercare, Fifth, we strive to help 
the relative overcome the prejudices and 
suspicions about psychiatry to which he 
is subject in our culture. Essentially, I 
suppose, we aim for the relative to de- 
velop faith in psychiatrists as people. 
This seems to be particularly necessary 
when relatives have been bitter for hav- 

ing been excluded from the ambulatory 
treatment-situation. The relative who 
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asks, “Why didn’t the doctor see me or 
tell me when things were so bad? I 
wanted to see him but he was too busy,” 
is expressing a general resentment to 
ward psychiatrists. Remarks such as 
these, heard often enough, alerted us 
to see relatives regularly if we wished 
their cooperation. 

Additionally, I believe that in working 
with families we are trying to have the 
relative “sympathize” with us—to ap- 
preciate the difficulty and complexity of 
our task. We acknowledge the relative's 
share of responsibility in the outcome of 
treatment. If he fulfills it he may have 
the personal satisfaction of knowing he 
contributed to the patients improve- 
ment. 

Family therapy is not incidental to 
the patient’s treatment, but essential to 
it, and an integral part of the patient's 
whole treatment program. The tech- 
niques of its application are as varied 
as they are in individual therapy. They 
have been suggested in much of the fore- 
going, but may be elaborated upon at 
this point. 

There is no well-defined, systematized 
method of family treatment. Grotjahn 
says, “The best way of treatment must 
emerge before the inner eye of the ex- 
perienced therapist.” He adds, therefore, 
that the best guide for all decisions re- 
garding technique “will always be the 
patient's or the family’s resistance, and 
the chance the interview will offer to 
interpret this resistance.” I would say 
that fundamentally I agree with this 
statement of the case. It does two things: 
first, it gives us the widest latitude in the 
application of techniques of accomplish- 
ing family therapy; and second, it es- 
sentially preserves and leaves room for 
the use of basic psychoanalytic princi- 
ples having to do with resistance, trans- 
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ference, countertransference and insight. 
Anyone familiar with psychoanalytic 
ice and principle, therefore, will 

iate that one may see the primary 

ient with any one or all members of 
his family, depending on the judgment 
of the therapist, and as frequently as 
decided by the therapist. The way the 
therapist is to conduct himself will also 
be his decision, dependent on the con- 
ditions of the moment, and naturally his 
aim to furnish insight to one and all. 
I will suggest, however, that family ther- 
apy is not the field of endeavor for the 
inexperienced or rash therapist, but, as 
Grotjahn says, for the one who can be 
“as free, as spontaneous, as honest and 
frank” as he can be. To this I might add 
that the therapist should be as objective, 
as brave, without being foolhardy, and 
as partial, when certain he is free of 
countertransference taint, as he may be. 

The family therapist cannot be too 
protective of his primary patient, for in 
reality the entire family is his patient. 
He should be ready to saddle his patient, 
whenever it is true, with responsibility 
for any particular unhealthy condition 
in the family. He should not be too 
bound by psychoanalytic tradition, as 
regards both principle and technique, 
because he is navigating uncharted 
Waters. He must, therefore, be a creative 
experimenter, and free to see new prin- 
ciples, no matter how personally threat- 
ening they may seem, and to seize Op- 
portunities for new techniques. 

At the very least, the family therapist 
must be prepared to be very active in the 
treatment situation, and to shift his em- 
phasis from the interpretation of the 
unconscious toward analysis of resist- 
pag and toward the integration of the 
80. He must be prepared to deal less 
with the transference situation on a 


terpret their behavior, no matter how rea- 
sonable it may appear to them. We, there- 
fore, interpret their behavior for them 
and help them to see how it actually 
affects the patient, as opposed to the 
way they intend it to. 

During the past decade we have dealt 
with the significant family members of 
some seven hundred and fifty inpatients. 
Quite early in this experience we saw 
the undeniable value the family could 
have in the patient’s treatment program. 
It took but a short time for us to de- 
velop a sympathetic attitude toward the 
patient's family, and to expand the num- 
ber and the nature of our contacts with 
it. Perhaps, since we spent a great deal 
of “living time” with our patients in 
our intensive treatment-atmosphere, our 
“sympathetic attitude” really became a 
“pond of sympathy” which arose out of 
our growing appreciation of the prob- 
lems the family must have had in living 
with the patient. This may have led us, 
initially, to try merely to relieve the 
family’s anxiety and distress. It did not 
take long to see, however, that these 
sessions with the family had a therapeu- 
tic effect as evidenced by 
changes in these people. Naturally, we 
were encouraged to increase the num- 
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ber, regularity and quality of these con- 
tacts. 

Experience taught us that our rela- 
tionship to the primary patient was not 
jeopardized, and, if anything, the patient 
encouraged us to convey certain “se- 
crets” to the relative that he was not as 
yet brave enough to disclose directly. 
We found that as our therapeutic com- 
munity atmosphere developed we were 
telling relatives how their patient was 
relating as a human being with other 
patients—rather than what their gross 
symptoms were. This turned out to be 
quite similar to the way the patient had 
related to the relative, and fruitful dis- 
cussions then followed about internal 
family problems. Naturally, as these 
talks became more personal, emotional 
crises arose which were similar to those 
which we were learning had also arisen 
between the patient and the relative. It 
didn’t take much more for us to’ see 
that we should at times bring patient 
and relative together, particularly when 
our best efforts with each individually 
were to no avail. It is quite common for 
us to devote one session out of three 
per week to secing the patient together 
with some family member. It is quite 
common for us consciously to take a 
therapeutic approach to family members 
seen individually, an approach designed 
to fit into the patient’s current therapeu- 
tic status. 

We believe that in working with fami- 
lies therapeutically we achieve the aims 
mentioned earlier in this paper. Not only 
have we seen patients change for the 
better characterologically, but also fami- 
lies, and have attributed this to the na- 
ture of our work with them as a family 
unit. I believe I can say that given a 

fair therapeutic risk, and ample time, 
we never accomplish a good therapeutic 
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result without simultancously achieving 
a positive change in the family, or some 
significant member of it. 

I would not want to leave any im- 
pression that the task is easy, but ex- 
perience enables one to handle families 
with increasing ease. The process, how- 
ever, is a time-consuming one, and re- 
quires a highly integrated hospital or- 
ganization, with a medical staff that has 
ample time for it. Additionally, the 
therapists must fully accept the ap- 
proach as valuable to their respective 
patients, not one they follow under com- 
pulsion. 

Family therapy has enormous value. 
I know that it has enabled us to help 
certain patients with whom we otherwise 
would have failed. I don’t know now 
how we could go about treating patients 
without therapeutic attention to the 
family. As a matter of fact, we feel 
handicapped in treating a patient with 
no readily available relative. In this 
event particularly we find ourselves 
studying the manner in which patients 
relate to staff as surrogate figures. To a 
large extent in our therapeutic commu 
nity atmosphere we tend to regard our 
small group of patients and personnel 
as something of a family group. 

Family therapy gives us a quicker 
and incomparably deeper understanding 
of the patient’s psychopathology. It also 
makes the latter’s origins clearer to US: 
Family therapy enables us actively to 
help more people, and to ensure a better 
prognosis for the patient insofar as he 
returns to a healthier family. From the 
research point of view it offers psychia- 
try an opportunity to learn more about 
human psychopathology and the tech- 
niques of its treatment. In some respects 
we may regard or develop family ther- 
apy as a research tool (for certainly it 
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is not easy to utilize in everyday prac- 
tice), a tool which furnishes us answers 
to otherwise insoluble problems. As an 
addition to our armamentarium it can 
‘diminish the frequency with which we 
are frustrated in psychiatry. At the very 
~ feast, if it gives us additional hope it 
has great value. Who of us long in the 
"practice of psychiatry, particularly with 
psychotic patients, has not felt the need 
of more hope? 

_ There are a number of open ques- 
“tions which might be indicated at this 
point. All of them would seem in need 
of our consideration and exploration in 
à psychiatry. As yet we have no definite 
k idea of the type of family that can bene- 
“fit from family therapy, let alone the 
nature of the end result we would seek 
for it. I am sure that with time we will 
be able to determine the type of family 
pathology which will respond to our 
efforts, and which will not. In the in- 

"patient setting, too, we have yet to learn 
_ which family member should be treated 
by the primary patient’s therapist, and 
which might have to have a collaborat- 
ing therapist. The primary patient’s role 
and effect on both therapist and family 
member is a subject in itself in this 
context. 

Family treatment seems to have a 
logical relationship to the therapeutic 
community concept. It is likely that with 
time we will witness the family taking 
an increasing role in the hospital care 
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that the technique of family therapy is 
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therapy, particularly with the difficult 
schizophrenic. 

The point has been made that in 
family therapy one may study current 
interaction and produce healthy change 
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drives and “origins” of pathology. The 
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in this way build on the patient’s healthy 
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“why” he got sick in the first place—if 
indeed the early traumatic events we 
now believe to be causative are really 
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in producing health. We may consider 
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the first place without knowing why he 
developed so. 
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ae OF THE PROGRESS of re- 
search projects might be consid- 
ered an example of research studying 
itself. An opportunity to try this came 
to the Committee on Research of the 
American Orthopsychiatric Association 
after one member of the Committee 
(A. L. B.) had compiled in early 1958 
a list of more than 300 topics or in- 
quiries being pursued at the time by 
members of the Association. No doubt 
other members were engaged with proj- 
ects and did not report them at the time, 
but this list seemed appropriate for fol- 
low-up study. 

_ In mid-1960 we mailed another ques- 
tionnaire to those who had reported 
earlier, inquiring about progress, spon- 
sorship, difficulties encountered, size of 
budget, and so on. Duplications and 


combinations were revealed in the origi- 
nal list of 304, reducing it to 261 topics. 
We enjoyed a high response rate, learn- 
ing something about the progress of 238 
of these, and leaving only 23 about 
which no information at all was ob- 
tained. Three-fourths of the replies were 
returned within a month, and tardiness 
of response showed no discernible trend 
on any of the factors considered. Thus 
any inferences should apply fairly well 
to the original compilation done in 
1958. 

The general nature of these research 
projects may be implied from the mem- 
bership of the Association, which in- 
cludes various professional disciplines: 

sychiatrists, social workers, psycholo- 
gists and others joined chiefly for their 
mutual interest in clinical applications 
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of behavioral science. Our respondents 
accordingly have varied scientific inter- 
ests and work in institutions and clinics 
of all sizes, and in private practice. 

The first survey did not ask at what 
stages the projects were at that time. 
In the second questionnaire we did in- 
quire if they were “Completed,” “In 
Process” or “Discontinued.” We found 
that there was another group which 
could be called, “Part Complete, Part 
in Process.” These latter efforts had 
nearly all produced completed and pub- 
lished reports, but the investigators were 
still working on other aspects of their 
studies. In the classification of “Discon- 
tinued” we placed four projects of the 
three investigators who had died. We 
could only surmise that their projects 


were not completed. 

Completed 79 33.2% 
Part Complete, Part in Process 21 8.8% 
In Process 96 40.3% 
Discontinued 42 17.6% 


It would appear that 100 projects 
were appreciably completed, while 42 
were discontinued or abandoned. The 
ratio here is about seven to three, but 
this estimate is without regard for all 
those still “In Process.” We may not 
be justified in assuming that the same 
ratio of completion will apply to those 
still in process. 

The time interval between the first 
and second compilations was about 
2% years. We believe the first listing 
included projects at various stages of 
conception or completion. Now, 
months later, we find 96 out of 238 
projects are still in process, In speculat- 
ing about so elusive a statistic as the 
“average” time elapsing before comple- 
tion or abandonment, we are tempted 
to use the “half-life” concept applied 
by physicists to the rate of disintegra- 
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tion of radioactive elements. Thus we 
might say that projects originally listed, 
as were these, at different stages of com- 
pletion, seem to have a “half-life” of 
about two years. Each biennium could 
show a reduction of half of those still 
in process when the particular two-year 
period began. 

It is of interest here that one of our 
respondents does indeed estimate 20 
years for proper completion of the 
study, “if I live that long.” We do not 
presume to make a close approximation, 
but our best guess is that these projects 
take on the average a little less than 
four years for completion. Of those pro- 
jects reported to us as still “In Process,” 
a fourth were expected to be completed 
in a year. 

Of the 100 completed or partially 
completed studies, 57 had either been 
published or accepted for publication. 
Eighteen were not yet written up, 16 
were written but unpublished, and 7 
had been submitted for publication but 
no decision made as yet. No information 
was received on 2 projects about pub- 
lication or writing. 

Our question about experience in re- 
search merely asked if the reported proj- 
ect was the first research effort by the 
investigator. In 26 projects it was the 
first effort, and 10 of these 26 went 
through to completion or partial com- 
pletion, with only 2 being discontinued. 

It was possible to make only a rough 
estimate of the correlation between the 
various professional disciplines repre- 
sented in the membership and the degree 
of participation in research projects. 
Often several disciplines were listed on 
the same project. In early 1958 psy- 
chologists were 24 per cent of the As- 
sociation’s membership (which was 
1422 in all) while they accounted for 
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36 per cent of the 377 investigators in 
our series Physician-psychiatrists made 


up 42 per cent of the 1958 membership 


f were 33 per cent of our investiga- 

tors. Social workers were 27 per cent 

of the membership but at the most 
could be 19 per cent of our investiga- 
tors. 

These relationships between member- 
ship ratios and those of participation 
in research projects indicate that psy- 
chologists have more interest in, Or 
preparation or time for, research; and 
that social workers and psychiatrists are 
more susceptible to administrative, clini- 
cal, or time pressures. Those projects 
in which psychiatrists participated 
showed a somewhat lower rate of com- 
pletion, with more projects remaining 
in process than for any of the other 
professional disciplines. Their projects 
may have been planned for longer €x- 
ecution, but the differences may also be 
the result of more frequent delays oF 
interruptions. 

To our question about “difficulties 
encountered” 45 of the 238 responses 
offered no information, The others de- 
scribed 290 snags of various kinds. 

= Most frequent were 77 listings of in- 
sufficient time and the intrusion of 
other duties or pressures. Personal con- 
tingencies were listed in 58 responses: 
death, illness, resignation, transfer, etc. 
Lack of sufficient funds was noted in 35 
responses, this group showing only 10 
completed or partly completed, with the 
remaining 25 either still in process Or 
discontinued. 
_ There was difficulty in obtaining data 
in 34 projects; in obtaining personnel 
in 26; and trouble with experimental 
design, sometimes requiring modifica- 
tion, in 22. Curiously, of the 22 listing 
_ design troubles, none was discontinued, 


529 


while 16 were completed or partly com- 
pleted. It is worth noting that occasion- 
ally there was administrative resistance, 
or opposition of the clinical staf to 
research. One investigator of short-term 
treatment results found some therapists 
unwilling to terminate on schedule. 
Another happily shifted his interests to 
another aspect because “we hit pay dirt 
in another area.” 

A somewhat related question asked 
what kind of help was needed which was 
not available. Just half of the respond- 
ents (119) replied to this, and they listed 
a total of 200 needs among them. The 
most frequent desire (57) was for re- 
search technicians, Thirty-one respond- 
ents wished they could have had con- 
sultation with colleagues. Access to rel- 
evant literature was a need expressed 
by 28. Statistical assistance oF advice 
was needed by 19, and 15 would have 
liked better laboratory equipment. Oth- 
ers cited the need for more professi 
staff, for more clerical staff, more fi- 
nancial or administrative support, 
of course, more time. One wished for 
“more brains,” and another for “two 
heads.” 

To our question about scientific spon- 
sorship, 13 did not reply while the other 
225 listed 331 sponsors. Graduate or 
medical schools were most frequent 
with 72, hospitals next with 55, then 
social agencies and guidance centers to- 
gether totaling 38. Personal sponsorship 
was listed for 37 projects, then federal 
government with 35 and state govern- 
ment with 32. Private foundations 
civic groups sponsored 23. The remain- 
ing scientific sponsorships were scat- 
tered through various categories, 1- 
cluding public and private schools, 
rehabilitation centers, local government, 
psychoanalytic institutes and so on. One 
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pharmaceutical company was listed. 

Of the 72 sponsored by graduate or 
medical schools, only 3 were discon- 
tinued. All four projects sponsored by 
local government were completed. Only 
two of those 35 projects sponsored by 
federal government were discontinued, 
and four of the six sponsored by boards 
of education were completed. All other 
categories of scientific sponsorship 
tended to show a rate of completion 
somewhat lower than the general trend 
for all studies. 

Our inquiry about financial sponsor- 
ship got no information on 23 of the 
projects, but 310 listings on the others. 
Here the federal government led with 
71, and only two of these had been 
discontinued. State government had 
helped in financing 45 projects, with no 
marked differences in completions and 
discontinuations from those of the over- 
all group. Those projects personally 
financed numbered 37, again with no 
trends of difference. Graduate or medi- 
cal schools helped in financing 36, and 
only two of these projects were discon- 
tinued. Private foundations or civic 
groups aided 35, again with only two 
being discontinued in this category. 
Hospitals helped to finance 29 projects, 
while social agencies or guidance centers 
aided with 16. 

A wide variety of other sources 
granted financial support, some already 
mentioned under “scientific sponsor- 
ship.” Eight said there was no financial 
sponsorship, and seven of these eight 
were already discontinued; the other was 
still in process. A few were financed out 

of operating service budgets, one by an 
organization of parents of the children 
under study, several by contributions 
from local service or recreational clubs. 
Five said no costs were involved; of 
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these five, four projects were completed, 

This last finding was in apparent con 
tradiction with the responses to our 
question on size of budget, where 30 
were listed as having no cost involved. 
The discrepancy was probably semantic 
or accounted for in part by those who 
offered no information about financial 
support. Of those 30 projects involving 
no cost, 11 had been discontinued, 
Forty-three projects had budgets under 
$1,000; and 29 had budgets between 
$1,000 and $5,000. 

The studies involving budgets of 
$5,000 and over showed quite a low rate 
of discontinuation. Only four of those 
104 projects with higher budgets had 
been abandoned. From $5,000 to 
$10,000 there were 17 studies, and 
projects with budgets from $10,000 to 
$25,000 were 20 in number. The largest 
group, 67, had budgets over $25,000. 
We obtained no report on budgets on 
25 projects, and 14 of these had been 
abandoned, with four still in process 
and the other seven completed. 

Our questionnaire should have al- 
lowed for showing higher budgets than 
$25,000 with more exactness for the 
figures. We can only say that something 
more than $2,500,000 had been bud- 
geted for these 238 projects, and that 
the average budget was over $10,000. 

The 1958 compilation had grouped 
the projects into 28 topical fields. While 
none of these groups was large enough 
in size for clear inference to be made, 
those with some variation from the usual 
completion rate might be mentioned. 
Among those most likely to be com- 
pleted were studies in the fields of in- 
tellectual functions, school problems, 
group and milieu therapy, rehabilitation 
procedures and vocational guidance, 
large-scale analyses of mental health 
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programs, and schizophrenia in adults. 
On the other hand, studies of schizo- 
phrenic or autistic children tended to re- 
main in process or be discontinued, as 
were those on day hospital care, on be- 
havioral disorders and delinquency in 
children, and on observational and rat- 
ing procedures. 


SUMMARY AND CONCLUSIONS 


This survey hardly justifies precise 
inferences, owing to the sketchiness of 
the questions we asked and some further 
ambiguity in the replies. Nevertheless it 
permits some rough surmises that could 
point the way to future studies. Al- 
though replies were sometimes omitted, 
just as often respondents showed en- 
thusiasm for expanding and adding clar- 
ity on their own to the mere checkmarks 
that we asked for. 

There were 238 projects listed in the 
replies, accounting for 90 per cent of 
the original listing made two and a half 
years earlier. Forty-two projects had 
been discontinued. One hundred had 
been substantially completed with a high 
rate of publication. The remaining 96 
were still in process. It would seem that 
the average time for completion might 
be gauged at a little less than four years, 
the variations resembling a “half-life” 
of about two years. 

Of the various professional disciplines 
among the principal investigators, psy- 
chologists were listed in a higher fre- 
quency than they appear in the member- 
ship at large, with psychiatrists and so- 
cial workers at lower rates. Psychiatrists 
also seemed to have a lower rate of 
completion for their projects. 

Of the difficulties encountered, a 
third of the projects ran into trouble 
with insufficient time and the pressure 
of other duties. Next in frequency was 
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cluding transfers, resignations, and 


deaths. Lack of enough funds, difficulty 
in obtaining data and personnel, and 
trouble with experimental design were 
less frequent in that order. 

Help needed but not available was 
most often cited for research techni- 
cians, Consultation with colleagues was 
close to this, along with the allied need 
for access to relevant literature. Statis- 
tical help and better laboratory equip- 
ment was hoped for, and more financial 
support. Administrative and staff coop- 
eration was needed by some. 

Scientific sponsorship came most 
often from graduate or medical schools, 
then hospitals, followed by social agen- 
cies and guidance centers (here consid- 
ered together). “Personal sponsorship,” 
federal and state governments were 
next, about even with each other. Other 
sponsorships came from private founda- 
tions and civic groups, schools and vari- 
ous others. The projects sponsored by 
or medical schools and those 


rates of completion or continuation. 
The federal government was the most 
frequent source of financial support, 
with these projects rarely being discon- 
tinued. Next in order were state govern- 
ments, personal financing, graduate Or 
medical schools, private foundations of 
civic groups, hospitals, then social agen- 
cies and guidance centers. There was a 
scattering of other quite yaried sources 


rt. 

Almost a third of the projects had 
budgets of over $25,000. About a sixth 
had budgets listed as definite but under 
$1,000. Another eighth were said to in- 
volve “no cost,” but this is a cloudy 
category. Only four of 104 projects with 
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budgets over $5,000 had been discon- 
tinued. 

It is tempting to try to show what 
features make for success in the com- 
pletion of research projects in this field. 
However, the factors are certainly not 
independent. It is obvious that sufficient 
time must be planned for. Personal con- 
tingencies also make for trouble, and 
the projects with larger budgets un- 
doubtedly involve more personnel and 
minimize the risk of such interruptions. 
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It is also likely that the larger projects 
required more careful planning. 

On the other hand, there is nothing 
here that should minimize the worth of 
the less formal and less pretentious proj- 
ects. Often started on a shoestring, they 
are more adventurous and speculative. 
If their mortality rate is higher, they at 
least offer experience at a lower cost, 
and may provide the spark for later, 
sounder achievements in research. 


NONDIRECTIVE PSYCHODRAMATIC 


PLAY THERAPY * 


JEROME M. GOODMAN, M.A. 
Psychologist, Roslyn Public Schools, Roslyn, New York 


Ge PURPOSE OF THIS PAPER is to 

convey to play therapists and psy- 
chotherapists the use of a technique in 
play therapy with children of nursery 
age and older. The formulation of this 
technique is a composite of play ther- 
apy, psychodrama and the principles of 
nondirective therapy. This technique 
hereafter will be designated as Non- 
directive Psychodramatic Doll Play. The 
advantages of such a technique are four- 
fold: 


1. It is therapeutic in its function as 
a catalyzer to expedite an emo- 
tional catharsis. 

2. It reveals an inordinate amount of 


dynamic material either on a real 
or fantasy level as perceived by 
the child. 

3. When needed, it can be used as a 
diagnostic tool in place of projec- 
tive techniques. 

4. It is safe. In the hands of a skilled 
therapist, the youngster never feels 
threatened. 


The following case report is illustra- 
tive. 


Ellen is a six-year-old first grader who was 
referred to the school psychologist by her 
mother, The mother related that Ellen had 
not spoken to friends or members of the 
family for the past ten days. Ellen's only 
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vation for these ten days was, “Maybe, 
se not.” A conference with the teacher 
pot reveal any of these manifestations in 
lassroom. The mother’s story was later 
firmed by the father and Ellen’s older 


“The school psychologist went to the class- 
‘room to pick up the youngster and accompany 
her to his office for psychological testing. The 
A g quite friendly and eager to join the 
psychologist. Upon leaving her class, she 
started to cry and ran back to the classroom. 
psychologist asked Ellen if she wanted 
lo select a friend to join them in playing games 
a bis office. She stopped crying and selected 
her best friend, Lee. Her only verbalization 
after leaving the classroom was, “Maybe, 
mi Ly! A 
; isychological testing was practically impos- 
‘sible when it required verbal responses. The 
Ps) hologist introduced dolls and a dollhouse 
to the youngsters with the intentions of utiliz- 
ing this approach on a diagnostic level. In the 
free doll play, Ellen began to verbalize, but 
ll of her responses were highly guarded and 
controlled. This procedure continued every 
day for the following week with no noticeable 
change i i additional diag- 
nostic information. It was at this time that the 
hologist became involved in doll play. He 
t asked Ellen to select a doll and then asked 
Lee to select a doll. Ellen selected two sister 
dolls and Lee selected the mother and baby 
dolls. The children asked the psychologist 
~ what doll he was going to select. He explained 
“that he was going to help them play their doll 
fame by saying what he thought their dolls 
_ Were feeling. If he said something about the 
“dolls that was wrong, they were to correct 
him and tell him how the dolls were really 
feeling. 
"Ellen set up the furniture in the dollhouse 
‘and explained that the two sister dolls, whom 
ia called Joan and Jean, were returning home 
som school. The psychologist asked Ellen 
oe usually happens at this time. She said 
, tin, have cookies and milk. The doll play con- 
a until the youngsters had to return to 
i ia classroom. The next three sessions Ellen 
Selected the mother doll and finally the dy- 
i en were beginning to unravel. At the 
3 oh? session, Ellen selected the two sister 
dol A and Lee selected the mother and baby 
Bi Ellen set up the identical situation of 
on e two sisters returning home for milk and 
x Sune On this occasion the mother told the 
Wo girls to get their own milk and cookies 
ina use she was busy with the baby. The girls 
ia an argument with the mother, insisting 
P she serve them. The psychologist immedi- 


iy 
se 
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ately seized this opportunity to reflect the sis- 
ters’ feelings and said, “Joan feels pretty angry 
at Mother.” At this point, Ellen grabbed the 
mother doll and flung her across the room. 
Ellen looked up at the psychologist and said, 
“Joan now feels better.” 

The following day the psychologist received 
a telephone call from the mother, who stated 
that Ellen was talking again and there was no 
further need for the psychologist to continue 
his testing. 


OPERATIONAL FRAMEWORK 


Physical setting and properties re- 
quire a dollhouse placed diagonally 
across the table with furnishings for the 
house to be set up at the discretion of 
the child. This, in practice with Dr. 
Moreno, is termed in situ. In place of a 
stage, the youngster has a ready-made 
house which is closely associated with 
the youngster’s own home, the school 
playground, or whatever the child wants 
it to be. Two chairs are placed adjacent 
to the corner of the table with a thi 
chair occupying the corner of the table 
between the two chairs set slightly back. 
The youngsters seat themselves on the 
adjacent chairs and the therapist sits on 
the corner chair. This provides him with 
the flexibility of moving from side to 
side without leaving his seat, in order 
to act as a double or an auxiliary ego 
for either youngster. Rubber dolls or 
puppets representing the family con- 
stellation are the most significant prop- 
erties of this technique. They act as €x- 
tensions of the child’s ego and the per- 
sonae of the family. These are the vital 
objects that the therapist has at his 
disposal to reflect the youngster’s feel- 
ings. Movement, which is the very life 
of psychodrama when practiced on the 
stage, is in no way sacrificed. The child 
projects all sorts of movements by ma- 
nipulating the dolls and becomes phys- 
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ically as well as psychologically in- 
volved in the action. 

The other important instruments are 
the participants who actively participate 
in the play session. They are the thera- 
pist, the client, and a third youngster 
who is usually selected by the client. 
In psychodramatic terms, they would be 
known as the director, the protagonist, 
and the auxiliary ego. 

The primary function of the protago- 
nist is to set up a situation which will 
be of significance only to the client. The 
client then plays a role in accordance 
with the doll or puppet selected. He may 
change roles during the play session by 
merely selecting another doll in place 
of the one he was previously using. 

The auxiliary ego is an unsophisti- 
cated youngster who is quite unaware 
of the significance of the session and 
usually plays a straight role in accord- 
ance with the doll he has selected or the 
doll chosen for him by the protagonist. 
The doll he uses acts as an extension 
for the director in reflecting feelings to 
the protagonist. 

The director’s function is to reflect 
the feelings of the dolls which are in 
action. He may select a doll to help the 
youngster clarify certain feelings which 
may be interfering with the production. 

The warm-up, which plays an intri- 
cate part in psychodrama, is commen- 
surate to the warming-up period in 
psychodramatic doll play. The warm-up 
is initiated the moment the youngster 
enters the room. This is accomplished 
by discussing various situations which 
may be acted out by the different roles 
the dolls play. 

Spontaneity, which is the essence of 
play therapy, is given full expression in 


AMERICAN JOURNAL OF ORTHOPSYCHIATRY 


the child’s production of his percep- 
tions. In this type of situation the child 
can explore many avenues of interac- 
tions in interpersonal relationships with- 
out feeling threatened or punished by 
the director, auxiliary ego, or the sym- 
bolic identification assigned to the pup- 
pets or dolls. 

The principles of nondirective ther- 
apy are quite easily adapted to this 
technique. Firstly, it is assumed that the 
youngster is striving for emotional and 
physical equilibrium. This striving is 
hampered when the youngster is placed 
in a threatening situation. 

Secondly, therapy is primarily emo- 
tional and not intellectual. There is no 
attempt on the part of the director to 
give the child insight, but rather to help 
bring about an emotional release. 

Thirdly, the most crucial interaction 
is between the child and the therapist. 
The therapist is warm, accepting, and 
permissive. The technique is only as 
effective as the existing relationships and 
the feelings that are being expressed. 

There is much to be desired by many 
therapists in their attempt to, unravel 
the mysteries of the unconscious. The 
technique that has been described in 
this paper should be clinically tested in 
order to evaluate its merits and faults. 
It is not a panacea, but it may prove its 
usefulness with certain children who 
find it easier to relate to the therapist 
through the medium of psychodramatic 
doll play. 

In conclusion, it is strongly recom- 
mended that those in the field of play 
therapy should, at some time, experi- 
ence this technique to evaluate its effec- 
tiveness in terms of therapy, dynamics, 
and diagnosis. 


In Memoriam 


LUTHER E. WOODWARD, 


a DEATH OF Dr. LUTHER E. WOOD- 
warp on November 8, 1961, closed 
alifetime of rare achievement. It robbed 
the mental health community of a 
remarkably expressive form of leader- 
ship, and deprived individuals, groups 
and organizations throughout the coun- 
try of a force for thought and action 
which had come to be unique. 

To the American Orthopsychiatric 
Association, Dr. Woodward’s passing 
brought the loss of an exceptionally de- 
voted and contributing member. A past 
president of the Association (1956-57), 
Dr. Woodward had served, both before 
and after holding this office, on a series 
of hard-working “Ortho” committees. 
He was a member of the Committee on 
Functiorts and Relations, 1945-47; Co- 
Chairman of the Arrangements Com- 
mittee, 1947-48; Chairman of the Pub- 
licity Committee, 1949-50; a member 
of the Psychotherapy Committee, 1953- 
54; a member of the Finance Commit- 
tee, 1956-57; and Chairman of the 
Committee on Special Publications, 
1958-60. In 1961, at the time of his 
_feath, he was serving in a newly ap- 
pointed capacity as Editor of Special 
Publications. 
on Woodward's was a life of singu- 
s g and purpose. Born in rural 
iia nut, Pennsylvania, in 1897, he knew 
5 early boyhood all the dawn-to-dark 
igors of farm life in an isolated com- 


PH.D.—1897-1961 


munity. Elementary education meant 
long miles of horseback riding to the 
only resource available—a one-room, 
one-teacher school. It was nevertheless 
during the elementary school years, and 
with the encouragement of a discerning 
country teacher, that he came upon the 
unbounded world of books and the 
beckoning possibilities of self-develop- 
ment through higher education. Over- 
coming almost insurmountable obstacles, 
he broke with the traditions of his com- 
munity and began a persevering succes- 
sion of educational steps which eventu- 
ally gave him title to professional status 
in three different fields. 

Obtaining his A.B. degree, Phi Beta 
Kappa, from Gettysburg College in 
1921, he continued at Gettysburg for 
three years of graduate study and in 
1924 received both an A.M. degree and 
his B.D. from Gettysburg Theological 
Seminary. Further graduate study fol- 
lowed, and in 1932 he was awarded a 
Ph.D. in education from Teachers Col- 
lege, Columbia University. Six years 
later, with still more graduate work be- 
hind him, he had completed in full the 
requirements for graduation from the 
New York School of Social Work, and 
established himself in what finally be- 
came, perhaps, his primary profession— 
that of psychiatric social work. 

Dr. Woodward began his professional 
career as a Lutheran minister. For eight 
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years (1924-32) he was pastor of the 
Ascension Lutheran Church in Brook- 
lyn, New York. As he worked with the 
varied problems of his parishioners, 
however, he felt the impact of disturbed 
relationships between people and deter- 
mined to seek effective and understand- 
ing ways of meeting them. By 1928, he 
was already enrolled in his initial psy- 
chiatric social work courses, and in the 
two final years of his pastorate, he took 
his first concrete steps in a social work 
direction by adding to his regular duties 
the part-time responsibilities of Director 
of the Life Adjustment Center at the 
Redeemer Lutheran Church in Brooklyn 
—tesponsibilities which involved indi- 
vidual counseling related to marital diffi- 
culties and child-parent relationships, 
and in addition, all necessary referrals 
to the community’s psychiatric, medical, 
family and child welfare services. Char- 
acteristically, although he did not again 
accept a formal pastorate, Dr. Wood- 
ward’s ties with the ministry were never 
broken. As the years passed, his serv- 
ices continued in demand, and he re- 
mained active and influential in Lu- 
theran circles throughout his life. 

In 1932, with his psychiatric social 
work training well advanced, Dr. Wood- 
ward moved directly into the mental 
health field, joining the clinical staff of 
the Bureau of Child Guidance of the 
New York City Schools, with which he 
was to be associated for eleven years, 
Functioning mainly in the role of psy- 
chiatric social worker, he was quick to 
see the limitations of a too narrow case- 
work approach, and the need for deep- 
ening insight on the part of all who 
touched the lives of troubled children. 
His response was to develop increasingly 

dynamic relationships with community 
agencies, to organize and conduct in- 
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service orientation courses for teachers 
and school nurses, and to plan and lead 
an ever-enlarging number of discussion 
groups for parents. 

By 1943, with the versatility of his 
capacities already widely recognized, 
Dr. Woodward’s services were sought 
as Field Consultant by the National 
Committee for Mental Hygiene (now 
the National Association for Mental 
Health) in connection with pressing war 
and postwar problems. Initially (1943- 
45), this position involved liaison ar- 
rangements with the Selective Service 
System and country-wide mobilization 
of resources for ensuring social, health, 
vocational and educational histories 
which would aid in screening selectees 
for military induction. Later, it entailed 
nationwide field service concerned with 
the readjustment problems of returning 
servicemen, and collaboration with Dr. 
Temple Burling and Dr. T. A. C. Ren- 
nie in a special two-year research project 
which explored the possibilities of voca- 
tional rehabilitation for hospitalized psy- 
chiatric patients. 

Leaving the National Committee for 
Mental Hygiene in 1949, Dr. Wood- 
ward served thereafter in three official 
capacities with the State of New York. 
Originally Mental Health Consultant 
with the State Department of Mental 
Hygiene, he was asked to act as Co- 
ordinator of Community Mental Health 
Services under the New York State 
Mental Health Commission during the 
years in which this special legislative 
body, directed by Dr. Ernest Gruenberg, 
was studying the state’s requirements 10 
terms of comprehensive mental health 
facilities, and preparing proposals for 
legislative action, based on the needs 
found. His final role—after New York 
had passed its pioneer Community Men- 
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sith Services Act, which made 
aid available for the development 
neal resources—was that of Senior 
Community Mental Health Representa- 
‘tive, again with the State Department of 
“Mental Hygiene. In this position, which 
he occupied at the time of his death, he 
headed a growing staff of professional 
assistants, and carried a heavy and ex- 
tremely varied load of responsibilities, 
including constant speaking engage- 
“ments, continuous consultation service 
s to local communities, and supervision 
f of all field service, both to state-licensed 
psychiatric clinics and to counties and 
communities participating in the new 
_ state program. 
r From the first, however, Luther 
Woodward's creative energies found 
-Significant expression outside his full- 
“time professional positions. Few people 
| can be said to have given more lavishly 
of their personal time, and few ever mas- 
_ tered better the art of filling a 24-hour 
day with productivity. Dr. Woodward 
contributed innumerable articles to pro- 
fessional journals and coauthored five 
books: Jobs and the Man with Dr. 
T. A. C. Rennie (published by Charles 
C Thomas in 1945); Better Ways of 
Growing Up with Dr. John E. Crawford 
(a Muhlenberg Press publication in 
1948); Mental Health in Modern Society 
with Dr. Rennie and Vocational Re- 
habilitation of Psychiatric Patients with 
Dr. Rennie and Dr. Temple Burling 
(published by the Commonwealth Fund 
in 1948 and 1950 respectively); and 
Educating Expectant Parents with David 
Mann, Ph.D., and Nathan Joseph (pub- 
“ti by the Visiting Nurse Service of 
E York in 1961 and produced by 
a an Health Materials Center). 
: Bachan years he edited the Journal of 
‘Sychiatric Social Work, and later, for 


537 


an even longer period, served on the 
Publications Committee of the National 
Association of Social Workers and on 
the Editorial Board of Social Work, the 
official organ of that association. He 
was also a longstanding member of the 
Advisory Board of Pastoral Psychology, 
a monthly publication which relates the 
accumulated understanding of dynamic 
psychology and psychiatry to the human 
problems that confront the ministry. 
As teacher and lecturer, Dr. Wood- 
ward collaborated over the years with 
eight colleges and universities and two 
theological seminaries. On radio, he 
conducted for four years (at first daily 
and later weekly) an evening program 
known as “The Inquiring Parent,” which 
utilized direct interviews with individual 
parents in which, through simple, step- 
by-step exchange, he clarified the basic 
rinciples of child development and the 
means of laying mental health founda- 
tions in the childhood years. More than 
fifty of these programs, reproduced on 
records, were subsequently carried 
across the country over some two hun- 
dred radio stations. As discussion leader 
on everyday problems of living, he gave 
his services to literally hundreds of lay 
groups, skillfully motivating group par- 
ticipation and almost invariably turning 
the individual session into a dynamic 
experience for all concerned. Of special 
note in this connection was his work as 
Parent Education Consultant with the 
Visiting Nurse Service of New York. 
In this role, which involved evening-hour 
discussions with classes of expectant 
arents, he carried responsibility, from 
1948 on, for the interpretation of men- 
tal health aspects within the agency’s 
over-all educational program for fathers 
and mothers of first babies. Meeting 
with each group while they were sti 
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“expectant,” he led them into explora- 
tion of their attitudes toward parent- 
hood and prepared them for the crucial 
influence they were to have on the 
emotional life of their new babies. 
Simultaneously, Dr. Woodward served 
as director of the Visiting Nurse Service 
research project which undertook to 
evaluate the effectiveness of the educa- 
tional approaches used. The results of 
this study—‘“Parent Education and the 
Training of Visiting Nurses in the Teach- 
ing and Guidance of Young Parents” — 
were published in the above-mentioned 
volume, Educating Expectant Parents, 
just prior to Dr. Woodward’s death. . 

In more immediate professional cir- 
cles, Dr. Woodward's activities defy all 
listing. Of these, his three-year member- 
ship on the Community Service Ad- 
visory Committee of the National In- 
stitute of Mental Health (1955-58) and 
his long-time service as board member 
and officer of the American Foundation 
for Mental Hygiene may be cited as 
more notable illustrations. The perpet- 
ual calls upon his time for the deliver- 
ing of conference papers and for par- 
ticipation as panel discussant, workshop 
leader and the like also belong in this 
context. Although these became an ever- 
mounting list, his cooperation was in- 
variably forthcoming, and room was al- 
ways found for the next new request 
within a schedule already badly over- 
taxed. Nor were his colleagues disap- 
pointed. Always a vocal, and on occa- 
sion even a peppery, fighter in expound- 
ing his convictions, he seldom failed to 
leave his mark on any meeting he at- 
tended. 

The final essence of Dr. Woodward's 
contribution, however, is probably to be 
found less in his copious speeches and 
writings, and in the many other facets of 
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his impressive public life, than in the in- 
tangibles of the countless person-to-per- 
son contacts with which his days were 
filled. Here, his capacity for creative 
giving was at its peak, as all who drew 
on his receptiveness and wisdom came 
to know. His advice and counsel were 
sought incessantly by individuals and 
organizations from coast to coast. Na- 
tional and local leaders concerned with 
community planning, program builders 
struggling with the needs of new fron- 
tiers, official representatives of going 
services in other states, professional col- 
leagues, students and preprofessionals, 
and simple people faced with major hu- 
man crises turned to him expectantly for 
guidance, in the shared conviction that 
he would grasp their special problems 
and steer them toward the solutions they 
believed themselves unable to define. 
None left empty-handed. All found in 
him a gifted, insightful consultant who 
lent himself without stint to all who 
asked his help, meeting each new chal- 
lenge with a thoughtfully fresh approach, 
and supplying time and again the free- 
ing stimulus and clarity which became 
the impetus for constructive action. The 
long-term consequences of these dy- 
namic encounters, as well as those of 
Luther Woodward’s more generally 
known achievements, remain inevitably 
beyond all possibility of assessment. of 
this, however, there can be no doubt: 
his richly radiating influence will long 
be felt throughout the field of mental 
health. s 

Dr. Woodward is survived by his 
wife, Mrs. Harriet Buehler Woodward; 
a daughter, Mrs. Patricia McElheny; 
and two sons, David Alan and Laurence 
Hugh Woodward. 


WINIFRED W. ARRINGTON 


ILLNESS AND HEALTH* 


HIS IS THE MOST IMPORTANT single 
document in the field of mental dis- 
in the United States this century. 
; d, considering its origins, cost, pro- 
sional involvements, intentions, lead- 
ership, and possible effects, it is not im- 
probable that it is one of the most im- 
“portant pieces of writing in mental 
health, or even public health, in Ameri- 
history. As such, therefore, it de- 
Serves and demands the most intense ex- 
amination, discussion and evaluation, be 
they for support, change, additions, or 
action. This volume should be a major 
area of concentration for mental health 
Professionals for months to come, since 
it will undoubtedly help to shape the 
future for their life’s work and for those 
serve. It is in this sense, then, that 
a in review of this vital docu- 
3 is written. If at times it appears to 
H Ee unduly weighted toward the 
e end of the curve, and perhaps 
= in tone, the writer’s genuine 
: n with the importance of the vol- 


um i iewi i 
Ume he is reviewing might serve as par- 
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ACTION FOR MENTAL HEALTH: FINAL REPORT 
OF THE JOINT COMMISSION ON MENTAL 


Reviewed by BENJAMIN PASAMANICK, M.D. 
Professor of Psychiatry, Ohio State University; Director of Research, Columbus Psychiotric Institute ond 


tial explanation. This review should not 
deter the reader from arriving at his own 
conclusions by reading Action for Men- 
tal Health, annotating it carefully, and 
on the job, in his professional organiza- 
tion and as a citizen helping to arrive 
at what must be done in the seriously 
neglected and disorganized area of men- 
tal illness. 

This volume is the final report of the 
Joint Commission on Mental Illness and 
Health. In recognition of the quite un- 
satisfactory state of affairs in existence, 
the Joint Commission was established in 
1955 by Congress to undertake an ob- 
jective, thorough nationwide evaluation 
of the problems and resources for men- 
tal illness and health and to offer recom- 
mendations for diagnosis, treatment, re- 
habilitation and prevention of mental 
illness. Before the report was issued 
some five years later, approximately a 
million and a quarter dollars from gov- 
ernment was expended in addition to 
some $130,000 in private funds. Most 
of the funds were used for surveys and 
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studies which have appeared or will ap- 
pear in a series of ten volumes and upon 
which this final report is stated to have 
been based. These volumes deal with 
concepts of positive mental health, the 
economics, manpower trends, commu- 
nity resources, epidemiology, role of 
schools, churches, and research re- 
sources in mental health as well as an 
interview survey of how Americans view 
their mental health and a volume on 
new perspectives in care. The Joint 
Commission was composed of a large 
number of the foremost professional 
workers from almost every conceivable 
discipline and from numerous agencies 
and organizations involved in the field 
of mental health and disease. 

The final report, presumably the con- 
sensus of the thinking and findings of 
the Commission and its research per- 
sonnel, makes up some 350 pages. It is 
extremely well written in clear, lucid, 
largely nontechnical language, and holds 
the attention of the concerned reader 
throughout with its well-organized con- 
tents, 

This is not an ordinary book and can- 
not and should not be reviewed in the 
ordinary fashion. It approaches most 
nearly the report of a governmental 
commission and probably should have 
been issued in that format, with each line 
numbered to permit phrase-by-phrase 
review. For convenience, and whenever 
possible, the reviewer will proceed pro- 
gressively through the volume and in- 
dicate the page numbers of the items 
under discussion. Despite the length of 
the report, there are surprisingly few 
specific recommendations and a pain- 
fully large proportion of this review will 
perforce be devoted to omissions. A 

good deal of the report contains state- 
ments and recommendations with which 
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few will quarrel, sometimes because of 
the broad, nonspecific content, some- 
times because they are truisms and at 
others because they are generally against 
sin. In the area of research, these cover 
recommendations for the support of 
long-term research, investment in and 
retention of the young scientist with 
stability in salary and tenure, establish- 
ment of research institutes, and creation 
of facilities in underdeveloped states. 
Under the rubric of manpower, they cen- 
ter on recruitment, training, and stim- 
ulation of the young by creating in- 
terest and of the established scientist 
by the creation of Presidents’ Prizes for 
the Humane Sciences. Under treatment 
are mentioned such obvious needs as 
immediate professional attention for the 
acutely ill, the recognition that major 
mental illness is the chief problem, that 
every general hospital contain a psy- 
chiatric unit, and that prevention of in- 
stitutionalization where possible, return 
to community activity as soon as possi- 
ble, and maintenance in the community 
as long as possible be set up as desira- 
ble goals. 

At the same time a number of items, 
while being in the realm of controversy, 
are in this reviewer’s estimation very 
well considered and have his whole- 
hearted agreement. An attempt will be 
made to indicate these points; however, 
While they may make up a good deal of 
the total content of the report of the 
Joint Commission, they cannot and need 
not consume much space in this re- 
view. Consequently, it will of necessity 
appear negatively critical in its totality. 

After a letter of transmission to Con- 
gress, the report presents in outline the 
summary of the recommendations for a 
national mental health program. These 
recommendations are presented under 
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the headings of research needs; training, 
recruitment, and utilization of man- 
power; services for acute and chronic 
mentally ill by various types of person- 
nel, agencies and institutions; informing 
the public on problems of mental ill- 
ness; and finally, the legal changes 
needed and the costs involved. 

In any governmental report, one seeks 
and usually finds at the outset a defini- 
tion or description of the matters or 
items under consideration. It is interest- 
ing to note, but obviously not surprising, 
that the members of the Joint Commis- 
sion set up as one of their first tasks 
an attempt at “Some Concepts of Posi- 
tive Mental Health.” The committee’s 
thoughts are embodied in the first re- 
port, by Marie Jahoda. It is impossible 
to consider each of the monographs thus 
far issued in this review, but no matter 
how successful or unsuccessful the in- 
dividual reports have been or will be, 
some of the areas covered were consid- 
ered prerequisites for the final survey and 
evaluation. It is therefore interesting to 
note that only one reference in the en- 
tire volume is made to Jahoda’s report, 
and this about a minor and largely ir- 
televant point. 

In any event, the recommendations 
do not begin with a definition of mental 
health or mental illness. Indeed only one 
attempt at a definition, and that one of 
one health, is made in the entire vol- 
me. James Boswell is quot . xxvi): 
“We are so liian po ens 
man is superior, or thinks himself su- 
perior, to any other man in something; 
and, fixing his view upon that, he is in 
good temper with himself.” It is discon- 
Certing to find that self-satisfaction, the 
epitome of individualism, is set up as the 
sesideratum, and indeed the only defini- 

n, of mental health, and that this in 
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turn is based upon the necessity, wheth- 
er justified or not, to be superior to 
everybody else. Under these terms it is 
the general paretic with his delusions of 
grandeur who has reached the highest 
state of mental health. Aside from the 
extreme to which this logic leads, the 
concept of self-satisfaction and individ- 
ual superiority as the chief criterion of 
success and, even further, of mental 
health, while implicit in some of the 
nineteenth century Western writings, is 
no longer acceptable, at least explicitly, 
to any but the most naïve. One writhes 
at the contemplation of what members 
of other cultures would think on read- 
ing this statement of the highest good 
presented by a body of experts to Con- 
ess. 

It would have been far better to have 
omitted any definition rather than to 
have used the one promulgated. Cer- 
tainly Jahoda would not have accepted 
the one offered. Definitions in this field 
are notoriously difficult to arrive at or 
to reach by consensus. Some operational 
definitions would therefore have been 
useful. A few are implicit in the volume 
but these change with differing con- 
texts. 

It is important to note how the Com- 
mission interpreted its task from the mis- 
sion set it by Congress. The summary 
statement says that it was directed “to 
analyze and evaluate the needs and re- 
sources of the mentally ill” (p. vii). This 
foreshortened view is apparently largely, 
if not wholly, what the Commission had 
in mind when it approached its task. 
However, this was not all that Congress 
had directed it to do. In Section 2-A 
(p. 303) of the Act, it bade them study 
those things which “give promise of re- 
sulting in a marked reduction in the in- 
cidence” of mental illness. And even 
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further, in B of the same section, it 
states explicitly, “including research 
aimed at the prevention of mental ill- 
ness.” It must be stated that the report 
is almost entirely lacking in any discus- 
sion or any recommendations concern- 
ing prevention, except for what is 
euphemistically termed secondary and 
tertiary prevention, which by definition 
do not reduce incidence. 

The first set of recommendations, ap- 
propriately enough, is devoted to re- 
search or “the pursuit of new knowl- 
edge.” These recommendations are 
largely “extension and expansion” (p. ix) 
and are quite appropriate, except for a 
somewhat confusing theme which is ex- 
panded upon later in the volume; that 
is, the old misleading note of an in- 
crease in “basic research.” Some state- 
ment on the necessity for emphasis on 
tesearch-mindedness in all areas of edu- 
cation, including the professional, might 
well have been apropos here. It is the 
profound neglect of this direction in 
thought and education, particularly 
amongst our professional workers, that 
has led to the neglect of research, the 
acceptance of shoddy and muddy think- 
ing, and the inability to improve our 
activities. 

In the summary of recommendations 
on manpower, an attempt is made to 
meet the conflict concerning the role of 
the various professionals, and the re- 
sponsibility of the medical profession 
specifically. The conflict, which stems 
largely from economic considerations 
rather than from demonstrated needs 
and methods of satisfying these needs, 
is not resolved in this report. It is prob- 
ably foolish to believe that it could have 
been, under circumstances where com- 

promise and consensus were essential. 
Some questions might be raised concern- 
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ing the attempts at resolution that were 
made. For instance, it is stated (p. x) 
that “certain kinds of medical, psychi- 
atric and neurological examinations and 
treatments must be carried out by, or 
under the immediate direction of, psy- 
chiatrists, neurologists, or other physi- 
cians specially trained for these proced- 
ures.” What procedures of this nature 
should not be done by physicians? Why 
in the same context was the term “diag- 
nosis,” which is really the crucial issue 
involved in medical responsibility, 
omitted? 

Psychoanalysis and allied forms of 
deep psychotherapy must be practiced 
only by those with “an aptitude for” 
and “demonstrable competence” (p. x). 
Both of these requirements necessitate 
objective evaluation. Since neither has 
ever been objectively evaluated, requir- 
ing as it would demonstrated efficacy in 
patient outcome, such proscriptions are 
meaningless. 

Nonmedical mental health workers, 
again with the same qualifications of ap- 
titude and competence, must work only 
under the “auspices of recognized men- 
tal health agencies” (p. x). Literally in- 
terpreted (and there would seem to be 
no other possible interpretation)” this 
would forbid the private therapeutic 
practice of all but physicians. If this Is 
intended, it is a courageous, forthright 
and clear statement on a practice which 
is becoming increasingly prevalent. A 
clearer and more positive statement, not 
subject to misinterpretation, would ap- 
pear to be desirable. 

A very laudable and much-needed 
recommendation is that concerning the 
necessity for support of education, gen- 
eral as well as medical and scientific. 
A specific recommendation made under 
this category is one for a highly ques- 
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tionable piece of class legislation, 
namely, deductions from taxable income 
of direct expenses for higher education 
(p. xi). The most progressive thinking 
in taxation and fiscal circles is to re- 
move all deductions which have been 
seriously abused as tax loopholes by 
those most able to endure taxation. For 
decades such loopholes have reduced 
tax income to governments, thus forcing 
increased taxation upon those least able 
to bear the financial strain. It hardly 
needs to be pointed out that reducing in- 
come taxes by this type of deduction de- 
creases the available income for the edu- 
cation of those least able to finance the 
education of their children, and those in 
greatest need of educational support. 
Throughout the summaries of the 
recommendations a dogmatic tone is all 
too prevalent. It is probably frequently 
Necessary, under the circumstances in 
which the Commission functioned, to 
state with little or no qualification that 
if this is done, such-and-such will fol- 
low, or that this condition requires that 
type of action. However, many, if not 
the majority, of the recommendations 
express pious hopes rather than cer- 
tainty. A statement salted amongst the 
large number of positive and unquali- 
fied recommendations to the effect that 
evaluation of efficacy should be included 
to demonstrate usefulness and ultimately 
to improve practice might help to make 
all of them a bit more palatable to those 
who are uncomfortable in the presence 
of undemonstrated methods. For in- 
Stance, such forthright statements as 
et persons who are emotionally 
6 ed should have counseling in 
to prevent the development of 
-A pe mental breakdowns (p- 
TE t that a host of persons including 
gymen, teachers, sheriffs, scoutmas- 
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ters, county farm agents, and others 
could, with a moderate amount of train- 
ing, be fully equipped with additional 
skill as mental health counselors. Per- 
haps, or even probably, these statements 
may in time be demonstrated to be 
valid; they have not been as yet, and 
making them without any qualification 
casts some shadow on all the recom- 
mendations. 

One of the major criticisms leveled at 
the recommendations in the report has 
been their lack of specificity; they have 
been, as stated previously, quite broad, 
frequently vague, and largely extension 
and expansion of present programs. 
Since spelling out in terms of numbers 
and types is prominent by its infre- 
quency, it would seem perverse to raise 
questions concerning those which are 
advanced in specific form, for instance 
(p. xiv), the recommendation that one 
fully staffed full-time mental health 
clinic be available to each 50,000 of 
population. This is a frequently quoted 
ratio, but the report does not cite its 
source. Since this is an authoritative 
statement accompanied by a specific 
recommendation, one would presume 
that it is based upon an objective sur- 
vey which has found the number of in- 
dividuals per 50,000 population in need 
of such care as well as that a clinic 
staffed in a certain fashion and using 
well-systematized methods covers the 
need. If such information exists it should 
have constituted a large portion of the 
report. It obviously does not, but is the 
opinion of one or more experts in the 
field. This is not to denigrate the state- 
ments of experts. Under the circum- 
stances of the task assigned by Congress 
and the time allotted, little more than 
this type of statement and opinion could 
be gathered. However, this should be 
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made explicit, and as much of the think- 
ing as possible that went into the judg- 
ment should be made available, so that 
future expansion or contraction can start 
from some specific foundation. 

This criticism can be leveled at a good 
deal, if not most, of Action for Mental 
Health, Put bluntly, what would have 
appeared necessary under the lash of 
time and the urgent necessity for action 
is common practice in governmental 
commissions. This is the gathering of a 
sufficient number of committees small 
enough in size so that they are worka- 
ble, each of which covers topics man- 
ageable by a part-time committee of ex- 
perts. This method can spell out the 
specificity necessary for immediate ac- 
tion so that costs can be rather pre- 
cisely determined. In this fashion the 
standards for personnel on a ward, phys- 
ical space, equipment, and details of 
program could have been delineated and 
then examined by the public concerned 
as well as by the legislators who must 
provide the legal and financial backing. 
Under these circumstances no pretense 
need be offered, except where it is avail- 
able, of objectively demonstrated value 
and need. It is from such beginnings that 
scientific testing in operational research 
can be begun and warranted changes 
can be made. It must be stated that in 
large measure the Joint Commission did 
not operate in this fashion. A number 
of reports on topics, some of which are 
not crucial to administrative judgment, 
were made and, it must be added, were 
largely unused in the final report, Action 
for Mental Health. The specific recom- 
mendations remain to be made. 

Almost the same questions can be 
raised concerning the next specific rec- 
ommendation on the following page 
(p. xv). This concerns the conversion of 
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small state hospitals into intensive treat- 
ment centers and the injunction against 
building any further state hospitals of 
more than a thousand beds. Within cer- 
tain assumptions and with the addition 
of certain specifications this is probably 
a justified recommendation. However, 
the bases for the recommendations 
which are given are of questionable va- 
lidity. The least that could be said of 
them is that they have not been dem- 
onstrated objectively. It has long been 
a recurring nightmare experienced by 
this reviewer that he was a mental hos- 
pital administrator facing a legislator 
who was a thorough and experienced 
scientist and methodologist and that he 
was confronted with the demand that he 
justify his program and expenditures on 
the basis of demonstrated need and ef- 
ficacy. As part of the nightmare the re- 
viewer advanced, one after the other, 
the usual mental health salesman’s ar- 
guments and discussion. These, in tum, 
brought on the little and obvious ques- 
tions that any scientifically oriented in- 
dividual would direct to tear such argu- 
ments to shreds, ending with the simple, 
and I fear justified, observations to this 
effect: “Doctor, do you mean to tell me 
that you have been spending billions of 
dollars for over a century and yet have 
the temerity to tell me that you have not 
tested experimentally or even epidemio- 
logically the’ components of your pr 
gram for which you are now asking ad- 
ditional millions? What have you been 
doing with the money that we gave yo" 
for research? Aren’t you at all uncom” 
fortable working in the dark, or don't 
you realize that you are working 10 the 
dark? Doctor, what do you know about 
research and the scientific method? 
Could you tell me how you would g0 
about testing the efficacy of this part or 
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hat part of your program? Have you 
Tany proof that you are not doing harm? 
Doctor, do you have any reasons why 
you should not be brought up on 
Charges of malfeasance and misfea- 
sance?” 

On awakening from such nightmares 
this reviewer is unable to decide whether 
it is fortunate or unfortunate that such 
legislators do not exist. It is specifically 
“in expectation of such confrontation that 
expert reports are necessary. However, 
‘itis obvious that concomitant with such 
 Teports, the necessary action must be 
i to evaluate objectively the pro- 
gram as a whole and the important and 
expensive constituents singly. How, oth- 
erwise, can improvements be made? Is 

it not partially for these reasons that we 
have arrived at the state we have? It is 
evaluative aspects of recommen- 
“dations which are largely missing from 
this volume. 

The recommendation accompanying 
that concerning the proscription of men- 
tal hospitals of over a thousand beds is 
“incomprehensible and frankly, in this re- 
‘Wiewer’s opinion, inexcusable. The rec- 
= Ommendation is made that all existing 
State hospitals of more than a thousand 
beds be gradually and progressively con- 

Verted into centers for the long-term 
and combined care of patients with 
chronic diseases, including mental ill- 
‘Ress (p. xvi). It must be pointed out 
“that one of the 45 members of the Joint 
Commission protested (p. 330). To her 
Sverlasting honor be it said that she in- 
dicated that all of the reasons which 
Contraindicated the care of patients in 
large mental hospitals applied equally to 
Me care of patients. with other chronic 
diseases, including the inability to pro- 
Vide essential medical care and a home- 
dike atmosphere. Because of the location 
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of many of the state hospitals at con- 
siderable distances from urban arcas, 
the difficulty in visiting by relatives and 
the inability to secure part-time medical 
specialists and consultant care were ob- 
vious. She pointed out that the Com- 
mission on Chronic Illness, which had 
studied this problem intensively, had 
recommended that independent chronic 
disease care was inadequate and ineffi- 
cient and should be associated with 
general hospitals. It is difficult to com- 
prehend how, after attacking at great 
length the type of thinking and neglect 
which resulted in the inexcusable con- 
ditions existing in mental illness care in 
this country, we turn about and recom- 
mend this for another group of the sick. 
What can the readers in Congress, from 
amongst the lay public, and from other 
public health and medical fields think of 
us as a consequence of such a recom- 
mendation? Acknowledgment of error 
and rapid erasure are necessary. 

Serious consideration should have 
been given to the possibility that mental 
hospital care, both acute and chronic, 
be merged with general hospital care, 
following the recommendations of the 
Commission on Chronic Illness. The 
question was not raised in Action for 
Mental Health. 

A good deal of space, both in the 
summary and in the body of the report, 
is devoted to what is entitled “Public 
Information on Mental Illness and the 
Rejection of the Mentally Ill.” Consid- 
erable emphasis is placed on the point 
that “mental illness is different from 
physical illness in the one fundamental 
aspect that it tends to disturb and repel 
others” (p. xviii), and that therefore the 
attempt to make the public recognize 
that mentally ill persons are sick just as 
the physically ill are, is an error 1n pub- 
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lic relations. The point stressed here is, 
at best, of questionable validity and 
probably irrelevant. Certainly the physi- 
cal illnesses of leprosy, congenital de- 
fects, cerebral palsy, a number of the 
neurologic disorders, communicable dis- 
eases, and even cancer and tuberculosis 
tend to disturb and repel others. Rejec- 
tion of the mentally ill cannot be looked 
at in this simplistic psychodynamic fash- 
ion. It is a social phenomenon com- 
mon to the rejection of the chronically 
ill, the aged, the criminal, and indeed 
most helpless individuals who are eco- 
nomic liabilities. It is the resultant of a 
complex social and historical process, 
probably stemming largely from modern 
urban industrialized society, in which 
disorganizing units were removed from 
society and placed in total institutions 
because modern humanitarian principles 
did not permit killing them outright or 
allowing them to die or rot under our 
noses. In the same fashion, the low 
status afforded the professionals working 
in this field and that of the field itself 
stem largely from the low status of the 
individuals served as well as from the 
fact that most of the service is govern- 
mentally supported. In turn these factors 
produce the lowered objective signs of 
status, the most important of which is 
financial remuneration, which then tends 
to draw the least competent professional 
workers with lowest status. 

These are sociological truisms, the 
paradigm for which is public education 
in a society which does not value intel- 
lectual achievement. Teachers have the 
lowest status of all professionals and are 
amongst the most poorly paid. As some 
indication of proof, imagine teachers 
having the salaries of bankers and bank- 
ers those of teachers. How long would 
it take for the status of teachers to rise? 
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The entire discussion of public informa- 
tion has a faint taste and odor of the 
Madison Avenue “pro.” It is question- 
able whether in the long run this ap- 
proach with the highly simplified, ques- 
tionable, and intuitional nature of its 
transactions will achieve the ends de- 
sired. 

We come now to a group of the most 
crucial recommendations: those con- 
cerned with cost (p. xx). The first states 
that expenditures for public mental pa- 
tients’ services should be doubled in the 
next five years and tripled in the next 
ten. The immediate questions that arise 
are: How were these figures arrived at 
and how are the increased funds to be 
expended? It is here that specific sources 
and recommendations are sorely needed. 
As mentioned previously, the details 
necessary for the day-to-day operation 
of the public mental patient programs 
are lacking, and a direct challenge of 
the report on this score would be left 
unanswered. On the surface it would ap- 
pear as if the goals set were such as to 
equal expenditures of the Veterans Ad- 
ministration, although the report does 
not state so explicitly. Is this too much 
realistically, or pragmatically is it not 
enough? Can we achieve better results 
with more? We have left undone the ad- 
mittedly difficult task of estimating costs, 
item by item, for what would be con- 
sidered a good program and then pre- 
senting these as the standards to be met. 

Recognizing that the states have de- 
faulted in their care for the mentally ill 
and that they are unlikely to meet these 
increased expenditures, the report then 
makes a recommendation which will un- 
doubtedly provoke considerable discus- 
sion. Indeed, two of the members of the 
Joint Commission dissented from the 
total report, apparently largely on the 
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basis of this recommendation, which, 
y stated, is that a share of the cost 
be borne by the Federal government. 
This is an excellent, imperative and 
ultimately inevitable recommendation 
based upon an administrative principle 
which is almost a law. As expenditures 
for any social need are assumed by a 
social institution within society, financial 
responsibility is transferred gradually 
from a smaller and lower level of or- 
ganization to a higher and larger. Ex- 
penditures for these social needs, be 
they education, post office, armed serv- 
ices, health, research, agriculture, com- 
merce, police, labor and so on, begin on 
a private or individual level, go to a 
small voluntary group, then to a local 
or county governmental level, from that 
to the state, and finally end up in Fed- 
eral hands. 

There are a number of reasons for 
this process, chief amongst them the in- 
efficiency of local service and adminis- 
tration, but even more the fact that for 
many of these services the communities 
that need them most are the ones that 
can least afford them. This results in a 
deteriorating community and a deterio- 
rated population which becomes a bur- 
den on the larger unit of population. It 
is largely for this reason that such serv- 
ices as education and health must in- 
evitably fall into the hands of the Fed- 
eral government. States which have low 
tax duplicates, such as West Virginia or 
Mississippi, with consequently low per 
Capita expenditures for education and 
health, produce uneducated, sick popu- 
lations which become liabilities to other 
States and the country at large. Wealth- 
ier states, such as Texas, which because 
of political control have low expendi- 
tures for these functions, produce the 
Same consequences. A healthy society 
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cannot long accept such behavior by 
portions of its body politic before it 
sickens. A healthy developing society 
remedies these when the diagnosis is 
made and it is good to see that the Joint 
Commission, following upon the partial 
recognition by Congress, has made the 
diagnosis. 

It is therefore somewhat disconcert- 
ing to see that while the diagnosis has 
been made the pathogenesis has not 
been recognized. This is apparent in the 
stated principle that the Federal share 
should be dependent upon the state 
funds expended. It is precisely those 
states with the lowest per capita ex- 

nditure which need the greatest Fed- 
eral share. There has been recognition 
of this principle in other areas of Fed- 
eral expenditure. 

It is at the same time quite heartening 
to recognize the forthright nature in 
which the report recognizes and meets 
the need for Federal supervision and 
establishment of standards. Except for 
some people in the industries involved, 
we now recognize the need for Federal 
supervision of air traffic, railroads, in- 
terstate commerce, highways, etc. Are 
our mentally ill less important than 
these? A good deal of nonsense has been 
uttered concerning the need for local re- 
sponsibility and supervision. It would be 
difficult to demonstrate that completely 
independent local administration has 
proved itself capable of more efficient, 
honest service. We tend to see this mat- 
ter in terms of complete polarization. 
We forget that centralized administration 
and the setting of standards and super- 
vision of these standards usually require 
decentralization of many of the adminis- 
trative functions, which permits a quite 
sufficiently large portion of local re- 
sponsibility. 
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A few other subsidiary recommenda- 
tions under the rubric of cost deserve 
some comment. Item 6 (p. xxii) is not 
very clear. It recommends that state 
mental health agencies be established to 
assume over-all responsibility for the 
state’s service of the mentally ill and to 
coordinate state and local community 
health services. Are services for the 
mentally ill intended in the last or is it 
all health services? The present wording 
surely is not intended, since interpreted 
in this manner, it would read that the 
mental health agencies coordinate all 
health services. This would be the ap- 
propriate place to bring up the involved 
question of such coordination of all 
health services and the possibility of 
bringing them under one agency. This 
point is not discussed in the report al- 
though it has been raised before and de- 
serves attention. _ 

Another specific recommendation 
made is that states shall spend 2% per 
cent of state mental patient service funds 
for training and another 242 per cent 
for research. The question that has 
arisen previously as to how and why 
such standards were set arises again 
without a reply. Here an additional dis- 
concerting fact enters. Some states al- 
ready spend more than the prescribed 
2% per cent for research without hav- 
ing achieved maximum results from it. 
Why then were standards set so low in 
the report? The cutting of funds in the 
states under consideration by legislators 
who read such recommendations oppor- 
tunistically is an ever-present danger. 

The summary of recommendations 
ends with a note on implementation and 
the recommendation that Congress form 
a committee of consultants who would 

concern themselves with standards and 
requirements for implementation. The 
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plaintive question that arises is, Why 
is it necessary now, after five years of 
study and evaluation, to begin with the 
setting of standards which will obvi- 
ously have to precede legislation, with 
all the inherent delays and then eventu- 
ally with the even longer delays of im- 
plementation? 

The final paragraph ends the sum- 
mary on an excellent note, stating that 
no priorities can be established in the 
broad areas of patient care, recruitment, 
professional education, and research but 
that we must move as rapidly as possi- 
ble on all fronts at once. 

Thus far, only the recommendations 
as they were summarized at the outset 
of the report have been discussed. It re- 
mains to scrutinize and discuss the back- 
ground for these recommendations as 
well as the commentaries upon the rec- 
ommendations which make up the cor- 
pus of the volume. 

To readers of this Journal the most 
glaring defect of the volume is its almost 
complete omission of children and child 
mental health as a subject of concentra- 
tion and indeed even discussion. Dr. 
Nicholas Hobbs, a member of the Com- 
mission, indicated this in a recent ad- 
dress and stated that the entire problem 
area remains to be dealt with. It comes 
therefore as an even more dismaying 0b- 
servation that when the report does 
touch upon children, it does so in a 
manner which can at best be described 
as most thoughtless. On page 117, in a 
discussion of public schools as probably 
the most important unit of society for 
the protection of mental health, the ob- 
stacles to good education are indicated 
as lying in rising enrollments, poor fa- 
cilities, large classes and short supply of 
teachers. It goes on to state: “Most chil- 
dren can and will survive these handi- 
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caps,” referring to the great majority of 
‘children who are not retarded, gifted, 
physically handicapped or emotionally 
maladjusted. The dismissal of this major 
Social problem with so cavalier a state- 
ment puts one in mind of the terrible 
boner made by one of our foremost ex- 
perts on children on a nationwide broad- 
cast a number of years ago to the effect 
that children can take a little war and 
“poverty if only they are loved. 

Part of this incomprehensible neglect 
of the child is the complete disregard of 
the enormous problem of mental sub- 

“normality, which is dismissed by part of 
a footnote on page 324 stating that a 
study of the mentally retarded was un- 
dertaken by the National Association for 
Retarded Children which resulted in a 
volume on that subject. The note ig- 
nored the fact that the book was in- 
tended to be a survey of etiological fac- 
tors, and not recommendations for deal- 
ing with the problem. Aside from the 
Obvious importance of the problem from 
all possible points of view, the very first 
line of the joint resolution of Congress, 
Setting up the Commission, made it both 
implicit and explicit that the mentally 
retarded were included in the charge 
(p. 301). “Whereas some 750,000 men- 
tally ill and retarded patients are now 
being hospitalized on any given day. . . .” 
Was this neglect one of the reasons for 
the recent establishment by the President 
of his panel on mental retardation? 

Another portion of the charge given 
the Commission by Congress and noted 
Previously as almost wholly omitted 
from discussion, except with the impli- 
Cation that there is nothing to be done, 
A that of prevention. These nihilistic 
Views concerning prevention are made 
explicit in more than one place. On page 
70 the mental hygiene movement is criti- 
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cized for its preventive orientation, in 
that the truths it bases its thinking upon 
“are too diffuse for scientific applica- 
tion to human beings in a democracy.” 
Further, on page 71, the concepts of 
preventive efforts as seen by the report 
are set up as a straw man and then 
knocked down. “Our hope of preventing 
mental illness by mental health educa- 
tion and child guidance clinics has been 
disappointed. . . .” The whole gamut of 
genetic counseling, adequate prenatal 
and paranatal care, the prevention of 
infection and injury of the brain, ade- 
quate stimulation and education of the 
child, decent foster homes, adequate 
stimulation, nutrition, and the preven- 
tion of chronic physical disability and 
hospitalization of the elderly, etc., etc., 
as potent areas for preventive programs 
which have at least as good and fre- 
quently better demonstrations of efficacy 
than the therapeutic programs advocated 
by the report, is almost totally disre- 
garded. 

Throughout the volume can be found 
item after item, of lesser importance, 
but irritating and distracting, which is 
manifestly incorrect, distorted, question- 
able or stated as fact when at best hy- 
pothetical. For instance, a good deal is 
made of the New York State reports of 
the drop in resident patients with the 
use of tranquilizers. There seems very 
little doubt at this time that tranquilizers 
are efficacious. That they were responsi- 
ble for the decrease in patients in some 
state hospitals has never been defini- 
tively demonstrated. For instance, in 
New York, resident patient rates con- 
tinued to rise during the first two years 
after the institution of drugs. It is at 
least as parsimonious, if not more cor- 
rect, to attribute the fall to the efforts of 
a vigorous and exceedingly capable com- 


550 


missioner of mental health who had 
been appointed at the same time. In- 
deed, the British reports indicate that 
the fall in resident patients which they 
have also experienced, to an even greater 
extent than have we in this country, be- 
gan well before the use of the tranqui- 
lizers, as was also seen in a number of 
State systems in this country. In any 
event, New York data have been idio- 
syncratic for some time. 

The exceedingly crude and usually 
misleading type of statistic which is 
based on the comparison of the average 
number of daily resident patients and 
expenditures per patient should not have 
been included as evidence in an expert 
report. For instance, on page 293 the 
comparison between New York and 
Kansas indicating that the latter has an 
exceedingly low number of patients in 
mental hospitals and a fairly high ex- 
penditure, with the implication that the 
two are therefore related, disregards 
wholly the fact that Kansas has a much 
larger rural population, which has al- 
ways had a much lower admission rate. 
It is only by misinterpretation of data 
that such conclusions can be drawn. In- 
deed, it is possible to demonstrate in the 
southern states that the lower the per 
patient expenditure, the lower the ad- 
mission rate, and that New York State, 
in comparison, has a very much higher 
per patient expenditure, but with ex- 
ceedingly high admission rates, 

On the same page which advocates 
the use of clergy in therapy (p. 136), we 
find a statement concerning the clergy as 
“men in a dilemma [with] considerable 
ambivalence about the efficacy of re- 
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ligious resources.” Which are the ones 
to offer or to receive the therapy? 

On page 277 we find an exhaustive 
statement quoted which contains: “Hu- 
man behavior is determined by emo- 
tional drives . . .”—as if learning and 
social forces never existed. On page 80 
the flat statement is made that psycho- 
analysis is the preferred treatment for 
adult neuroses and for some children 
with severe deviations in personality de- 
velopment. Preferred by whom and on 
what evidence? 

It would be possible to discuss at great 
length points of varying importance re- 
quiring elaboration, addition, omission 
and elucidation which the mental health 
professions have discussed and will dis- 
cuss at great length. One is inevitably 
tempted when faced by a document of 
such importance to indulge in critical 
discussion of points vital to the profes- 
sionals involved. Controversial issues 
should be thoroughly aired and errors 
corrected. At the same time, it would 
seem apparent that we ought not to be 
distracted from what remains to be com- 
pleted in the report and from concerted 
action for mental health, There is much 
in the report upon which the great ma- 
jority can agree; much for which no 
further evidence is required. If this vol- 
ume had done nothing more than indi- 
cate the great need for Federal support 
for mental health programs and re- 
search, it would have made a notable 
contribution. If this support is eventu- 
ally obtained the efforts of all those who 
participated in this venture will not have 
been in vain. 
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PREVENTION OF MENTAL DISORDERS IN 
CHILDREN: INITIAL EXPLORATIONS. 


Edited by Gerald Caplan. 


New York: Basic Books, 1961. pp. 425. 
$8.50. 


_This is a very important book, the sig- 
nificance of which is enhanced by the re- 
cent Report of the Joint Commission on 
Mental Illness and Health and the earlier 
report on “Mental Health Education: A 
Critique” issued by Pennsylvania Mental 
Health Inc. in 1960, both of which present 
the question of what can be done to fur- 
ther mental health, as contrasted with more 
and better facilities for treating mental ill- 
ness. 

The 16 papers appearing in this volume 
Were presented at a conference organized 
by the International Association for Child 
Psychiatry and Allied Professions, held in 
Cambridge, Massachusetts, February 1960, 
as preparatory to the Fourth International 
Congress of Child Psychiatry scheduled for 
August 1962 in Holland. 

The papers are divided into three major 
Categories, organic, psychologic and social, 
Without any attempt to isolate these ap- 
proaches, but rather to focus attention 
upon what must be recognized in each of 
these areas and fields in any attempt to 
Prevent mental disorders in children. The 
editor, Dr. Caplan, provides not only an in- 
troduction, but an articulation of the chap- 
ters that emphasizes the underlying pur- 
Pose of the volume. He presents an over- 
view and interpretation of the various pro- 
Posals that gives a useful perspective and a 
look ahead in this area. 

a significance and timeliness of this 
ume become apparent as we read the 
Tepeated statements by different authors of 


the necessity of finding, if possible, some 
ways of preventing or reducing the heavy 
load of disturbed personalities in children. 
As Dr. Caplan emphasizes, the term pre- 
ventive, as used in this volume, is a “com- 
munity concept and refers to reduction in 
a population rate and not to a change in an 
individual” (p. 17). Obviously, mental dis- 
orders are not free-floating disembodied 
states, but are resident in and exhibited by 
individuals for whom treatment must be 
provided, so far as possible. But the focus 
of this volume is on primary prevention, 
“the promotion of mental health and the 
lowering of the risk of mental disorders in 
a population of children by interfering 
with pathogenic forces within the children 
and in their biologic, psychologic and so- 
cial environment before the appearance of 
identifiable pathology” (p. 17). 

The first four papers deal with organic 
factors and the implications of these studies 
for primary prevention. The genetic factors 
are recognized and discussed and, espe- 
cially important for the theme of this book, 
the many nongenetic prenatal factors are 
discussed. For years there has been a con- 
troversy over nature versus nurture, one 
group asserting that all human defects or 
abnormalities are genetic, while the other 
has equally strongly asserted that the en- 
vironment was responsible. Until recently, 
however, both of these contending sides 
have overlooked or ignored the nine months 
of gestation when the embryo-fetus is 
highly vulnerable to a variety of insults, 
infections, deprivations, etc., some of which 
can be avoided, minimized or prevented if 
various professions such as obstetrics and 
pediatrics are alert to their possible occur- 
rence. 

As one reads of the vicissitudes of gesta- 
tion and the high incidence of damage 
among identifiable groups of mothers, the 
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possibilities for prevention of prenatal, per- 
inatal, and postnatal defects and impair- 
ments appear quite feasible if, and this can- 
not be overemphasized, we are ready to 
utilize this knowledge and to pay the costs 
of prevention, A calculation of the cost of 
the care, treatment, and often institution- 
alization of these cases, and of the loss of 
the contributions these individuals might 
make, might convince us of the basic econ- 
omy of a preventive program, difficult as 
it may be to operate under current condi- 
tions. 

Further light on the etiology in relation 
to damaged and impaired infants comes 
from the study of the complications of 
pregnancy, the time of conception, and the 
environmental impacts upon the developing 
embryo, often intensified by the socioeco- 
nomic and educational status of the family. 
Here we see how an epidemiological ap- 
proach may give a perspective and an in- 
sight that will enlarge and extend the re- 
sults of clinical findings and suggest pre- 
ventive approaches. The crucial roles of the 
obstetrician and pediatrician in any sys- 
tematic program of prevention become 
clear since they, and public health agen- 
cies, must serve as the primary agents of 
such prevention. 

The psychosocial implications of the in- 
terpersonal relations within the family and 
the various methods employed in the at- 
tempt to re-educate parents and to reha- 
bilitate families are then discussed, together 
with a critical examination of what pre- 
ventive intervention may require in families 
exhibiting such a wide range of maternal 
personalities. This emphasizes the persist- 
ence of traditional beliefs and expectations 
on the part of parents and the necessity of 
creating trust and confidence in the mother 
so that she will be ready and willing to 
accept assistance. Again we are reminded 
of how much attempts at prevention de- 
pend upon the awareness, the insights and 
understandings of the various professional 
workers who are now in contact with and 

intervening in these family situations, but 
often with little or no realization of what 
they are doing or failing to do, beyond 
their various specific professional tasks. 
The opportunities for more direct inter- 
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vention by mental health professionals are 
explored and discussed in a series of four 
papers dealing especially with infants and 
the preschool years and with the handi- 
capped or defective child. It becomes ap- 
parent that for a community-wide program 
of prevention such as is envisaged in this 
volume, there is needed some systematic, 
organized provision of guidance and assist- 
ance to mothers in coping with the per- 
plexities and anxieties and often acute emo- 
tional conflicts over the child’s progress, or 
failure to progress as expected. The ex- 
tension of nursery schools and day care 
centers, and of cooperative nursery and 
play groups, offers possibilities for inter- 
vention at strategic moments in the life of 
a child, through which primary prevention 
can become operational. It is worth nothing 
that at a few locations two-year-old children 
come for a morning’s play under super- 
vision, while their mothers discuss with a 
professional some of their common con- 
cerns and difficulties—the mothers being 
always visible and accessible to the chil- 
dren, who thereby are spared the some- 
times difficult separation from the mother. 
Here the Wellesley program for early as- 
sessment of youug children before they 
enter school and for providing direct pre- 
ventive intervention in times of crisis shows 
the fruitfulness of utilizing these predica- 
ments for constructive mental health ef- 
forts. When faced with a critical personal 
or family situation, individuals are usually 
more receptive to help and often can utilize 
the crisis for a genuine constructive ad- 
vance in living. 

If it were possible to assess children be- 
fore they enter kindergarten, nursery school 
or first grade a great advance in primary 
prevention would be possible, with bene- 
fits not only to the children and families, 
but to the school, which so often is bur- 
dened with unhappy children who cannot 
benefit from the academic program be- 
cause of their various personality difficul- 
ties and emotional conflicts. 

The last group of papers deals with the 
possibilities for preventive work in schools, 
especially through the reorientation and 
reorganization of the school programs with 
a greater recognition of how much the 
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school, both in its academic program and 
in its impacts upon the child, can foster 
healthy personalities. If we think of the 
school experience as offering a nationwide 
opportunity for advancing mental health 
it becomes clear that the schools can be- 
come the major agencies if and as the aca- 
demic programs and the teachers can be 
reoriented to these tasks. In view of the 
increasing pressure on schools to accelerate 
and intensify the academic training of chil- 
dren and youth, including the insistence 
upon starting formal academic training in 
the so-called preschool years, the neglect 
of mental health needs and ignoring the 
possible consequences of this increased aca- 
demic pressure present a genuine challenge 
to the mental health profession. The seri- 
ousness of this situation is enhanced by 
the inability or unwillingness of many 
homes and families to provide what chil- 
dren require in order to cope with their 
developmental life tasks, in the midst of the 
increasing disorders and social conflicts, the 
_ growing sensory overloads and the conflict- 

ing demands and expectations that children 
face. A recognition of the difficulties aris- 
ing from the increased mobility of families, 
as they move around the country and chil- 
dren change schools, increases the urgency 
of a preventive program in and through 
the schools. 

In his discussion of these papers, Dr. 
Caplan emphasizes the need for general 
programming so that the recognizable fac- 
tors in a community that so often produce 
disturbances of personality will be dealt 
with more effectively—as we have learned 
to clean up the geographical environment 
by sanitary engineering and other public 
health techniques. Thus general program- 
ming will provide not only for preventive 
intervention in the lives of children whose 
Mental health is threatened but would em- 
brace and provide for a continuous bio- 
logical and psychological assay of all the 
agencies, organizations and activities, pub- 
lic and private, operating in a given com- 
munity. 


e ES 


‘Mental Health in the United States (Ann. Amer. Acad. Polit. Soc. Sci., 
chapter on “Promotion of Mental Health” by L. 
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Some years ago’ this reviewer proposed 
a broad plan for the ion of mental 
health through the utilization of all the 
professions, agencies and institutions in the 
community, asserting that the tasks of 
“mental health are commensurate with all 
of human life” and that “mental health is 
not a new separate program to be added to 
the many existing programs and movements 
of human welfare . . . the development and 
conservation of healthy personalities is 
emerging as a reaffirmation and reformula- 
tion of our cherished goal values—the worth 
of the human personality and the dignity of 
man, woman and child beginning at birth.” 
The emphasis of this volume upon commu- 
nity programming, like the emphasis upon a 
therapeutic milieu, emphasizes the necessity 
for orchestrating all the resources and per- 
sonnel in a concerted effort to provide what 
is needed to conserve our human resources, 
especially against the variety of man-made 
threats to the integrity of the personality. 
For such efforts we must look to the city 
planners and ask them to enlarge their 
thinking and their criteria, to embrace the 
goals of human conservation, and espe- 
cially mental health, as equally urgent, if 
not more compelling than the requirements 
for physical planning, communication, 
transportation and the other recognized en- 
gineering objectives. 

This volume offers concrete evidence and 
a number of specific practical approaches 
to mental health that make it especially 
relevant in the light of the Joint Commis- 
sion Report and the desire of both profes- 
sionals and the public for some guidance 
toward a workable program of mental 
health. One might suggest further consider- 
ation, in a program of primary prevention, 
of the question of how to replace our tra- 
ditional beliefs about human nature and our 
theological conceptions of the child which 
have emphasized that the child is innately 
wicked and sinful or fallen from grace, 
tainted by Original Sin, and prone to evil— 
beliefs which are sometimes used to justify 
and rationalize parental cruelty and mis- 


286: March 1953), 
K. Frank and chapter on “Social Values, the 


Mental Health Movement, and Mental Health” by John R. Seeley. 
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fessional groups on the firing line besides 
psychiatrists, general practitioners and psy- 
chologists, for example? Perhaps other 
studies will pick up where these ended. 
The second major fault is that this book is 
not likely to receive the audience it should 
have among educators, administrators and 
clinicians. The very mass of data is a little 
overwhelming, in spite of beautiful, lucid 
writing and a most unique clarity in pre- 
sentation. This reviewer would wish for the 
publication of the propositions and their 
discussions separately in a slimmer volume, 
almost a pamphlet, for wider distribution. 
There is nothing like popular distribution 
of the “Popular Conceptions of Mental 
Health.” 

BERTRAM J. BLACK 


MENTAL HEALTH IN THE UNITED STATES: 
A FIFTY-YEAR HISTORY. 


Nina Ridenour, Ph.D. 


Cambridge, Mass.: Harvard University 
Press, 1961. Published for the Common- 
wealth Fund. pp. 146. $3.50. 


Nina Ridenour has prepared for us a 
concise, delightful, and informative ac- 
count of important developments in the 
concepts and practice of mental health pro- 
cedures in the United States. While some 
might differ with the emphasis she has 
given to certain aspects of psychiatric prac- 
tice, I believe that none would question 
the importance and informative value of 
the information she has been able to re- 
cord in less than 150 relatively small pages. 

Only one who had worked within the 
staff of the National Committee for Men- 
tal Hygiene could have had access to the 
personal side of the activities and contribu- 
tions that constituted the work of this or- 
ganization, leading in the postwar years to 
the formation of the National Association 
for Mental Health, which merged also the 
interests of the Psychiatric Foundation and 
the National Mental Health Foundation. 

The romance of the early years is here 

with a factual documentation of events 
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which could easily be lost for want of a 
chronicle. They are as exciting reading to- 
day for those developing their first interest 
in the field as they were a quarter of a cen- 
tury ago, when they were still relatively 
recent history. Dr. Ridenour carries her 
account through the war years and into 
the present, painting the complex pattern 
of mental health activities which are such 
an important part of our modern world. 

I read the book at a single sitting, with 
an increasing awareness vf the editorial 
difficulty that must have been presented in 
holding the volume to such a concise size. 
This, however, is one of the assets of the 
book. The reader can obtain a broad pic- 
ture of mental hygiene activities with an 
appreciation of the manner in which prac- 
tices and procedures evolved, and can feel 
a personal acquaintance with many of the 
individuals who contributed at the plan- 
ning and working level. 

J. FRANKLIN ROBINSON 


THINKING AND PSYCHOTHERAPY: AN 
INQUIRY INTO THE PROCESSES 
OF COMMUNICATION. 


Harley C. Shands, M.D. 


Cambridge, Mass.: Harvard University 
Press, 1960. Published for the Common- 
wealth Fund. pp. 319. $5.75. 


BASIC THEORY OF PSYCHOANALYSIS. 
Robert Waelder. 


New York: International Universities Press 
1960. pp. 273. $5. 


THE INFORMED HEART: AUTONOMY IN 
A MASS AGE. 


Bruno Bettelheim. 
ola lll.: Free Press, 1960. pP- 309. 
S, 


Of these three books the first I read We 
Waelder’s, assigned to me earliest. The sê 
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ond was Shands’ and the contrast is most 
striking. Waelder’s deals with a complex the- 
ory evolved from the behavior of human be- 
ings. Shands’ is a simple theory elaborated 
from the interaction of nervous systems. At 
this point, I would only call attention to 
the title of Bettelheim’s book, which be- 
speaks the emotions. 

Shands’ work is presented in two parts. 
Part I, “Toward a Physiological Theory of 
Communication,” consists of nine chapters, 
some of which are “Continuity: Physiol- 
ogy, Sociology, Psychiatry”; “Thinking as 
a Mechanism of Adaptation”; “The neces- 
sary Condition for Thinking: An Intact 
Nervous System”; and “The Creative Con- 
dition for Thinking: An Ability to Syn- 
thesize Patterns.” Part II deals with “Im- 
plications for Psychotherapy” and is com- 
posed of five chapters, some of which are: 
“Psychotherapy and Modern Science”; 
“Thinking and Implications for Psycho- 
therapy”; and “Structure of the Psycho- 
therapeutic Situation.” 

Stanley Cobb in the Foreword lauds this 
book highly and states that “Shands shows 
us how recent theory in physics and mathe- 
Matics gives to the psychologists the right 
to study ‘the engineering of human related- 
ness.’ ” Cobb makes a statement which will 
be of interest to psychoanalysts: “His 
[Shands] criticism of the Freudian system, 
though constructive and forward looking, 
has kept him from being an officially ac- 
credited psychoanalyst.” 

The book is clearly written and reveals 
the broad knowledge of the author in some 
fields related to psychiatry, but it also re- 
flects his lack of basic understanding of 
Psychoanalysis. I got the impression that 
the author has utilized “communication 
theory” and neurophysiological concepts 
as a theoretical framework into which he 

as Compressed his observations. 

A basic consideration of Shands is that 
Neurophysiology, psychiatry and sociology 
are bound together by the common factor 
that they are all concerned with the move- 
Ment of coded information. Thus the simi- 
larities of these disciplines are stressed but 
the significant differences are not consid- 
ered. The author has a predilection for the 
general term of psychiatry, and what one 
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misses is a theory of human psychology. 
The preoccupation with thinking reflects 
the cerebralism of this opus and one looks 
in vain for emotions, affects, instincts and 
feelings, which play such a significant role 
in psychotherapy. In glancing through the 
index, we find no listing of aggression, fear, 
hate, love, pain and sex, although passing 
reference is made within the text. 

Shands’ basic frame of reference is in 
the tradition of reductionism with the phys- 
iology of the nervous system as the main 
model of explanation. Thus the psychology 
employed is reminiscent of an academic 
approach, leaning heavily upon Pavlov, 
Piaget and Bartlett. The engineering con- 
cepts of communication theory are also 
utilized. Such concepts as learning, train- 
ing, cues, skills, tools and instruments per- 
meate the first half of the book. The au- 
thor states, “The social process utilizes two 
extraordinarily complex instruments: the 
human nervous system as ‘inner’ and the 
linguistic system as ‘outer’ instrument.” In 
discussing the “proportion of conscious to 
unconscious,” Shands writes, “It is evident 
from the accumulation of neurophysiologi- 
cal evidence that the therapist can only 
help reduce the proportion of neurological 
events which are indescribable.” There are 
many interesting ideas presented but one 
wonders how they may be relevant to the 
clinical phenomena of human beings. 

In fairness to the author, it is necessary 
to bear in mind that in Part II, in which 
implications for psychotherapy are dis- 
cussed, he states in a footnote, “There is 
no attempt to give a full or comprehensive 
discussion of the vastly complicated field 
of psychotherapy.” I searched in vain for 
some significant statement as to the differ- 
ences and similarities between psychother- 
apy and the therapy of psychoanalysis. 
Throughout the whole work, the broad 
general term of psychiatry is ultilized so 
that the discipline of psychoanalysis can- 
not be recognized as having a distinct and 
separate entity. Shands refers to the Inter- 
pretation of Dreams as Freud’s first inde- 
pendent “psychiatric” work. Many philo- 
sophic references occur (Bohr, Whitehead, 
Bridgman, Conant, Cassirer) to foster a sci- 
entific inquiry but lead to diversions from 
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the development of a consistent direction. 
Many aspects of psychotherapy in Shands’ 
sense are described as: human relatedness; 
a training or retraining analogous to ath- 
letic training or to rehabilitation; an inten- 
sive training in the use of words to con- 
tain and convey the universe; and resem- 
blance to a college education. 

In describing the psychotherapeutic sit- 
uation, Shands makes use of psychoanalytic 
concepts which are consistent with his per- 
sonal formulations and rejects those which 
are not suitable for them. One of the many 
criticisms which he levels at psychoanalysis 
is that “the Freudian system is to a very 
high degree compatible with intense belief 
and incompatible with cool and detached 
skepticism.” 

Individuals interested in psychotherapy 
may find this book worthwhile if their 
frames of reference are eclectic, primarily 
neurophysiologic, oriented to communica- 
tion theory. Those individuals who work 
with patients as human beings and need a 
general theory of psychology in which to 
integrate their findings will not find the ex- 
position illuminating. 


Waelder’s Basic Theory of Psychoanaly- 
sis may well become a classic in the psy- 
choanalytic literature. Dr. Waelder, a train- 
ing analyst, has been in the mainstream of 
psychoanalysis since 1924 and was asso- 
ciated with the Psychoanalytic Institute of 
Vienna. He belongs in the fine tradition of 
Anna Freud, E. Kris, and other nonmedical 
psychoanalysts who have made significant 
contributions in psychoanalysis. As early 
as 1930, the great promise of Dr. Waelder’s 
work was revealed in his conception, “the 
principle of multiple function.” 

It is most rewarding to find so much of 
the fundamentals of psychoanalysis lucidly 
presented in such a short book. 

This work is not a textbook. It provides 
an over-all view with perspective on the 
one hand and a depth of development on 
the other. There can be no doubt that fur- 
ther editions will ensue with hopefully 

more elaboration of some of the concepts 
which have been too condensed and treated 
too cursorily. 

In the Introduction, the validation of 
psychoanalytic interpretations and theories 
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is considered. Following Weaver and 
Wiener, the author calls attention to the 
loose coupling of variables in the natural 
sciences in contrast to the highly coupled 
system in psychoanalysis and in the social 
sciences. 

There are two main divisions, Part I 
dealing with the historical development of 
psychoanalytic thought and Part II consist- 
ing of a survey and discussion of basic con- 
cepts. In Part I, the major chapters are de- 
voted to the fundamental concepts, the 
middle years, the later additions, and cur- 
rent trends. In Part II, the major chapters 
deal with introductory remarks concerning 
instinctual drives, the sexual drive, destruc- 
tiveness and hatred, anxiety, analytic ego 
psychology, some problems in psycho- 
pathology, and principles of psychoanalytic 
therapy. It is worth stressing that in this 
book the neuroses form the home base of 
psychoanalysis, theoretically and practi- 
cally. 

There are so many aspects which might 
be commented upon that a review cannot 
do justice to the richness of the material. 
Thus I single out certain features that ap- 
pealed to me. The development of the 
ideas takes on a life of its own and one 
can enjoy the interweaving of complex ab- 
stractions of theory with the more simple 
concreteness of experience elaborated on a 
background of a humanistic orientation. 

Dr. Waelder leads us along a tortuous 
journey, pointing out the significant land- 
marks in chronological order. He describes 
the essence of the psychoneurosis as “inner 
conflict—unsuccessful repression—Tetun 
of the repressed,” with the propositions 0) 
the sexual and childhood genesis. In a chal- 
lenging chapter, a digression on philosoph- 
ical questions, the contrast in Marxist n 
Freudian ideologies is sharply and clearly 
formulated. Dr. Waelder believes that only 
the schools of Adler, Jung and Rank may 
be properly considered as the dissident 
schools. 5 

The instinct (drive) of aggression 1$ pr 
sented primarily under the heading of de 
Structiveness. It is not clear why Dh 
Waelder chose this term rather than aggre 
siveness, which is more commonly used. R 
and large, he has followed very closely T 
evolution of Freud's thinking but in t! 
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jnstance the acceptance of an innate drive 
of destructiveness is based on the fact that 
the older theory is insufficient. 

Here, the author indicates that manifes- 
tations of destructiveness as by-products of 
ego activities or of libidinal drives, or as 
reactions to provocation, are insufficient to 
account for the whole of destructiveness; 
whereas I believe that Freud’s proposal was 
a direct consequence of his general phi- 
losophy of polarities and that the formula- 
tion of the theory of Eros and Thanatos 
was inevitable. 

In the chapter on principles of psycho- 
analytic therapy, Dr. Waelder states that 
“psychoanalytic therapy stands and falls 
with the psychoanalytic theory of the neu- 
roses.” He envisages the analysis of other 
conditions (homosexuality, addictions, de- 
linquency, etc.) as being possible if, and to 
the degree that, they are structured like the 
neurosis, Yet all the early cases which 
Freud described, before the era of ego psy- 
chology, had complicated characterological 
features, and in some of the cases the 
diagnoses might have been altered from 
our vantage point of today. 

Dr. Waelder’s breadth of knowledge 
and understanding as a clinician is re- 
flected when he states that “organic proc- 
esses play a far greater role in the etiology 
of the schizophrenic group of psychoses 
than they seem to play in the etiology of 
the neuroses.” The book concludes with a 
postscript on the value of psychoanalysis 
and a short list of the most common mis- 
understandings of psychoanalytic concepts. 
Throughout the work, there are footnotes 
of valuable comments, some of an epi- 
gtammatic nature. 


Dr. Bettelheim is head of the University 
of Chicago’s Sonia Shankman Orthogenic 
School and Professor of Educational Psy- 
chology in the University’s Department of 
Education and Psychology. He is the au- 
thor of Love Is Not Enough, Symbolic 
Wounds, and Truants from Life. 

Dr. Bettelheim’s purpose in The In- 
formed Heart is to present “those aspects 
of my thoughts and work that have to do 
with the psychological impact of totalitar- 
ian tendencies.” Some autobiographical 
aspects pertaining to his interests in psy- 
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chology and the social problems with which 
he became involved are forthrightly and 
courageously described. It is always helpful 
to know where an author stands in regard 
to a philosophy of life and, specifically, to 
a general theory of psychology, in this in- 
stance, psychoanalysis. 

In the first chapter, “The Concordance 
of Opposites,” his disenchantment and dis- 
appointment with the goals and achieve- 
ments of psychoanalysis are elaborated. 
His personal expectations were far greater 
than the claims made for it by the pro- 
ponents of classic psychoanalysis. He is 
disappointed that psychoanalysis does not 
offer faith, a meaningful life and even a 
Utopia. In 1932 Freud wrote that “analysis 
transforms neurotic suffering into every- 
day misery.” Waelder, in his Basic Theory 
of Psychoanalysis, states that “psychoana- 
lytic therapy stands and falls with the 
psychoanalytic theory of the neuroses.” 
When Dr. Bettelheim finds that psycho- 
analytic therapy falls short in helping or 
curing two autistic children he may be 
right, but these are conditions that are not 
suited for classic psychoanalytic therapy. 
He makes many other criticisms about psy- 
choanalysis that cannot be dealt with here, 
e.g., that “it gave little guidance for under- 
standing what makes for the ‘good’ life, 
the ‘good’ man.” 

In the chapter on “The Imaginary Im- 
passe,” he deals with the growing deleteri- 
ous influences of the machine age on the 
autonomy of man. He stresses that “mod- 
ern man suffers from his inability to make 
a choice, as he sees it, between renounc- 
ing freedom and individualism, or giving 
up the material comforts of modern tech- 
nology and the security of a collective mass 
society.” These concepts are further elab- 
orated in the chapter on “The Conscious- 
ness of Freedom.” Dr. Bettelheim is fearful 
of a mass society in which people are ready 
to accept uncritically the solutions that 
others offer. The factor of remote control 
is discussed in an interesting fashion from 
the standpoint of distance and time. Thus 
in the first three chapters, theoretical for- 
mulations deduced from his personal ex- 
periences and reflections are presented. 

The remainder of the book deals with 
the terrifying experiences that occurred in 
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the German concentration camps. His dis- 
cussion centers on the concentration camp 
as a means of changing personality to pro- 
duce subjects more useful to the state. The 
degradation of the human individual, his 
dehumanization and regression to child- 
like thinking and behavior, with all the 
misery, torture and loss of self-respect, are 
portrayed convincingly. The manner in 
which the prisoners coped with this devastat- 
ing and coercive environment is considered 
under the general heading of defenses 
which are elaborated in the following 
topics: early rationalizations, atoning for 
others, emotional detachment, selective am- 
nesia, sexual potency, daydreaming, bread 
and values, work, anonymity, rude awak- 
ening, targets for fury, projection, the 
victim, the persecutor, friendship, conversa- 
tion, and the power balance. Thus there is 
an application of psychoanalytic principles 
in a general, diffuse way. 

The insights gathered from this work 
are helpful, but they should be viewed 
in the light of having been derived from a 
unique critical situation which was most 
extreme, The normal crises of the develop- 
ing personality, e.g., adolescence, preg- 
nancy and the climacterium, are of another 
order. When we observe certain tendencies 
in our own society which may have some 
similarity to what happens in a mass so- 
ciety, the significant differences must al- 
ways be borne in mind. In any event, Dr. 
Bettelheim has given us cause to consider 
seriously how to inform the heart in the 
service of autonomy, 

JOSEPH J. MICHAELS 


PERSPECTIVES IN PSYCHOLOGICAL THE- 
ORY: ESSAYS IN HONOR OF 
HEINZ WERNER. 


Edited by Bernard Kaplan and Seymour 
Wapner. 


New York: International Universities Press, 
1960. pp. 384. $7.50. 


This Festschrift in honor of the seven- 
tieth birthday of Heinz Werner contains 
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thirteen essays, introductory remarks on 
the scholarship of Werner, and his bibliog- 
raphy. Werner’s work in developmental 
psychology, in the psychology of language, 
in child psychology, and in expressive- 
symbolic processes has been such that he 
can truly be acknowledged as one of the 
leaders of modern psychology; and his in- 
fluence has been such that it is fitting that 
the contributors to this book have joined 
together to honor him. It is evident from 
a number of the essays that his colleagues 
have been his pupils, and the tone of the 
papers by those who have worked with him 
makes it clear that his pupils have been 
permitted to be his colleagues. If one adds 
to this the breadth of Werner’s interests 
and the depths of his achievements, the 
dimensions for a rich and full life of a 
scholar, teacher and experimenter have 
been mapped out and attained. And the 
eminence of the contributors is a testi- 
monial in itself. The essays appear in alpha- 
betical order of the authors’ names; and 
simply listing every other contributor will 
validate the point: Solomon Asch, Jerome 
Bruner and George Klein, Kurt Goldstein, 
Norman Maier, Gardner Murphy, Martin 
Scheerer, Herman Witkin. é 

The organization of the book provides 
a clue to an almost insurmountable prob- 
lem in reviewing it. It is not possible 
within the limits of the available space to 
deal with each of the papers, and the 
papers themselves do not fall into one of 
into even a few groups; nor do they focus 
upon sufficiently few problems to permit 
such an evaluation. All that can be done 
is to select a few of the papers which in 
my judgment might be of most interest to 
readers of this Journal. The majority of the 
papers can unfortunately not be mentioned, 
even though some of the most worthwhile 
may be among them. 

Asch and Nerlove’s “The Development 
of Double Function Terms” deals with the 
problem of the mastery by children of 
“terms that name properties of persons and 
things.” Briefly, the authors find that there 
is a normative process. These words are 
first used to refer to objects, then to per- 
sons, and as far as the authors could tell, 
do not appear spontaneously within the age 
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groups studied, three to twelve; nor do the 
authors attempt to explain the transition. 
This paper reports a neat experiment. One 
wishes that they had either made the neces- 
sary inquiries, or attempted to explain their 
results, with the framework of Piaget or 
of psychoanalytic child psychology. 

Kurt Goldstein’s “Sensoritonic Theory 
and the Concept of Self-Realization” deals 
with one aspect of the problem of percep- 
tion: the relation between organismic and 
sensory factors. Goldstein draws upon his 
great experience with brain-damaged pa- 
tients to show how the extent of the brain 
damage influences the adaptive reactions of 
the patient, and expands and corrects a 
finding of Werner and Wapner. 

A. H. Maslow’s “Resistance to Being 
Rubricized” is a brief communication 
which makes the points that in general 
people resent being categorized, that in 
therapy the patient’s resistance to such 
categorization should be respected and not 
considered as attempts to defend the ill- 
ness, and that therapists should avoid such 
remarks. I suppose that most of this is true 
in some form, but to the extent that it is, 
it is also well known. Certainly it is not 
new that the therapist should not assault 
the patient, and one may ask whether 
people resent being correctly categorized 
in positive terms. This is possibly the weak- 
est paper in the book. 

David Rapaport, whose untimely death 
was a blow to psychology, contributes a 
paper on “Psychoanalysis as a Develop- 
mental Psychology.” As is characteristic of 
his work, the paper is so terse that it al- 
most defies summary. By developmental 
Rapaport means “intrinsic maturational 
factors” in the same way that Werner uses 
the term. Very briefly, Rapaport demon- 
Strates that for psychoanalysis, “the central 
intrinsic maturational factors are instinctual 
drives and the structures restraining them,” 
that behavior is determined by these and 
by experience, that development consists 
of “discontinuous, qualitatively distant 
phases”; and “the restraint of the primary 
process by the secondary process creates 
the balance between reality adaptation and 
instinctual drive satisfaction in the indi- 
vidual.” This paper contains an interesting 
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and lucid statement of the theoretical situa- 
tion which led to the development of the 
concepts of the primary autonomy of cer- 
tain ego functions, and of the undiffer- 


entiated phase. 
T. C. Schneirla’s “Instinctive Behavior, 
Maturation—Experience and Develop- 


ment” is in a language quite different from 
that of Rapaport, and is from the field of 
animal psychology. The author is one of 
America’s most distinguished comparative 
psychologists. But his views are not far 
from those of Rapaport, and they deal with 
the same problems. Schneirla, however, sets 
down a series of guide points for the study 
of adaptive animal behavior which are 
probably also applicable to the study of 
at least the older human infant. 

The final entry in the book, Herman 
Witkin's “The Problem of Individuality in 
Development,” reports a series of studies 
of field dependence and independence in 
children, showing that there are clear-cut 
differences not only by age, with field de- 
pendence the more primitive form; but that 
some children remain field dependent in- 
dicates that the mode of field approach is 
related to the level of psychological differ- 
entiation, the relationship between child 
and parent, and possibly even to infantile 
and constitutional differences. The next 
step in Witkin’s study is to investigate the 
performance of the children studied as in- 
fants by Escalona and her collaborators, 
and to see how their perceptual differences 
are related to their characteristics as in- 
fants. 

The Werner Festschrift is recommended 
as a far-ranging exploration of certain di- 
rections in American psychology. The task 
for the reader is to see whether the direc- 
tions are converging, or whether they need 
to be. One final comment: even though the 
contributions are so different, the quality 
is in general very high, and the great 
majority of the essays are worth reading 


for this alone. 
SIDNEY AXELRAD 
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CASEWORK PAPERS, 1960. 


Edited by Wayne Vasey and Susan T. 
Pettiss. 


New York: Family Service Association of 
America, 1960. pp. 154. $2.50. 


SOCIAL WORK RESEARCH. 
Edited by Norman A. Polansky. 


Chicago: University of Chicago Press, 
1960. pp. 306. $5. 


These two books are compilations of 
excellent papers written for professional 
social workers as the primary audience; but 
lest a potential reader be discouraged, it 
should be explained immediately that the 
breadth of content and the expertise of the 
authors extend the appropriateness of the 
volumes beyond the social work field. 
Members of any of the so-called allied 
disciplines should find them of interest and 
assistance. 

For the past seven years, the family 
Service Association of America has pub- 
lished an annual volume of papers selected 
from those read at the National Conference 
on Social Welfare. The “Casework Papers” 
series has been highly regarded by social 
workers and the newest volume compares 
favorably with the others. Although there 
are several excellent articles which do not 
fit into the following categories, the selec- 
tion of papers this time has highlighted 
some of the major current concerns of so- 
cial work: delinquency, alcoholism, un- 
married parenthood and other forms of 
asocial behavior. 


Social Work Research is the first book 
of its kind. There has not been a book in 
which research concepts and principles 
have been directly applied to the field of 
social work, Heretofore, the student and 
researcher have had the task of using the 
writings from other fields, and reapplying 
them. 

Fourteen recognized specialists have pro- 
duced new writings as their contributions 
to the volume. This in itself adds to the 
vitality of the book, for at no time does 
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one gain the impression that old ideas are 
being rehashed. Another pitfall character- 
istic of some compilations has also been 
avoided, for this is not a collection of ill- 
assorted papers on the same general topic. 
It is an orderly, systematic presentation 
with an internal cohesion that does credit 
both to the authors and to the editorial 
board. 

The first chapter provides a base for the 
book through a historical review and a 
summary of the present situation in social 
work research. This is followed by two 
chapters which present the initial planning 
phases in research, i.e., problem identifica- 
tion and formulation and the development 
of strategy, or design. The next six chap- 
ters take up important aspects of research 
activity: principles of sampling and meas- 
urement, use of available material, collec- 
tion of original data, techniques for order- 
ing cases and statistical analysis. There is 
a chapter on research reporting and, finally, 
four chapters on research commonly re- 
quired of, or appropriate to, social work: 
measurement of need, cost analysis, meas- 
urement of effect, and field experiments 
and demonstrations. 

In the Preface it is explained that the 
book was written with several audiences in 
mind. It is intended as a textbook for the 
student social worker, as a resource for 
the competent practitioners and adminis- 
trators who may need to assess potential 
studies or may wish to participate in in- 
terdisciplinary research, as a practical ad- 
dendum to training for other clinical pro- 
fessions, as an aid to recent social science 
graduates planning to enter this field, and as 
a handbook for experienced social work re- 
searchers, 

It is ambitious to believe that the same 
book can serve adequately such a wide 
range. In spite of the clarity and preci- 
sion with which the material is presented, 
particularly by those authors who are 
teachers (and who no doubt had their stu- 
dents in mind), the complexity of the sub- 
ject matter and the emphasis on research 
using original data raise doubts regarding 
the effective use of the volume as a text- 
book for master’s students, especially 1M 
their first course in research. 

DoroTHy SCHROEDER 
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RESIDENTIAL TREATMENT FOR THE DIS- 
TURBED CHILD: BASIC PRINCIPLES IN 
PLANNING AND DESIGN OF PROGRAMS 
AND FACILITIES. 


Herschel Alt. 


New York: International Universities Press, 
1960. pp. 437. $7.50. 


Herschel Alt has repeatedly provided 

perspective to changes which have taken 
place in child welfare by studying and re- 
viewing progress in the various depart- 
ments of the Jewish Board of Guardians. 
As the administrator of one of the largest 
child caring organizations, he has been in 
a position to observe trends and often to 
initiate the search for new methods. In 
this book Mr. Alt reviews the evolution of 
the residential treatment program of the 
Hawthorne Cedar Knolls School, and ap- 
plies the experience in the development of 
residential programs in communities which 
recognize a need for them. 
_ The period 1918 to 1935 witnessed the 
introduction of psychiatric methods and 
brought the emphasis in the program from 
training for the child to one of treatment. 
During the decade 1935 to 1945, methods 
and procedures were developed so that by 
the end of this period the aims of the 
program were clearly defined as provid- 
ing a coordinated psychiatric treatment 
experience for the child in residence. Since 
1945, techniques have been progressively 
refined, so that the author is able to out- 
line in considerable detail with illustrative 
case material the treatment procedures 
which are carried out, and to discuss the 
theoretical basis for the work. A unique 
feature of the book is an addendum in 
which a number of illustrative cases are 
Presented in detail. 

This book will have an important in- 
fluence in the definition of our concept of 
residential treatment. As has been indicated 
in the introduction of the book, there is 
not yet general concurrence on what pro- 
cedures and techniques should be included 
Under the designation of residential treat- 
Ment. A variety of treatment procedures 
have developed in the United States under 
this designation 
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The book will have practical value for 
those working within the field of child 
psychiatry, both at the clinical and at the 
administrative level. It will also have in- 
terest for a wide range of both workers 
and students throughout the general child 
welfare field. 

J, FRANKLIN ROBINSON 


A RORSCHACH READER. 
Edited by Murray H. Sherman. 


New York: International Universities Press, 
1960. pp. 440. $7.50. 


The purpose of this anthology of previ- 
ously published papers is to illustrate some 
of the diverse approaches that have been 
utilized in the application and interpreta- 
tion of the Rorschach. No attempt was 
made to include material dealing specifi- 
cally with methodological or scoring tech- 
nique. The area of children’s Rorschachs 
has also been omitted. According to the 
editor, the book is intended “as a collateral 
reading text for Rorschach courses and 
also as a source book for professional 
workers.” 

The editor has selected the twenty- 
eight articles included in the book from a 
variety of professional journals and has 
grouped them into five sections. They are 
(Parts I-V): “Rorschach Findings in Psy- 
chopathology”; “Rorschach Findings and 
Vocational Choice”; “Rorschach Findings 
Among Other Cultures”; “Experimental 
Use of the Rorschach”; and “Interpreta- 
tion of Test Results.” Dr. Sherman has also 
provided his own interpretations in a brief 
introduction to each of the papers. 

Part I includes articles on findings in 
conversion hysteria, homosexuality, brain 
pathology and a variety of psychotic ill- 
nesses. In Part II the questions of diagnos- 
ing creativity and success and failure pat- 
terns are considered. Part II consists of 
three studies of primitive cultures. Part IV 
contains descriptions of experimental work 
involving such topics as content analysis, 
ACE score constellations, motor inhibition 
and perception of apparent movement. The 
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cause of their scarcity. However, just 

many seem to be unworthy of republication 
in book form, because of triviality of con- 
tent or inadequacy of research methodol- 


which may be 
sentative of the various fields of Rorschach 
as 


adequately canvassed. However, for the 
beginning Rorschach worker who may de- 
sire a handy source book of representative 
references, there is much in this collection 
which will be stimulating and instructive. 


Max L. FoGEL 
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A RORSCHACH STUDY OF 
CHILD BEHAVIOR. 


Nettie H. Ledwith. 


Pittsburgh: University of Pittsburgh 
1960. pp. 336. $6.50. 


This is a longitudinal Rorschach study. 
Ledwith chose 11 cases from a represes 
tive sample of 138 school children to whom 
she had given the Rorschach at yearly 
intervals between the ages of 6 and f 
years. Each child’s six Rorschachs } 
interpreted blindly by one of a group © 
Clinical psychologists who knew no more 
about the child than his age, sex, and IQ 

The blind interpretations included am 
— number of correct statemen 
about dynamics of these children 
their life situations at the times when the 
Rorschachs were administered to them: 
Most of the interpreters, however, do no 
State what, specifically, in these particular 
Rorschach protocols provided the s 
for their hypotheses nor how they critically” 
evaluated the evidence. Therefore the cai 
—which form the bulk of the book 
of little value to those who want to le: 
to understand children’s Rorschachs. Noti 
ble exceptions are the cases of Eileem 
(Chap. XI), Anna (Chap. XII), and Am 
(Chap. XIV). - 

The author indicates that there were nat 
publications dealing with normal childrens” 
Rorschach responses at different age leve 
prior to her 1959 book, and that her pres- 
ent book is the first longitudinal Rorschaes 
study published. One is puzzled by her 
failure to mention the normative standard 
work by Ames, Learned, Métraux andi 
Walker published in 1952, and by her dist 
regarding Halpern’s publications. And one 
wonders why she overlooks Paulsen’s “Pe! 
sonality Development in the Middle Yeats: 
of Childhood: A Ten-Year Longitudinal 
Study of Thirty Public School Children 5) 
Means of Rorschach Tests and Social p 
tories” published in this Journal in 1954. 

This book contains but one reference 
the text to work other than the auth 
HE previous publication, and no bibliogra: 
phy. 


ERIKA FROMN 
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RORSCHACH ON 122 TEN-YEAR-OLD 
DANISH CHILOREN: A STANDARDIZA- 
TONAL AND STRUCTURAL STUDY, NOR- 
MATIVE RESULTS. 


Alon Mogensen, Giertrud Fenger, and 
Bent Lange 


Risskov, Denmark: Institute of Psychiatry, 
State Mental Hospital, 1960. pp. 54. Price 
not listed. 


This short but concise, carefully rea- 
soned and carefully prepared monograph 
reports the results of one aspect of a group 
of Danish psychiatric, psychological and 
demographic studies carried out by a staff 
attached to the Institute of Psychiatry, Uni- 
versity of Aarhus, and the State Mental 
Hospital, Risskov, Denmark. The particular 
findings herein reported are from a cross- 
sectional investigation of a complete sample 
of the ten-year-old children from the island 
of Samsoe, which has a population of about 
6600 and lies in the middle of the Danish 
inland sea, Kattegat. 

The number of inhabitants of the island 
has been relatively stable for the past forty 
years, despite the emigration of a number 
of young people (aged 17-30 years) for em- 
ployment. Owing to an increasing number 
of tourists, the island “can hardly be said 
to bear the mark of isolation.” The area 
is a predominantly rural one (60%) with 
One small urbanized area (pop. 800). The 
authors assert that the families and com- 
Munities of the island are, as a whole, 
fairly well off. The subjects were all the 
children (57 girls, 65 boys) living on the 
island who had their tenth birthday in the 
Period March 1, 1958—February 28, 1959, 
thus constituting a complete age group 
from the island. In addition to the Ror- 
Schach and other tests, all children were 
medically examined and clinically inter- 
Viewed. Also interviewed were the nurse, 
family doctor, teacher and parents of the 
children in order to supplement the case 
history and gain a personal impression of 
the milieu. 

The authors very carefully describe their 
Procedures regarding instructions, admin- 
istration and scoring. Before their findings 
are presented, there in an instructive re- 
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results with those obtained in the 
Yale studies (Gesell Institute), 
Child Rorschach Responses and Adolescent 
Rorschach Res; Ames et al 

gee i Max L, Foort 


New York: Wiley, 1960. pp. 676. $10.75. 


This book is com: of fifty-one chap- 
ters by a large CR different authors. 
The chapters are organized into the follow- 
ing divisions: the methodological, 
biological, and clinical context for psy- 
chopharmacology and experimental pro- 
cedures and results. There is an 
wide range of topics covered under 
of these headings. The book covers most 
of the areas that might be of interest to 
various investigators in the field. There are 
some chapters which would be of general 
interest to orthopsychiatric pers who 
are considering acral of work 
i eld of psyc! 3, 

5: rerai difficult to evaluate these 
articles individually, owing to their profu- 
sion and wide range of topics- This re- 
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viewer suggests that this book would make 
an excellent addition to the library as a 
reference book for inquiries into the cur- 
rent status of drug research. For those pro- 
fessionals who are interested in an over- 
view of the field of psychopharmacology, 
certain articles, such as Kubie’s “A Psy- 
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choanalytic Approach to the Pharmacology 
of Psychological Processes,” or Eysenck’s 
article on “Drug Postulates, Theoretical 
Deductions, and Methodological Consid- 
erations,” could be considered excellent 


* sources. 


IRVIN A. KRAFT 


40th ANNUAL MEETING 


SHOREHAM HOTEL 
WASHINGTON, D.C. 


MARCH 6, 7, 8, 9, 1963 


aaa o 
NOTES AND COMMENTS 


———_— —_—_ 


1963 ANNUAL MEETING 


The Fortieth Annual Meeting of the 
American Orthopsychiatric Association will 
be held in Washington, D.C., March 6-9, 
1963. Abstracts of papers for consideration 
for presentation should not exceed three 
double-spaced pages and should be sub- 
mitted in quadruplicate to the Program 
Committee, American Orthopsychiatric As- 
sociation, 1790 Broadway, New York 19, 
N.Y., by May 15, 1962. 


GENERAL 


‘ A panel of 27 leaders in science, educa- 
tion, and other professions has been com- 
missioned by President John F. Kennedy 
to assume leadership in developing plans 
for a coordinated national approach to the 
problems of research, professional training 
and services to the mentally retarded, and 
in prescribing courses of action. Individ- 
uals, organizations and agencies are invited 
to participate in this national effort by do- 
ing everything possible to strengthen state 
and local programs for the retarded. Sug- 
gestions and inquiries should be sent to the 
President’s Panel on Mental Retardation, 
Department of Health, Education and Wel- 
fare, Room 4232, Washington 25, D.C. 


_ The Chicago Institute for Psychoanaly- 
sis will award its third biennial Franz Alex- 
ander Prize of $300 in 1962 to the author 
of a paper in the field of psychoanalysis. 
Graduates of the Institute since 1952, ex- 
cept members of its staff, are eligible to 
ey papers. Papers should be unpub- 
= ed or published no earlier than 1960. 
“ip copies should be submitted to Dr. 
-ouis B. Shapiro, 664 North Michigan 
Ave., Chicago 11, Ill., before October 1. 


ite 1962 Bell Ringer Campaign for 
fi ental Health of the National Association 
Or Mental Health and its 800 affiliates will 


be held from April 15 through May 31. 
You can help by supporting your mental 
health association and contributing gener- 
ously. 


The University of Michigan Fresh Air 
Camp (6625 Haven Hall, Ann Arbor) is 
offering eight weeks of specialized training 
in several mental health disciplines under a 
U.S. Public Health Grant. The clientele of 
the camp are disturbed preadolescent and 
adolescent boys. A limited number of sti- 
pends are available in the disciplines of 
psychology, psychiatric social work, and 
psychiatrie nursing. Write for details on 
the camp activity, orientation and training 
opportunities. 


The 1962 Workshop in the Rorschach 
Technique of Personality Diagnosis and 
other projective techniques as used with 
children, jointly sponsored by the Clare- 
mont Graduate School, Claremont, and the 
Children’s Hospital, Los Angeles, and di- 
rected by Drs. Bruno Klopfer and Helmut 
Wursten, will be held at Asilomar Confer- 
ence Grounds, Pacific Grove, Calif., July 
8 to 20. For applications write to Dr. 
Klopfer, P.O. Box 2971, Carmel, Calif., 
before June 1. 


The 1962 Annual Workshop in Projec- 
tive Drawings will be conducted at the New 
York State Psychiatric Institute, N.Y.C., 
July 23-26, by Emanuel F. Hammer, Ph.D., 
and Selma Landisberg, M.A. Details from 
Miss Landisberg, 166 East 35th St., N.Y.C. 


A new Department of Psychiatry has 
been activated at the West Virginia Univer- 
sity School of Medicine, Morgantown. Dr. 
Thomas A. Loftus is Chairman of the de- 
partment, and the staff includes Drs. 
Charles E. Goshen and Robert Vosburg. 
Teaching and clinical services will be cen- 
tered in a 28-bed inpatient service in the 
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new 522-bed Medical Center and an exten- 
sive outpatient department. 


The Western Society for Existential Psy- 
chology and Psychiatry is being formed to 
study scientifically the newer concepts of 
Existence Analysis and Daseinanalyse. 
Those interested in possible participation 
should write to Dr. Arthur Burton, 5055 
Northlawn Drive, San Jose 30, Calif. 


The Mental Research Institute of the 
Palo Alto Medical Research Foundation 
and the Family Institute announce the pub- 
lication of Family Process, a new multi- 
disciplinary journal devoted to furthering 
and integrating the various investigations 
and efforts of the behavioral sciences which 
deal with the family. Problems of family 

is and treatment, integration of in- 
dividual and family dynamics, theories of 
family systems and cross-cultural aspects 
of family organization and development 
will be reported in its pages. Family Process 
will be published, initially, twice a year, in 
March and October, starting with March 
1962. Subscription, $5 per year. Inquiries 
should be addressed to Family Process, 
428 East Preston St., Baltimore, Md. Man- 
uscripts should be submitted in duplicate 
to the Editor, Family Process, 860 Bryant 
St., Palo Alto, Calif. 


_ Colorado State Hospital, Pueblo, plans to 
issue a monthly paper, Bibliographia Neu- 
ropsychiatrica, edited by Vittorio Kalmar- 
Fischer, M.D., Ph.D., that reviews the 
books of neuropsychiatric interest and the 
neurologic, psychologic and psychiatric 
publications issued in medical reviews. Its 
aim is to give complete information on the 
most recent problems of research workers 
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and specialists in the United States and to 
report about the more interesting neuro- < 
psychiatric problems in the different geo- < 
graphical regions of the world. The first 
issue has appeared. 


The National Library of Medicine an- 
nounces publication of the Bibliography of » 
Medical Reviews, Vol. 6, Cumulation, 
1955-1961, which supersedes the annual 
volumes published during the past five — 
years. The .cumulation, containing so} 
21,000 subject entries for approximately» 
13,500 review articles collected from 1,949 ` 
journal titles over a six-year period, lists 
the journals indexed and their abbrevia- 
tions. There is a prefatory article entitled 
“The Review Literature of Medicine” by% , 
Scott Adams, Deputy Director of the Na- 
tional Library of Medicine. Available from 
the Superintendent of Documents, US. a 
Government Printing Office, Washington 
25, D.C., at $3.50 per copy. 


On request to the Columbia University 
School of Public Health and Administrative © 
Medicine, 600 West 168th St., New York 
32, subscribers to THE JoURNAL may ob- 
tain at no cost a copy of Mental Health 
Teaching in Schools of Public Health, a re- 
port based on a National Conference held 
at Arden House, New York, December Eo. 
11, 1959. 


The 1961 annual report of the Commu- 
nity Council of Greater New York, Pard- 
dox, Problems and Plans, underlines un- 
met needs of New Yorkers and unsolved 
problems faced by the city’s health 
welfare agencies. The report is availab 
on request from the Publications Depart 
ment of the Council, 345 East 45th St, 
New York 17. s 
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To honor Ed Greenwood is to honor 
both oneself and psychiatry. 

Ed is at home in all corners of the 
United States. He is known wherever 
people are concerned with the problems 
Of children and mental health. 

Ed Greenwood has worked in many 
fields—as an athlete, educator, group 
leader, physician and psychiatrist. He is 
a therapist, administrator, consultant, 
teacher and guide. No look at his cur- 
Tent interests gives any indication of all 
that he has done. 

_ A bare list of events in his life tells 
Very little about the full measure of the 
who was born a little more than 
| years ago in New York, who came to 
Mountains of Colorado for his edu- 
cation as a teacher and physician, and 
Who ultimately settled in the rolling hills 
of Eastern Kansas, where he became 
One of the most distinguished child psy- 
Chiatrists of our generation. 

_ He is at home everywhere. A given 
Week will see him traveling by air, par- 
tcipating in innumerable meetings and 

Conferences and ever and again meeting 
With groups of children. I have seen him 
join a group at a recreation center and 
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within moments make contact both with 
the group as a whole and with its most 
disturbed member. I have seen his in- 
nate capacity, his enormous enthusiasm 
and his ability lead to his being imme- 
diately accepted with even the sickest 
youngsters. Ed Greenwood is part of 
many places, many programs and many 
persons. 

There are many, like myself, whom 
Ed Greenwood has guided, whom he 
has led through the world of psychiatry 
and out into the broader community; for 
through his contacts and concerns he 
opened doors for me to the world of 
recreation and parks, to the schools, to 
the social welfare programs and to vari- 
ous national meetings. He led me to 
where children grew and developed, as 
well as to where their growth was 
weighed and pondered. To others, he 
has been the guide to their growth as 
child psychiatrists, for his experience at 
Southard School, which he brought to 
the forefront of residential treatment 
centers for children, gave him the ability 
to guide others along similar paths. 

But Ed Greenwood has been more 
than a consultant to psychiatrists. He is 


known to social workers and teachers, 
to psychologists and recreation workers, 
to the administrators and the workers in 
the vineyards of many cities, many states 
and many communities. He has helped 
many at every level of professional de- 
velopment to a better understanding of 
their work and its living relationship 
with the mental health problems of chil- 
dren. 

His activities are legion. To cite but a 
few: He is Coordinator of the Training 
Program in Child Psychiatry, Menninger 
School of Psychiatry, The Menninger 
Foundation; Consultant, Topeka Public 
School System, Special Education De- 
partment; Adviser, Educational Policies 
Committee for the National Education 
Association and American Association 
of School Administrators; Member, 
Technical Review Training Panel, De- 
partment of Health, Education, and 
Welfare. He is a charter member of the 
American Academy of Child Psychiatry; 
Past President of the American Associa- 
tion for Children’s Residential Centers; 
a member of the Advisory Council, Mil- 
bank Memorial Fund; a member of the 
Juvenile Delinquency subcommittee of 
the U.S. Justice Department. He has 
been a leader in two White House Con- 
ferences on Children and Youth, Vice- 
Chairman of the 1960 White House 
Conference and Chairman of the Kan- 
sas Committee, 1950 White House Con- 
ference. He has been a guide in develop- 
ing national and local programs to cope 
with juvenile delinquency. He has been 
an adviser to the National Institute of 
Mental Health, and to the State of Kan- 
sas in the development of its outstanding 
Boys Industrial School. 

To many, the most important thing 

about Ed Greenwood is that he is part 


of the ongoing life of the community, 
He embarked on this path long before 
most of his colleagues realized that this 
had any part in their concerns with psy- 
chiatry and health. Whether it was at 
the schools in which he taught, the hos- 
pitals in which he worked, the com- 
munities which consulted him, or the 
one that he lived in, Ed Greenwood has 
always been aware that the concerns of 
psychiatry and mental health are irrev- 
ocably tied to the social setting in which 
people live. Thus, he has never lived 
or worked solely in any psychiatric ivory 
tower, but has always been part of the 
much larger life space of his people and 
his time. 

In the Greenwoods’ home on Webster 
Avenue in Topeka, one can see how 
closely they are related to the broad 
world around them. I know Ed as a 
square-dancer, ball player, neighbor and 
friend, as well as psychiatrist and 
teacher. They are a family active in 
community affairs and are eager partici- 
pants in athletics, hobbies, social events 
and social service. But in a larger sense, 
Ed, his wife Joan, and his very success- 
ful son David are part of their society m 
ways that are as constructive as they are 
giving. In all these roles, Ed Greenwood 
is the guide and educator; in all these 
he enters with intensity, devotion, CON- 
cern and wisdom. 

It is, therefore, fitting and just for the 
American Orthopsychiatric Association 
to have chosen as its President this man 
whose selfless work and dedication sym 
bolize all that Ortho stands for. This 
man is a “doer.” To honor Ed Green- 
wood is to honor Orthopsychiatry and 
ourselves, 
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SPECIAL TRAINING PROBLEMS IN PSYCHO- 
THERAPEUTIC WORK WITH PSYCHOTIC 
AND BORDERLINE CHILDREN* 


RUDOLF EKSTEIN, Ph.D. 
Coordinator, Training and Research, Reiss-Davis Clinic for Child Guidance, Los Angeles, California 


Just as the transference reactions of children are characterized by the fact 
that their reactions to the therapist as well as to their parents are not clearly 
separated in time, it may be said that the child psychotherapist must himself 
deal with countertransference reactions that include those to the child’s par- 
ents. In work with psychotic and borderline children, these countertransfer- 
‘ence problems, reactions to the child’s inner experience of complete helpless- 
ness, increase in magnitude and frequently change in quality. This situation 
is enhanced by the fact that it is usually certain types of personalities who are 
drawn to such work and who bring not only their talent but also special prob- 
lems with the teaching authority to the supervisor. Clinical material is used 
in order to throw light on some of these issues. 


ba I saw a 15-year-old boy likable. He soon revealed that, perhaps 
whose parents had asked me to as a consequence of his organic deficit 
determine the type of treatment program and the reaction of others to it, he had 
Which might be suitable for him, and a functional condition which would put 
to help them find a therapist for him. him in a borderline range. At best, he 
This boy suffered from a serious organic functioned as a withdrawn, neurotic, 
deficit, which caused him to drag his anxiety-ridden youngster; at worst, he 
feet and to speak haltingly with a severe was dominated by fugue states, and by 
speech defect. His facial expressions blind and uncontrollable rages which he 
seemed to disclose the existence of or- could hardly remember and which 
ganic deficit, and in spite of his courage- seemed to come out of a clear sky. ; 
Ous struggle for years he was hardly For years the parents had alternate: 
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between keeping him at home and send- 
ing him to private schools. Somehow he 
had maintained a labile, pseudo adjust- 
ment which permitted him to continue 
in school with his own age group. As I 
became acquainted with him, it occurred 
to me that it would be practically 
impossible to find a therapist for him; 
anyone I called might resent the referral 
or take it as an insult. While weighing 
his chances in treatment and trying to 
think of a therapist with the appropriate 
technical skill and the patience, I could 
not quite see how to explain to that 
person that treatment would be worth- 
while and that the boy was a worth- 
while patient. I quickly recognized that 
I was actually coping with my own reac- 
tion to the child, and I began to wonder 
about a peculiar problem in psycho- 
therapy in which it seems to be neces- 
sary that the patient be considered 
worthwhile. I recalled numerous refer- 
rals by telephone call or conference in 
which colleagues seemed to dwell on 
the worthwhileness of the case, the so- 
cial value of the patient, the scientific 
interest of the case, as if it were neces- 
sary to sell the idea of treatment. 

On considering this fact I found that 
this issue of worthwhileness was a 
factor not only in the case of therapists 
who had very little time available and 
could therefore afford to be rather se- 
lective, but also in the case of less ex- 
perienced therapists in private work, 
and in referrals made to clinics. This 
“worthwhileness” of the patient as a 
fantasied or actual condition for treat- 
ment is very different from medical re- 
ferrals in general and deserves our spe- 
cial attention, since it seems character- 
istic of psychotherapists and of certain 
aspects of our work. We wonder 
whether the Hippocratic oath of the 
physician is to be amended in our field 
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by the phrase “provided the patient is 
worthwhile.” 

Psychotherapeutic treatment is fre- 
quently long and tedious, and requires 
an involvement on the part of the psy- 
chotherapist which is very different from 
that of the physician who does medical 
or surgical work only. The relationship 
between physician and patient in the 
case of a medical or surgical program 
plays an entirely different part in the 
treatment process than is the case in the 
psychotherapeutic relationship. Psycho- 
analysis or analytic psychotherapy re- 
quires a kind of involvement in which se- 
lection of patients, special treatment in- 
terests, and issues such as worthwhile- 
ness of the patient or the treatment are 
dominant considerations. One may very 
well wonder then how psychotherapists 
in training would react to situations 
which seem to offer none of the gratifica- 
tions expressed in the term “‘worthwhile- 
ness.” I think, of course, of psychotic and 
borderline children, who are poor treat- 
ment risks, about whose treatment we 
know very little, and who require many 
years of involvement, frequently without 
hope based on reliable treatment tech- 
niques (2). 

I am concerned primarily with meth- 
ods of supervising psychotherapists who 
treat severely disturbed and psychotic 
children. The basic philosophy from 
which I draw and which I wish to apply 
specifically to the technical problem of 
training such personnel has been 
summed up by Wallerstein and myself in 
The Teaching and Learning of Psycho- 
therapy (3). This book represents an 
attempt to integrate a variety of differ- 
ent trends in training as reflected in 
contributions of the basic clinical pr 
fessions represented in orthopsychiatty- 
We were concerned there with the train 
ing methods developed by psychoana- 
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lysts, psychiatrists, social workers and 
clinical psychologists. The techniques 
developed consist in an attempt to in- 
dividualize training according to the 
needs of each student. They de-empha- 
size earlier trends in which rigid at- 
tempts were made to stay either com- 
pletely with didactic issues or with coun- 
tertransference issues, or to turn the 
supervisory experience into psychother- 
apy for the student, or to work solely 
with the interpersonal relationship be- 
tween student and teacher. It is sug- 
gested that all these teaching elements 
may be used according to the student’s 
pattern of learning and the type of 
learning problem posed by the patient to 
be treated. If the student needs psycho- 
therapy, the supervisor may help toward 
this end, but he will not attempt to turn 
the learning situation into a therapeutic 
venture. 

If we compare child psychotherapists 
with therapists who work with adults, 
we think of two specific differences be- 
tween them, although the separation is 
not a sharp one without transitions. 

The first difference concerns the 
therapist's choice of working with chil- 
dren, It has frequently been suggested, 
although I know of no formal studies 
that offer solid evidence, that child psy- 
chotherapists usually have a kind of 
identification with their patients which 
makes the therapists natural enemies of 
the children’s parents. It is as if they 
can work with a child only if they can 
look at his world from his point of 
view. The child patient’s world—and 
certainly case histories seem to prove 
this—is one in which he is constantly 
traumatized by ignorant or rejecting 
parents, a world in which the child psy- 
chotherapist must constantly ask him- 
self whether any cure is possible as long 
as the child stays with the parents, if 
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they remain essentially unchanged. 

It has been suggested that this point 
of view does not stem merely from etio- 
logical considerations but that it is 
deeply ingrained in the personality of 
the individual who chooses child psy- 
chotherapy, intensive work with dis- 
turbed children, as a profession. He is 
in the position of someone out to prove 
that he can do better than the child’s 
own parents, that he must undo the 
wrong inflicted upon the child. His basic 
attitudes toward parents, frequently to- 
ward all adults, are rebellious ones. The 
child psychotherapist is thought to be 
overidentified with the patient and fre- 
quently hostile toward the parents. He 
sees many of his difficulties in treating 
children as difficulties of the parents, 
who interfere with and sabotage the 
treatment, and who must be made to 
see their responsibility for the child’s 
illness. 

I am far from believing that this is 
only the initial attitude of the unana- 
lyzed student of child psychotherapy as 
he starts his professional training; I be- 
lieve that such attitudes are found in 
more or less pronounced form in gifted 
and well-trained people who, even 
though they have insight into this diffi- 
culty, have never quite given up their 
overidentification with the child and 
their critical attitude toward the parents. 
Child analysts have suggested that many 
women trained in this profession have 
maintained their active interest as prac- 
ticing child analysts only as long as they 
remained unmarried. One might then be 
tempted to think of psychotherapeutic 
work with children as a transitional 
phase in the development of a profes- 
sional person. 

I do not know whether such a con- 
cept of the psychology of the child psy- 
chotherapist would hold up under more 
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rigorous scientific scrutiny, There are 
certainly some who fit this category, and 
many—perhaps the majority of our stu- 
dents—go through such phases. It has 
occurred to me that the difficulty de- 
scribed should perhaps be considered 
as stemming from the special technical 
task rather than as inherent in the make- 
up of the child psychotherapist. 

I wish to discuss now the second 
difference between psychotherapeutic 
work with children and with adults. 
Usually one may work with an adult 
patient without having to work actively 
with members of his family. As a matter 
of fact, the psychotherapeutic situation 
can usually be maintained only if we 
avoid such involvement. Classical ana- 
lytic work is a case in point. This rule 
certainly does not hold true for children. 
It would be impossible, both legally and 
psychologically, to work with them, 
without including the parents. The thera- 
pist who works with children—because 
of his special interest in childhood, his 
overidentification with the plight of the 
child, and his innate hostility toward 
authority figures—is certainly in for a 
strange discovery. He will become a 
good child psychotherapist only if he is 
willing to look at his training as a sort 
of package deal. Unless he also learns 
to work successfully with the parents, 
whom he may consciously or uncon- 
sciously hate when he goes into training, 
he cannot truly help the child. The 
child’s dependency on the parents—psy- 
chologically, physically, economically 
and legally—creates a psychological 
situation which is entirely different from 
the one customarily encountered in 
working with adult patients. 

We do not treat the child alone but 
are confronted with the necessity of 
dealing with the child-parent unit. This 
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state of affairs has sometimes been dis- 
cussed in terms of the transference situ- 
ation as it applies to work with adults 
and with children. In classical analysis, 
we speak about the analysis of the trans- 
ference neurosis, that is, the repetition 
of the infantile neurosis. The child who 
still lives with his parents, and is bound 
up with them in a special psychological 
unity, does not repeat past and now- 
repressed special dependency situations 
in psychotherapy. At best he displaces 
them to his therapist while the educa- 
tional process is going on. It has been 
pointed out in recent years that children 
sometimes develop transference neuro- 
ses in relation to earlier repressed stages 
of their life, which are then fully re- 
produced in the psychotherapeutie situ- 
ation, although at the same time they 
are confronted with transference Con- 
figurations of the displacement type 
rather than the repetitive type which is 
typical of the classical transference neu- 
rosis. 

This particular child-parent constella- 
tion creates a special problem for the 
psychotherapist. He deals with the in- 
fantile neurosis not as a repetition of 
the past but as a present reality. While 
the therapist who works with adults may 
help the patient to reflect on past trau- 
mata, the child psychotherapist must 
frequently help a child with current con- 
flicts which put him into provocative 
situations: overidentification with the 
child often leads to the kinds of reac 
tions described earlier where the child 
psychotherapist is inclined to reject an 
be hostile to parents. We must not for- 
get that in the countertransference w 
also may at times assume a parenta 
educational role rather than maintaining 
a therapeutic function, thus overidei 
fying with the parent at the expense © 
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optimum contact with the child. 
The first of the two differences thus 
felers to the inner sources, the motivat- 
ing forces which the young psychothera- 
pist brings to the profession, while the 
second refers to the specific problem he 
“faces as he learns to deal with the child- 
parent unit. 
These two issues are reflected in spe- 
cial training problems encountered in 
Supervising child psychotherapists, but 
they assume unusual proportions if the 
training is concerned with treating the 
group diagnosed as borderline or as 
schizophrenic. While the psychothera- 
pist who works with mildly disturbed 
children may wish to help them to cope 
With traumatizing environmental influ- 
ences, the psychotherapist ready to de- 
yote his time to severely disturbed chil- 
dren, for whom the psychotic threat is 
a threat to life itself, will identify with 
their inner problems in such a way that 
he may feel he is their rescuer. He is 
dedicated to rescue a child otherwise 
considered hopeless, one to whom no 
One else gives a chance, one who is no 
longer considered worthwhile by the 
profession at large and who is rejected 
by the parents because of his lack of 
Tesponse. While we have given up as 
Untenable earlier notions in which at- 
tempts were made to explain childhood 
Schizophrenia merely in terms of the 
Tejecting mother, we are nevertheless 
deeply impressed by the realization that 
in all these situations there is a hope- 
lessness in the mother-child relationship, 
a lack of mutual understanding, a lack 
of capacity for understanding each oth- 
e's cues. Thus help for the child is often 
Seen in terms of a rescue mission and 
With a necessity for deep commitment 
Which will allow the psychotherapist to 
me a miracle worker—an Anne 
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Sullivan who sees in the child a future 
Helen Keller who despite great odds 
achieves self-realization and has a spe- 
cial hidden worthwhileness. 

The psychotic child, unlike the mildly 
disturbed child, has not achieved a ca- 
pacity for object relationship. The psy- 
chotic mother-child relationship exists 
in symbiotic rudiments or fusion states, 
or is reflected in autistic positions. 

Neurotic transference figurations are 
replaced in the case of the psychotic 
child by psychotic transference con- 
figurations in which mother and thera- 
pist sometimes are not truly separated 
in the child’s mind, and in which the 
mother-child experience—not having 
yet developed to a state of separation 
—is reflected in symbiotic fusion ex- 
periences. 

The child psychotherapist who works 
with neurotic children may meet the 
transference manifestations with his own 
countertransference potential, but he 
will have a special problem if the pro- 
vocations to which he is exposed are 
psychotic transference manifestations. 
The issue arises as to what kind of 
countertransference potential is aroused 
to meet the threat that comes from such 
children. 

We do not think of the concept of 
countertransference in work with neu- 
rotic or psychotic children as simply an 
obstacle to treatment, as was assumed 
earlier, Countertransference, if not un- 
derstood, dealt with, and taken as a cue 
toward understanding of the patient, 
can, of course, become an obstacle to 
our work; but if it is truly understood 
and utilized as a clue to understanding 
the patient, it may be the track upon 
which treatment can proceed. 

One might suggest then that counter- 
transference constitutes a form of re- 
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gression, a return of the repressed, and 
when provoked through psychotic ma- 
terial, a regression to a very early stage 
in the therapist's relationship with his 
own parents. Such countertransference, 
however, if understood and utilized, can 
be considered, if I may paraphrase Kris, 
as regression in the service of the thera- 
peutic ego. Psychotic children who bring 
to us the totality of their problem, the 
terror of their isolation, the plea for 
rescue, as well as their constant struggle 
against rescue, can be helped by us only 
if we somehow respond to them by 
accepting this challenge. We overidentify 
with them, and it is as if we can do so 
only if the hate they experience for the 
parent and the threat to them from the 
parent are experienced by us in such a 
way that we wish to rescue them from 
those who have traumatized them, and 
to be for them the “good mother.” This 
ideology protects us from our own diffi- 
culties in accepting such children as pa- 
tients, endorses them to us as worth- 
while, and permits us to maintain long 
and seemingly hopeless treatment rela- 
tionships. It leads us to the kind of dedi- 
cation which is necessary in committing 
ourselves to treatment programs which 
until recently were considered hopeless 
and senseless. It is as if faith has to take 
over where there is not as yet a perfect 
rationale for treatment. This conscious 
or unconscious rescue complex, savior 
complex, which Ernest Jones (7) spoke 
of as the psychotherapist’s hidden un- 
conscious notion to be God, seems to 
be a driving force in many who attempt 
to treat such children. Frequently, how- 
ever, the powerful hate directed against 
the forces seen as causing the child’s 
illness turns into hate for the child. In 
a recent paper the author, in conjunc- 
tion with Mandelbaum and Wallerstein 
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(4), described the failure of treatment 
of a psychotic child, in which counter- 
transference, at first in the service of 
the therapeutic program, turned into a 
force that disrupted the treatment. 

These general observations lead to 
more complicated problems as we evalu- 
ate specific training difficulties which 
they create. 

The child psychotherapist who wishes 
to work with severely disturbed children 
brings to us in exaggerated form two 
special problems that will be reflected 
in his relationship with the supervisor; 
the use he makes of the supervisor, and 
his capacity or lack of capacity for ac- 
quiring new techniques for treating 
borderline and psychotic conditions of 
childhood. He has come to the field, 
or to this special task, because of his 
overidentification with the child, his 
wish to rescue the child from terrible 
adults, and his belief that he may be 
the miracle worker who can do it. He 
also brings into the relationship with 
his teacher the daily provocations to 
which he is exposed while working with 
the child and the parents. The situation 
is even more difficult when, as is fre- 
quently the case, he works only with the 
child and a colleague works with the 
parent, In some instances he may not 
work with the parents because the child 
may be hospitalized in a specific Tesi- 
dential center, and the child psycho- 
therapist may then have to work with the 
institutional personnel: cottage parents, 
nurses, and other staff members. , 

The psychotherapist who had certain 
expectations of his own parents, who 
holds certain ideas about the parents © 
the child he is to help, will, of course, 
have similar expectations of other adults, 
certainly of the administrators and suf- 
ervisors in his clinic; the special parent- 
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hating syndrome will frequently be re- 
flected in the use he makes of his teach- 
ers, administrators, and the clinic or the 
hospital. It is true, of course, that any 
student will react toward the supervisor 
in terms of his specific needs in the face 
of authority, and his learning problems 
will be influenced by the conscious and 
unconscious methods he must use to 
please authority, to rebel against it, to 
seduce it, or to comply with a task or 
arrive at a more mature collaborative 
relationship. In my experience these 
problems are more pronounced with 
people who are to be trained in child 
psychotherapy. I have already given one 
reason for this in suggesting the motivat- 
ing forces which bring the child psycho- 
therapist to the field as a cognitive agent 
for the special nature of his problems 
with the supervisor; I believe also that 
the provocations to which the child ex- 
poses him are contributing factors in 
training complications. These difficulties 
are enhanced by the fact that the super- 
visors and administrators—since they 
too are basically identified with child 
psychotherapeutic work—bring prob- 
lems into the situation which are not 
unlike those that the parent of the sick 
child brings to the treatment situation. 
We have then an accumulation of diffi- 
culties that must be faced. 

The borderline or psychotic child 
truly depends on the skill, wisdom, and 
deep commitment of the child psycho- 
therapist, and faces him with constant 
provocations which are enhanced fre- 
quently by the reactions of helpless, 
often very sick parents, who find the 
task of coping impossible. The child 
Psychotherapist brings then to the su- 
pervisor the impossible task, the constant 
emergency, the spilling over of the ther- 
apeutic situation into the social situa- 
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tion, the “interference” of the parents, 
the lack of wisdom on the part of auxil- 
iary personnel in the residental center. 
He frequently brings a kind of involve- 
ment with the child which he perhaps 
cannot communicate to the supervisor, 
either orally or in recorded form, and a 
deep-seated notion that he can rescue 
the child because of a special under- 
standing for him; he does not want his 
work to be interfered with by either the 
parents or the supervisor. He also brings 
to the supervisor deep-seated anxieties 
which such children provoke and bring 
to the foreground. When I suggested re- 
cently during a seminar that the psycho- 
therapist will understand such children 
best if he finds some similar experience 
in himself, one person suggested a week 
later that I had said the child psycho- 
therapist should be potentially psychotic. 
This was perhaps said half in jest, but 
revealed the fear that one can help such 
children only if something is not quite 
right with one’s self, and that this was 
perhaps a requirement of the supervisor, 
who would drive one, as it were, into a 
dangerous mental state. These children 
constantly provoke anxiety of a kind 
which can hardly be contained and 
which floods the supervisory relation- 
ship. 

Regardless of how many years of ex- 
perience any one of us has had in treat- 
ing borderline and psychotic children 
and how many contributions we may 
have made to this field, we must all ad- 
mit, as we try to train psychotherapists 
for work with such children, that we are 
hardly more than beginners. We work 
by trial and error. Each case is for us 
a new scientific experiment, and each 
situation is so new to us that very little 
we have learned from other cases seems 
to be applicable. We are to teach when 
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truly we ourselves are still searching. 
We are expected to give prescriptions 
and to become miracle supervisors for 
miracle psychotherapists, while at the 
same time we are also considered people 
who intervene, who take away from the 
worker his independence and free 
choice. We are seen as immense powers- 
that-be, and are called upon to interfere 
with reality situations not conducive to 
treatment. Sometimes, as the worker 
wants to share with us some of his prob- 
lems in working with these children, he 
sees us as the very people who provoke 
such anxiety-arousing material instead 
of helping him. In one way or another 
we are like the psychotherapist trainee 
himself: in the position of having to 
learn to maintain seemingly impossible 
situations against almost unbearable 
odds. While we may feel like the one- 
eyed who lead the blind, we are also— 
in moments of stress when the psycho- 
therapist faces emergencies he cannot 
bridge—sought out like the Messiah 
who has the secret cure, the magic words 
to save an almost lost situation. 

So far I have made a variety of gen- 
eral statements; I do not know whether 
I am ready to share with you the kinds 
of specific instances which have given 
rise to them. These instances are of an 
intimate nature. Even now many col- 
leagues who have been Supervised by 
me or by others may feel that I have 
them in mind, and may wish to protest 
lest I expose them. Rather than Suggest 
that the characters described are not 
meant to refer to any specific person, I 
would suggest that this material truly 
could mean any one of us, student or 
teacher. I believe that everyone who has 
been supervised while working with such 
children can easily identify himself with 

the characters created, and he will thus 
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believe that the generalization confronts 
him with his own difficulties. Instead of 
trying to prevent such an impression I 
would consider this a first attempt to 
come to grips with the problems of the 
therapist who wants to learn from others 
how to work with severely disturbed 
children. One can hardly develop com- 
passion, skill, and scientific insight with- 
out going through the storms, the doubts, 
the wish to escape, and many other trib- 
ulations described in this paper. Unfor- 
tunately, many therapists will go through 
these storms only to find out that they 
are not suited for this kind of work. We 
have learned that not even a thorough 
analysis can guarantee one the capacity 
for such work. As a matter of fact, I 
know a few especially intuitive workers 
in this field who never went through an 
analytic experience themselves. 

The catastrophic discontinuity of the 
behavior of our young child patients, 
their struggle for psychic survival, their 
constant creation of emergencies—that 
is, the rise of chaotic material to the 
surface of consciousness, which as it 
emerges is translated into external 
emergency situations calling for rescue 
or inviting despair—must find reverbera- 
tions in the reactions of the learning 
psychotherapist. Even though he has 
maintained his own continued technical 
application of his understanding of the 
case, he will show reactions which run 
parallel to the patient's reactions, @ 
weaker edition of the vicissitudes of the 
patient’s inner life as it becomes trans- 
lated within the psychotherapeutic con- 
text. 

The enormity of the patient's problem 
thus finds its way into the supervisory 
relationship. The observations dealt with 
so far would strengthen the belief that 
powerful countertransference reactions 
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constantly enter into the supervisory re- 
lationship, and are expressed sometimes 
in impossible demands on the supervisor 
—for emergency help, for prescriptive 
advice, for his playing a reality part in 
dealing with the parents or the sponsor- 
ing institution; or sometimes in reactions 
of anger and hate against him, since the 
impact of the psychotherapeutic relation- 
ship is at times felt only in terms of the 
impact of the learning situation itself. 
One gains the impression then that 
powerful reactions toward the patient 
who is to be treated and toward the su- 
pervisor from whom one is to learn are 
interfering with the more normal kinds 
of learning problems and thus the ther- 
apists in training are beset constantly by 
crisis, by emergency, by deep-rooted 
conflict. Such an impression would in- 
deed be one-sided, even though a first 
report on supervisory problems en- 
countered with students who wish to spe- 
cialize in work with such severely dis- 
turbed children will naturally stress what 
seems emergent and most obvious, what 
seems to be different from the normal 
course of supervisory processes. I am re- 
minded of earlier methods of reporting 
history. 

Early historians usually stressed the 
crises of civilizations and nations; theirs 
Was usually a history of wars, of con- 
quests, of the sudden destruction of 
nations and heroic struggles for sur- 
vival. Although wars and revolu- 
tions, the sudden disintegration of 
cultures and the sudden emergence of 
New powers on the horizon of history 
are the most vivid points, they by no 
Means give a decisive picture of the driv- 
Ing forces in history. In the same way 
the supervisory work described here can- 
Not be fully understood if we look only 
at the “wars,” “emergencies,” “struggles 
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for survival,” or sudden discontinuances 
of treatment caused by seemingly not 
understood and sudden decisions of par- 
ents or therapists. We must keep in mind 
the long haul of careful gathering of 
clinical data, the slow and sometimes 
spontaneous emergence of insight, the 
development, after many trials and er- 
rors, of stable techniques as applicable 
in each instance, and the psychothera- 
pist’s slowly growing capacity to share 
with the supervisor all relevant clinical 
data as well as his own inner thoughts 
and feelings about treating and about 
learning. The sharing of the provoca- 
tions encountered in the treatment situ- 
ation, the sharing of one’s thinking, one’s 
doubts, one’s hesitancies, and one’s af- 
fects, create a tremendous burden for 
psychotherapist and supervisor alike. An 
extraordinary degree of professional in- 
timacy is required if earnest psychother- 
apeutic work, earnest learning, is to be 
accomplished. Not many people, either 
therapists or teachers, are willing to as- 
sume such burdens. For this reason the 
rate of training failure—the giving up 
of training, the desertion of patients in 
anger or unhappiness, the disappoint- 
ment with the supervisor or with the 
therapist, or with the parent—is much 
higher than is the case in training for 
work with less disturbed patients. 

But if the process succeeds, and it 
often does, the trainee usually makes 
rapid progress, becomes more and more 
intrigued with the task ahead, and fre- 
quently develops his skill, understand- 


„ing, and curiosity to such a degree that 


his dedication to, as well as his relation- 
ship with, the supervisor will soon lead 
toward collaboration on a scientific level. 
This outcome is almost inevitable, since 
it seems to me that psychotherapeutic 
work with such children can be learned 
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and taught only against the background 
of honest experimentation, scientific cu- 
riosity, and earnest dedication. It is inter- 
esting that the supervision of psycho- 
therapists in this particular field is char- 
acterized at one end of its range by the 
very powerful reactions described earlier, 
while at the other end it will slowly turn 
into scientific collaboration. This second 
factor is perhaps the best counterweight 
against the earlier aspects which we be- 
lieve are unavoidable but can be over- 
come if they can lead to the self-disci- 
pline which scientific experimentation 
and therapeutic devotion must bring 
about. 

I have suggested earlier that these 
powerful reactions toward the super- 
visor are frequently reflections of the 
countertransference, a response to the 
parent-child situation in the case of 
childhood psychosis, which are often ex- 
pressed as a problem about learning 
rather than a learning problem, a prob- 
lem about and with the supervisor rather 
than as yet a technical problem. I be- 
lieve our insight will be more complete 
if we see another facet of the problem 
in the person of the supervisor. We are, 
of course, referring primarily to super- 
visors thoroughly experienced in treating 
very disturbed children. They will suc- 
ceed in treating such children and in 
training psychotherapists in this field if 
they combine a deep understanding of 
the psychotic process in childhood with 
therapeutic dedication and a willingness 
to face whatever emergencies may arise. 


One who admires them may speak of 


such supervisors as dedicated teachers 
who make strict but justified demands 
and who are willing to give fully of all 
their knowledge. One who is angry with 
them may speak of them as driven, over- 
demanding personalities, and view their 


PSYCHOTIC AND BORDERLINE CHILDREN 


dedication as unreasonable, megalo- 
manic persistence. Teachers who study 
constantly, work hard, and are never 
satisfied with either their own or their 
students’ answers, are not apt to evoke 
mild responses in those with whom they 
work. Their students become deeply 
committed to them, deeply involved 
with them, and may sometimes turn 
away from them. Some students are not 
able to turn away from the work in self- 
recognition that this work is not for 
them, but can do so only in disappoint- 
ment with the teacher and angrily break- 
ing off the learning relationship. 

August Aichhorn, in speaking about 
certain successful psychotherapists, as- 
cribed their success not so much to their 
skill and training as to their charismatic 
qualities. Patients take to such a psycho- 
therapist instantly; he seems to bring out 
in them a transference readiness simply 
because of the kind of inner qualities 
he conveys. Teachers in the field of 
childhood psychosis may also have a 
way of conveying without words their 
dedication and devotion, curiosity, and 
deep commitment to the student-to-be. 
However, they frequently bring out not 
only strong positive reactions in the 
service of the development of the psy- 
chotherapist, but also, occasionally, neg- 
ative reactions. It is as though one can 
avoid being caught in their enthusiasm, 
their commitment, their scientific curi- 
osity, their willingness to work only if 
one stays away from them or escapes 
them. One might say that they are fa- 
vored by positive, charismatic qualities 
and also disfavored by negative, charis- 
matic properties. 

Inner commitment may become the 
shining example for some, inviting col- 
laboration on the highest level, and may 
be experienced by others as driven over 
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commitment. I have found this to be 
significant in the development of train- 
ing processes, even though the training 
techniques included, of course, a deep 
commitment on the part of the super- 
visor to offer the student a genuine 
choice about entering this work. Some 
of my experiences in training people for 
work with the more normal patient load 
are entirely different from those en- 
countered with people training to work 
with children who suffer from severe 
disturbances. 

A word must also be said about the 
administrative function as we face train- 
ing issues. In The Teaching and Learn- 
ing of Psychotherapy (3), administra- 
tive settings are described in which the 
administrative function is separated from 
the supervisory function. This is not 
always true of organizations dedicated 
to the treatment of children. These 
clinics, hospitals, or residential centers 
are usually small units, and therefore the 
chief of the clinic is frequently the main 
teacher. I believe that the desire to com- 
bine supervisory and administrative func- 
tions often has something to do with the 
nature of work with children. We have 
described earlier the peculiar nature of 
child psychotherapists, frequently still 
rebelling against parents and at the same 
time, of course, much in need of a par- 
ent within the clinical setting in which 
they work. For them the meaning of the 
administrator seems to be quite different 
than for other categories of workers. 
And it is equally true that the person 
who chooses administrative work in a 
clinic for children may have a strong 
need for a paternalistic role, a need 
Which is met by the type of personnel 
found there. If this is the case, it is 
more difficult to develop a supervisory 
system in which the administrative func- 
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tion and the supervisory function are 
separated. I think of children’s clinics 
and residential centers where the direc- 
tor in charge is the main teacher, the 
one whose theoretical and clinical con- 
victions are followed, and who operates 
as the father surrogate for the staff. 

If he is capable of developing toward 
an administrative conviction in which 
the separation of functions is stressed, 
he will encounter a variety of problems 
—the backwash, as it were, of those 
processes discussed earlier, He will be 
involved more frequently in emergency 
types of situations, and will find more 
frequently that psychotherapists within 
his setting, unable to tolerate the learn- 
ing process smoothly, will from time to 
time attempt to get him to solve prob- 
lems which they cannot allow them- 
selves to resolve with the supervisor. 
The supervisor likewise will have more 
need for the help of the administrator. 

Freud (5, 6) once spoke about the 
three “impossible” professions: educat- 
ing, healing and governing. I para- 
phrased him when speaking about the 
responsibility in training psychoanalysts 
(1), which combines all three “jmpos- 
sible” professions. I would like to suggest 
that the training of psychotherapists who 
are to work with borderline and psy- 
chotic children combines four “impos- 
sible” professions. The processes of 
healing, of supervising, of administrating 
such programs are combined with the 
research process. In this particular field, 
many may say that the expectation for 
a yield of scientific results for technical 
intervention is an impossible one. It is to 
the difficulties of this fourfold impossi- 
bility that I am addressing myself to you 
today. The disturbed mother-child unit, 
the symbiotic and autistic struggles for 
survival, the ups-and-downs in the 


580 PSYCHOTHERAPY WITH 
struggle for contact, the withdrawals, the 
ego deficiencies, the fusion states and 
the lack of stable objects, the wildly fluc- 
tuating psychotic transference in these 
children—all make special problems for 
the psychotherapist. We spoke of him 
as someone who may be dedicated to 
notions of rescuing the child from the 
traumatizing source; who himself is in 
direct or indirect rebellion against parent 
figures, against authority; who struggles 
for independence and is in need of help 
and thus has his special problems with 
the teacher. The character of his work 
will increase his problems many a time. 
The training will suffer from the fact 
that people who work with such chil- 
dren possess not only special talents and 
gifts, but also have idiosyncrasies so that 
it is not easy for them to fall into the 
conventional pattern. The same, of 
course, might be said of administrators 
of such programs, as well as of teachers 
ready to teach in a field in which there 
is not as yet a stable body of knowledge 
or theory, and in which available re- 
search does not keep up with the de- 
mands made on us. It is as if we ask our 
students to do research while they learn, 
to be learners as well as discoverers, re- 
cipients of available skills as well as ex- 
plorers of unknown regions of the mind. 
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DISCUSSION 

Lester Lusorsky, Px.D.:* Dr. 
Ekstein is a good example of the dedi- 
cated combination of therapist and re- 
search worker of whom he speaks. He 
is easy to convince of a patient's worth- 
whileness and hard to deflect from this 
opinion once he gets involved in the 
treatment. One cannot help catching his 
enthusiasm about the treatment of bor- 
derline and psychotic children after read- 
ing this paper or such papers as Ekstein’s 
“The Space Child’s Time Machine” 
(THE JOURNAL, 23:492-506, 1953). 

Dr. Ekstein’s paper is on the training 
of a hardy breed of therapists—those 
Who deal mainly with borderline and 
psychotic children. I shall comment 
mainly on his ideas about the qualities 
of these therapists. I have never trained 
a man who was going to do this kind of 
therapy, but I have had a special oppor- 
tunity to assess and select many psychi- 
atric residents, some of whom became 
child therapists. 

Two differences between psychother- 
apeutic work with children and adults 
are posited by Dr. Ekstein. First there 
18 a personality difference in the thera- 
Pist working with children: his strong 
identification with the child and hostility 
to the child’s parents result in a need to 
Tescue the child from them. Now if we 
Substitute “patient” for “child” we will 
recognize this pattern in therapists of all 
Kinds. It is likely that most psychothera- 
Pists regardless of professional or theo- 
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retical orientation have strong sympathy 
for children, the weak, and the under- 
dog. Psychiatrists as compared to other 
medical specialists tend to have political 
attitudes which imply questioning of au- 
thority. According to a survey conducted 
by Medical Economics about ten years 
ago, more psychiatrists are independ- 
ents, liberals, or Democrats than physi- 
cians in other specialties. Dr. Ekstein 
wonders whether the phenomenon he 
describes would hold up under more sci- 
entific scrutiny, that is, does this special 
type of child therapist show this pattern 
more frequently than other therapists? 
I am sure someone who has not been 
through the agonies of a selection re- 
search will have the strength to do a 
proper study of child therapists. I can 
offer—instead of the unavailable sci- 
entific study—some impressions based 
upon Menninger School of Psychiatry 
residents who definitely went on to spe- 
cialize in child psychiatry (and exclud- 
ing those who merely spent a portion of 
their residencies on the child service). 
Not many of the residents went on into 
child psychiatry. I have information on 
only 14, about half of whom tried to 
treat according to Dr. Ekstein’s methods. 

A large percentage of these 14 appear 
to me to have more than the usual prob- 
lems in dealing with persons in author- 
ity. Almost half of them have had such 
poor relationships with authority figures 
that at one point in their careers they 
were dropped, or on the verge of being 
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dropped, from their positions. Others, 
without showing obvious friction, tended 
to keep themselves sequestered from 
contacts with such figures. I know little 
of how the 14 dealt with their patients’ 
parents, but with the patients themselves 
they felt generally comfortable, warm, 
and close. (It should be added that all 
but 2 of the 14 functioned adequately 
as child therapists. They are not neces- 
sarily poor therapists because they tend 
to have difficulties in relations with their 
own authority figures.) 

Those who choose to treat children 
probably are more comfortable with 
peers than with superiors. In the course 
of the selection research at the Men- 
ninger School of Psychiatry, Dr. Robert 
Holt and I had the residents rate each 
other on many qualities, including 
whom they considered to be the “best 
child psychiatrists.” (In this setting the 
term is almost identical with “best child 
psychotherapist.”) The 10 residents who 
were chosen as best overlapped least 
with “10 bests” in other skills. Appar- 
ently it is difficult to be considered good 
in this skill and in other skills. The only 
overlap was with choices of “most emo- 
tional warmth” and “probably has most 
best friends,” indicating that these “best 
child psychiatrists” were thought to be 
“good Joes.” However, this finding de- 
rives from an early point in the residents’ 
careers when most of them had had little 
contact with children as patients. 

According to Dr. Ekstein, the second 
basic difference between psychothera- 
peutic work with children and work with 
adults is that the child therapist must in- 
clude, as part of his therapy, working 
with the child’s parents or parent sur- 
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rogates. I wonder whether we can state 
this excellent observation another way: 
The therapist must learn to deal with 
his own countertransference reactions to 
the patient so that he does not have to 
act them out against the patient’s par- 
ents. Put in this way we can see how this 
second difference may have in it a prob- 
lem which derives from the first. To 
work well with parents the therapist 
must have learned to deal with his own 
overidentification with the child patient. 
I would suggest, on the basis of the 
limited evidence given above, that child 
therapists come to their work particu- 
larly poorly prepared to deal with this 
facet of the countertransference prob- 
lem. And I would suggest further that 
if the therapist can deal with his hostility 
to the child’s parents he will be a better 
model for his child patient. This is well 
illustrated by Ekstein and Friedman,’ 
who show how the therapist went along 
with all the antisocial conduct of Frank, 
a “borderline” teenager, as a way of 
communicating with him, but neverthe- 
less maintained an image of the therapist 
as a doctor for the patient to identify 
with. At the point where Frank became 
anxious about pulling the long planned 
“big heist,” the therapist said: “Tm be- 
ginning to wonder if casing these joints 
and pulling these heists hasn’t been mak- 
ing you dissatisfied and unhappy. I used 
to know a little bit about this doctoring 
business that I used to do before they 
caught up with me and put me in the 
stir. Maybe you'd rather I worked with 
you as a Doc than as a gangster.” That 
is, the therapist is offering himself not 
as an accomplice against the parents, but 
as a person who has made his peace 
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with authority figures and as such is a 
positive parent figure with whom the 
patient can identify. 

Dr. Ekstein stresses the positive value 
of the therapist’s countertransference for 
his understanding of the patient and in 
this he is supported by a current trend 
in the literature (e.g., H. Racker and M. 
Little). I think the countertransference 
may have another value as well which 
transcends understanding: The thera- 
pist must have some powerful motiva- 
tional wellspring to sustain him through 
such heroic endeavors. The crucial prob- 
lem is how the flow is capped at the right 
times and then properly funneled and 
purified. The therapist in our illustra- 
tion may also get satisfaction from plan- 
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ning the big heist. But he also must find 
satisfaction in offering himself as a par- 
ent figure who would work out the mo- 
tives for the big heist. I am pointing out 
the value of the therapist's motives for 
sublimation. The motives contained in 
the therapist’s countertransference which 
potentially get in his way in properly 
carrying out the treatment may be the 
very motives which sustain him through 
the treatment. We need not just “tol- 
erate” the countertransference but, like 
the odor of Schiller’s rotten apples, enjoy 
their positive value. As a catalyst to 
imagination, Schiller’s apples stimulated 
higher functions than olfaction; so too 
the countertransference of the therapist 
can be used in a higher service. 


CHILDHOOD SCHIZOPHRENIA AND MENTAL 
RETARDATION: DIFFERENTIAL DIAGNOSIS 
BEFORE AND AFTER ONE YEAR 
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The paper attempts to clarify the differential diagnosis between childhood 
schizophrenia and mental retardation at the preschool, preverbal level. Diag- 
nostic techniques include standardized play observations and psychological 
tests, both administered before and after a year of psychotherapy. The tech- 
niques yielded statistically significant differences between the clinical groups 
before psychotherapy and revealed statistically significant changes with psy- 
chotherapy. This is in an interim report. A second year of psychotherapy is 
in progress. 


Ss‘ CHILDHOOD schizophrenia and 
its possible variant, early infantile 
autism, were first described, their differ- 
ential diagnosis from various types of 
mental retardation has been a serious 
problem (1, 3, 6). The distinction is still 
problematical in many cases. Psycholog- 
ical testing has made an important con- 
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tribution where in most cases it has been 
able to reveal superior or average intel- 
lectual potential in an otherwise ap- 
parently retarded child. Here the psy- 
chotic or other psychiatric disturbance 
played the major role in pseudo retarda- 
tion. However, not all cases are so read- 
ily differentiated and in recent years @ 
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gumber of studies have approached this 
problem. Among them is the present 
study, from which this report emerges 
a a prelimin iry and tentative contribu- 
tion. 


The project from which these samples 
are derivcd has undertaken a longi- 
tudinal study of schizophrenics, retard- 
ates and normals for at least a two-year 


period for cach of some 63 children. 
The project has a double purpose: 
(a) to expand our understanding of play, 
ego functions and ego development; (b) 
to clarify the differential diagnosis be- 
tween childhood schizophrenia and pri- 
mary mental retardation, To this end, a 
large varicty of procedures have been 
applied to both the children and their 
parents. These measures include play 
observations, psychological testing, Q- 
Sorts, semantic differentials and ques- 
tionnaires. Each of these procedures 
yields a variety of scores. 

The present report needs to be viewed 
in the context of this extensive project. 
Only the problem of differential diag- 
nosis is considered. Further reports will 
include data on ego theory. Among the 
many measures used, findings from only 
two are reported here: the play observa- 
tions and the psychological tests of the 
children. Among the many scores de- 
rived from the play observations, only 
the gross scores denoting presence or 
absence of certain behavioral acts are 
reported. Finally only one year of ther- 
apy is studied—the second year is in 
progress. 

The problem of differential diagnosis 
Was attacked at two levels. Initial dif- 
ferences were evaluated and then re- 
examined after a year of therapy. It 
was hoped that therapy might sharpen 
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tory, psychiatric examination, neuro- 
logical examination, and observation of 
the child in a standard play situation. 


‘The second-year drug program involves other “tranquilizers.” 
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TABLE 1. INTRAPAMILIAL, CULTURAL AND AGE CHARACTERISTICS OF SAMPLE 


Characterutie Schizophrenics Retardates Normale 
Intrafanilial | 
Mean number of siblings ; 2.0 to 
Predominant ordinal position Ist Ist Ist 
ae s s 31 s 
Father 35 36 as 
Mean years parents married 8 7 8 
Cultural j 
Per cent with annual income over $6000 2% 71% 0% 
Per cent with college degree 
Mother 25% 0 80% 
Father 50% 17% 20% 
Predominant religion Jewish Jewish Protestant 
Mean age in months* 45.3 41.2 50.9 
No. of subjects r 6 10t 
* Age at first play observation. 


t Data for one of the 11 normals is missing, except for his age. 


Schizophrenics. 1) Prolonged with- 
drawal reaction (physical, social and/or 
emotional). 2) Consistently and charac- 
teristically bizarre motility patterns. 3) 
Prolonged, seriously disturbed sleep 
patterns. 4) Extraordinary resistance to 
change. 5) Speech (where present) char- 

ized by pronominal reversal, im- 
mediate or delayed echolalia, failure to 
be used for conventional communica- 
tion, and bizarre associations. 6) Cata- 
clysmic panic reactions. 7) Low spon- 
taneity, affective flatness and/or inap- 
propriateness. 8) Persistent marked 
negativism. 9) Absence of demonstrable 
organic brain damage. 


Retardates. 1) Reasonably symmetri- 
cal general retardation in emotional and 
intellectual development to patterns 
more typical of younger children. 2) 
Speech development slow and appro- 
priate to younger age period. 3) Ab- 
sence of marked social withdrawal, 
negativism, bizarreness, or other evi- 


dence of psychosis. 4) Absence of 
demonstrable organic brain damage. 


Normals. Average or higher intellec- 
tual ability, with generally healthy emo- 
tionality as verified by history and home 
and school observations. 


Matching. An attempt was made to 
match the three samples on (a) intra- 
familial characteristics, (b) cultural 
factors and (c) age. The results are 
shown in Table 1, where it can be seen 
that the three groups are well matched 
on intrafamily characteristics such aS 
number of siblings, ordinal position E 
subjects, age of parents and length Ol 
marriage. On the other hand, matching 
for cultural factors is weak. The nor- 
mals have the highest economic-educa- 
tional status, the retardates the lowest. 
The schizophrenics rank in the middle. 
The predominant religion of the norm 
is Protestant, while that of the schizo- 
phrenics and retardates is Jewish. These 
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discrepancies may reflect a multitude of 
factors possibly the difficulty of lo 
cating retardates, the high social status 
of the local nursery, and the reported 
(2) selectivity in the incidence of child- 
hood schizophrenia and/or retardation. 
Table 1 also shows that age matching 
was somewhat weak. The normals 
are the oldest (50.9 + 8.1 months), 
the schizophrenics next (45.3 + 5.2 
months) and the retardates the youngest 
(41.2 + 6.2 months), At present, the 
normal sample is being enlarged with 
the intention of correcting the age dis- 
crepancy. 


Methods 


Treatment Techniques. For ST, psy- 
chotherapy included weekly one-hour 
sessions for each child, weekly one-hour 
casework for each parent, and weekly 
group psychotherapy for both parents. 
For RT the treatment program was the 
same, except that group therapy was 
used in place of individual therapy for 
3 of the retardates. The other 3 RT 
members were so disruptive to their 
group that individual therapy was neces- 
sary. 

For SD, treatment consisted of gradu- 
ally increasing (40 to 160 mg) daily 
doses of Benadryl taken four times 
daily, For N, attendance at Riverside 
Nursery School was required. There 
was no utilization of psychotherapy Or 
drugs. 


Evaluation Techniques. 1. Play Ob- 
servations: Since most of the subjects 
Were nonverbal and many were non- 
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indicating that a given category 
havior was present during all 5 jo 
intervals. For a pair of play runs, 

highest score is 10. 


These eight score categories were 


derived and used in other parts 


__ a, of the 
* Several more complex and refined play scores are COU ives 11-point scales for each of the 


project (4, 5). Throughout, the basic scoring pera, that behavior is present and is rar 
denote that it is present and is aeee aP ct in- 
through 5 denote varying intensity 


eight scoring categories. Points 7 and above 
panied by positive affect; points 5 and below 


negative affect. Points 7 through 11 and 1 
volvement. 


A pair of play runs, separated from 
each other by a two-week interval, pre- 
ceded initiation of the therapy program. 
After therapy began, these pairs 

at three-month intervals 


2. Psychological Tests: Tests included 
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an LQ. test and the Gesell Develop- 
mental Schedule. The Stanford-Binet, 
Form L, was the I.Q. test used, unless 
a basal of 2 years could not be estab- 
lished; in these cases the Cattell Infant 
Scale, a downward extension of the 
Binet, was administered until a basal 
could be estimated. 

The tests provided three scores: (a) 
Functioning Binet-Cattell 1.Q., based on 
the standard technique of obtaining a 
basal and adding passes until a ceiling 
was reached.’ (b) Potential 1.0., based 
on the highest age level of any passed 
item on the Binet-Cattell, or on the 
highest previous level of attainment re- 
ported on the Gesell test. Where the two 
techniques for establishing the potential 
yielded a discrepancy, the higher poten- 
tial was used. Thus if a child once talked 
normally, his potential was considered 
average even though he showed no evi- 
dence of average potential on the Binet- 
Cattell test. (c) Specific disabilities, 
based on the test profile of the Gesell. 
This scale provides developmental ages 
for each of seven areas of functioning: 
gross motor, visuo-motor, language, 
toilet training, feeding, dressing, and 
play. Each of these scores then yields 
a diagnostic profile for each child. The 
profiles were inspected and any specific 
weak areas were noted, within the 
framework of each unique profile. A 
profile was considered consistent, with 
no specific disabilities, when all seven 
developmental ages fell approximately 
within one year of each other. 

Tests were administered during the 
summer and fall of 1958, and approxi- 


* At first, a “modal I.Q.” was employed to denote th i i 
> : i e age level at which most of the test items 
are pe This technique was later discarded, since it seemed that the modal level chan, 
very little, even when the over-all number of passes greatly increased; that is, stand 
functioning I.Q. seemed a more sensitive indication of change. i 
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FARLI 


+ COMPARISON OF AVERAGE PRETREATMENT PLAY SOORTE FOR 
NORMALS 


SCHIZOPHRENICS, RETARDATES AND 


Disruptive 


Degree of organisation 


t P denotes probability value of the F ratio. 


mately a year later in 1959. The con- 
trol group was tested after two weeks off 
drugs in 1958. In 1959, half the control 
group were tested on drugs and half 
off. The normals were not tested. It 
was assumed they would be at least 
average in LQ., would show little dif- 
ference between their functioning and 
potential 1.Q., and would have con- 
sistent developmental profiles. 


RESULTS AND DISCUSSION 
Initial Differential Diagnosis 

Play Observations. Table 2 shows 
the pretreatment play score results.* 

1. Things: Using the p 
sence criteria described, the schizo- 
phrenics and retardates were undiffer- 
entiated from each other on the play 
scores relating to things, while both 
were significantly different from the 
normals in three of the four scales. 
Compared with the normals, the re- 
tardates and schizophrenics showed less 


transportation play, disruptive 

ad a tower degree of orgiak- 

ton ot their play. With regard 1o Soe 
schizophrenics. 

2. Persons: Table 2 shows that the 
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‘The scores on the two pretreatment play runs are summated for each child. 
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impaired in their relations with persons. 
On the other hand, the schizophrenics 
were impaired in their relations with 
both things and persons. 


Psychological Tests. Psychological 
tests yielded subjective findings as well 
as objective measures. 

1. Subjective Findings: These so- 
called nontestable children are usually 
so absorbed in some autistic operation 
that the test materials are either totally 
ignored or they are used as part of 
some autistic process. For example, a 
child may glance momentarily at a pic- 
ture card you want him to point to, as 
he continues tapping, climbing, mastur- 
bating, or screeching. Again, he may 
urinate on the blocks in order to wet 
them and shuffle them around the floor, 
just as he does with everything else he 
touches—all this if he is not, from the 
moment he enters the room, pulling on 
the door in a single-minded, persistent 
attempt to leave. If he is able to per- 
ceive the materials as such, the problem 
then arises whether he will give a score- 
able response. For example, if he can 
attend to a card with several objects on 
it and you ask him to point to one, he 
may actually reach out to touch the 
card, only to finger all the objects in 
random fashion, so that it is never clear 
whether he knows the one you are ask- 
ing for. As another example, if you are 
interested in how high a block tower 
he can build, you may never know, be- 
cause he likes to knock the tower down 
after he has three blocks standing. 

It seems that these children do best 
when two conditions are fulfilled: First, 
they seem better when no interaction 

with the tester is required for them to 
pass an item. If they are left to tinker 
with an object by themselves, they may 
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come up with the right solution, pro- 
vided the object maintains their atten- 
tion. A second condition, related to the 
first, is that the task have only one 
possible solution, that there be no 
choice. For example, a round disc may 
find its way into a round hole. How- 
ever, if a round, a square, and a tri- 
angular disc are presented simultane- 
ously, the child may very well become 
absorbed in manipulating the discs, 
rather than putting them into their 
holes, If still more choices are presented 
and the element of examiner request is 
one of them, the likelihood of a score- 
able response decreases. For example, 
if a tower of blocks is requested, the 
child is likely to do any number of 
things with the blocks, including mouth- 
ing, biting, tapping, scribbling on them, 
banging them together, or heaving them 
at the examiner’s head. 

It is not surprising that these children 
are considered nontestable. Nevertheless 
they were tested in the hope that this 
might shed some light on the problem 
of differential diagnosis. 

2. Objective Findings: Table 3 shows 
the quantitative results of the initial 
psychological testing. It can be seen that 
the mean retardate Functioning 1.Q. of 
53.2 (+17.2) was 18.1 points (signifi- 
cantly) higher than that of the schizo- 
phrenics, which was 35.1 (+10.9). On 
the other hand, there was no significant 
difference in the Potential 1.Q.s of the 
two groups, the schizophrenic mean of 
74.0 (+28.3) and the retardate mean 
of 84.2 (+23.2). These findings jointly 
suggest that the schizophrenic group 'S 
functioning further below its potential 
than is the retardate. Furthermore, since 
the Potential T.Q. is estimated from the 
highest level of functioning, the results 
imply a greater inconsistency in the 1 
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TABLE 3. COMPARISON OF INITIAL PSYCHOLOGICAL TEST SCORES OF 
SCHIZOPHRENICS AND RETARDATES 


Test Score | Schizophrenics Retardates e pt 
Functioning 1Q | “aah 53.2 2.55 05 
Potential IQ | 74.0 84.2 7 _- 
Specific disabilities} Language 

Toilet training None 
Age at testing (months) 56.6 46.2 
Number of subjects 12 6 


* t denotes £ test comparing means. 
t p denotes probability value of ¢ test. 
t Majority incidence. 


tellectual functioning of the schizo- 
phrenic child. This same finding is 
supported by the results from the test 
profiles of the Gesell. They reveal spe- 
cific disabilities for the schizophrenic 
group in both language development and 
toilet training. On the other hand, there 
were no specific areas of weakness for 
the retardate group. 

Thus, the psychologicals show that 
the schizophrenics are more inconsistent 
in their intellectual development than 
are the retardates. The schizophrenics 
show a greater discrepancy between 
functioning and potential 1.Q., and spe- 
cific disabilities in language and in toilet 
training. 

The initial findings are so consistent 
with the clinical literature (2) that they 
merely represent a quantification of the 
following clinical impressions: (a) that 
Schizophrenic children are more dis- 
turbed in their interpersonal relations 
than are retardates; (b) that schizo- 
phrenics are more inconsistent in their 
intellectual performance than retardates; 
and (c) that schizophrenics are particu- 
larly impaired in language and toilet 
training. Thus, the results point to some 


scores. 


*The score for the 8th play run is doubled for ready comparison with the pair of pre 


possible quantitative indices for the dif- 
ferential diagnosis of childhood schizo- 
phrenia and retardation. The data on 
the other measures in this project, and 
on the second year of therapy, may 
serve to provide more refined discrimi- 
nators or to elucidate the present find- 


ings. 
Changes after a Year of Psychotherapy 


Play Observations. Table 4 compares 
the average play observation scores be- 
fore and after® a year of psychotherapy 
for ST’s, SD’s, and RT’s. 

1. Things: It can be seen that RT’s 
showed the greatest improvement in 
their relations to things and ST’s also 
showed improvement, while SD’s 
showed none at all. Specifically, RT’s 
showed a significant increase in the 
frequency of their transportation play, 
a significant decrease in their disruptive 
play, and a trend toward an increase in 
the degree of organization of their play. 
That is, RT’s improved in all the three 
areas which were weak before treat- 
ment, ST’s showed a significant increase 
in the degree of organization of their 
play and a trend toward an increase 1 


treatment 
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their transportation play. That is, ST’s 
showed improvement in two of their 
four weak areas. By contrast, there were 
no changes in the control group, SD. 
2. Persons: In their relations with 
persons, again the ST and RT groups 
make progress, while the control or 
SD group does not. In fact, the SD 
group seems to show some regression. 
ST’s show a statistically significant in- 
crease in the organization of their com- 
munication. This represents an improve- 


TABLE 4. COMPARISON OF PRE- AND 
POSTTREATMENT AVERAGE PLAY 
SCORES FOR ST, SD AND 


RT GROUPS 
Things: 

‘Transportation 

Pre 3.7 

Post 6.0 
Imaginative 

Pre 1.2 

Post 1.0 
Disruptive 

Pre 9.0 

Post 8.0 
Degree of organization 

Pre 3.3t 

Post 6.7 

People: 

Own body 

Pre 9.8 

Post 10.0 
Other as person 

Pre 4.3 

Post 6.7 
Other as thing 

Pre 6.5 

Post 6.7 
Level of communication 

Pre 4.8t| 5. 

Post 8.3 2 

No. of subjects 6 


* Probability value beyond .20, denoting a 
tendency toward significance, 

t Significant beyond .05 level. 

t Comparisons are based on 5 of the 6 retar- 
dates, since 1 does not yet have first year of ther- 
apy. 
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TABLE 5. COMPARISON OF INITIAL AND 
SECOND PSYCHOLOGICAL TEST SCORE 
FOR ST, SD AND RT GROUPS 
-——— 


Test Score ST SD RT 
Functioning IQ 
Initial 87.2 33.0 47.4* 
Second 39.8 31.5 49.6 
Potential IQ 
Initial 68.7 79.3* | 76.2 
Second 70.0 71.8 | 77.8 
Specific disabilities a 
Initial Language and 
toilet train- 
ing 
Second Language 
Ageinterval(months)| 10.0 9.7 8.4 
No. of subjects 6 6 5 


* Denotes probability value beyond .20, denot- 
ing tendency toward significance. 


ment in one of four impaired areas. 
RT’s show a tendency to a decrease in 
relating to persons as things. This repre- 
sents a gain in a relatively unimpaired 
area. In contrast, the control group, SD, 
tends to relate less to persons as per- 
sons, and more to persons as things. 
This indicates some deterioration in 
two of four impaired areas for SD. 


Psychological Tests. The results on 
the psychological tests (Table 5) were 
consistent with those on the play ob- 
servations. The two psychotherapy 
groups improved, retardates the more 
solidly, while the control group showed 
some regression. 

1. Functioning 1.Q.: RT’s showed a 
tendency to improvement in Function- 
ing LQ., while ST’s and SD’s showed 
no significant change. Further, after 4 
year of therapy, the mean ST 1.Q. was 
somewhat higher, while the mean sD 
LQ. was somewhat lower than the mean 
before therapy. 

2. Potential I.Q.: RT and ST groups 
Were not significantly changed in their 
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Potential I.Q., while SD’s showed a 
trend toward a decrease. 

3. Specific Disabilities: While the RT 
group had no specific disabilities before 
treatment, ST and SD groups were 
specifically impaired in language and 
in toilet training. After a year of psy- 
chotherapy, the schizophrenics lost their 
toilet training disability. (This finding 
may very well be an artifact, an effect 
of maturation rather than therapy, since 
toilet habits are established during the 
year covering the mental age of our 
subjects as they progressed through the 
year of therapy.) 

The results do not confirm the ex- 
pectation that the schizophrenics would 
show more changes with psychotherapy 
than the retardates. On the contrary, 
the retardates showed somewhat more 
substantial gains. Nevertheless, the re- 
tardates were still retardates in terms of 
their I.Q.s, so that it cannot simply be 
argued that they were misdiagnosed at 
the beginning of the project. On the 
other hand, the results challenge the 
prevalent hopeless attitude with regard 
to treating retardates, in contrast to the 
relative optimism about treating schizo- 
phrenics. Of this sample, both groups 
benefited from psychotherapy. Whether 
the second year of psychotherapy or the 
More refined evaluation techniques will 
show more subtle clinical gains is to 
be seen. 


SUMMARY 

This is a preliminary and partial re- 
port on a schizophrenic and a retardate 
group followed over a two-year therapy 
Period and evaluated by a variety of 
Measures. This aspect of the project at- 
tempts to clarify the differential diag- 
nosis between childhood schizophrenia 
and primary retardation at the pre- 
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school, preverbal level. Evaluation tech- 
niques are applied before and after a 
year of psychotherapy. 

The sample included 12 schizo- 
phrenics, 6 retardates, and 11 normals, 
all preschool boys, living at home with 
intact families. There was an attempt to 
match the groups on age, cultural and 
intrafamilial factors. The 12 schizo- 
phrenics were divided into two sub- 
groups of 6 each, one psychotherapeuti- 
cally treated, the other a Benadryl- 
treated control group. The 6 re- 
tardates were all psychotherapeutically 
treated. A retardate control group is 
now being assembled. The normals were 
all enrolled at a local nursery school. 

The evaluation techniques comprise 
1) measures of the presence or absence 
of particular behaviors as observed in 
a standardized play situation and 2) 
psychological tests. 

The results before the year of therapy _ 
yielded statistically significant differ- 
ences on both the play observations and 
the psychological tests. In their play, the 
retardates resembled the normals in 
their relations with persons, while they 
resembled the schizophrenics in their 
relations with things. In contrast, the 
schizophrenics were severely impaired 
in both their relationships to things and 
to persons. 

On the psychologicals, the retardates 
achieve a higher Functioning 1.Q, than 
the schizophrenics. On the other hand, 
their Potential 1.Q. was about the same. 
This would indicate a greater variability 
in the intellectual functioning of the 
schizophrenics. This finding is supported 
by analysis of the test profiles. The re- 
sults show that the schizophrenics are 
especially impaired in language and 
toilet training habits, while the re- 
tardates show no specific disabilities. 


594 


The results after a year of psycho- 
therapy show statistically significant 
gains for both psychotherapeutically 
treated groups, the schizophrenics and 
the retardates. Contrary to expectation, 
the retardate psychotherapy group 
seems to have made more substantial 
gains. The schizophrenic control group 
showed some evidence of regression. 
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The findings suggest possible quanti- 
tative indices for differentiating between 
schizophrenic and retarded preverbal 
children. The play observations, the 
psychological tests, and the response to 
therapy all seem to yield useful leads. 
More extensive data now being gathered 
should serve to substantiate, modify or 
amplify these leads. 
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DISCUSSION 

Hyman Spotnitz, M.D., MED. 
Sc.D.:* This paper reflects the amaz- 
ing change in our attitude toward schizo- 
phrenia. When I started to practice, it 
was about the worst label one could 
give a child—a sentence that usually 
doomed him to an institution. He was 
generally regarded as much worse off 
than the mentally retarded child. Now, 
with our growing optimism about treat- 
ment, we are concerned about the fact 
that some youngsters who appear to be 
mentally defective but are actually 
schizophrenic are being placed in in- 
stitutions for mental defectives instead 
of being treated for emotional disturb- 
ance. We need to sharpen our diagnostic 
criteria in a major problem area: the 
differentiation of schizophrenia in early 


*New York, N.Y. 


childhood from mental retardation. 

I shall not attempt to give a con- 
sidered opinion on the findings reported 
at the end of the first year of this project 
in differential diagnosis. My study of 
this paper gave rise to questions which 
it would be impossible for me to answer 
without reference to more data and case 
material. I shall just note a few impres- 
sions of the study and its significance. 

Is it possible to establish quantita- 
tive techniques for the differential diag- 
nosis of preschool, preverbal schizo- 
phrenia and retardation? That hypothe- 
sis was explored in this study and was 
substantiated by the treatment findings- 
However, in view of our difficulties 1m 
qualitatively distinguishing the various 
types of schizophrenia and mental re- 
tardation, there is some question in My 
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mind whether the time is ripe for to be no more a therapeutic impasse 
quantitative studies. Nevertheless, the than childhood schizophrenia. 
development of quantitative objective Mental deficiency is being increas- 
methods for differentiating psychotic ingly associated with emotional dis- 
disorders has been something to which orders—psychotic, borderline or milder 
many investigators have aspired. Few states. In my own experience, remark- 
if any have achieved satisfactory results. able improvement in ego functioning can 
Dr. Loomis and his co-workers are be brought about when children suffer- 
therefore to be congratulated on their ing from these conditions receive psy- 
ingenuity and industry in undertaking  chotherapy. I have supervised psycho- 
this difficult task. therapists who have secured good 
b The second hypothesis—that the results with retarded children. Similar 
schizophrenics would show more results have been reported by other in- 
changes in psychotherapy than the re- vestigators using group therapy. Diag- 
tardates—was not borne out by the re- nosis and treatment go hand in hand in 
sults, as the authors themselves point these conditions. It is no longer tena- 
< out. In other words, it is claimed that ble, in my opinion, to commit young- 
tetardates made more substantial gains sters to institutions for the mentally de- 
than the schizophrenics during their first fective until they, and possibly their 
_ year in psychotherapy, though the re- parents, have received such treatment. 
` sponses of both groups were not clini- The authors’ enterprise, industry and 
cally startling. My own experience surprising results may serve as encour- 
would tend to confirm this. These chil- agement to them and others to continue 
dren respond dramatically only after psychotherapeutic research in this field. 
several years of psychotherapy. It would be well to investigate, too, the 
It is obvious that the children in both value of emotional therapy for children 
groups suffer from ego-defective states suffering from encephalitic and post- 
resulting in part from impoverished encephalitic diseases, from cerebral 
child-parent relationships. We shall have palsy, epilepsy, brain damage, demyeli- 
to await later reports before determin- nating diseases, and other neurological 
ing to what extent the retardates have conditions caused by prenatal or post- 
defects which do not respond to emo- natal factors. The extent to which these 
~ tional therapy. children can respond to- emotional 
The authors point out that their re- therapy has yet to be determined. ; 
sults “challenge the prevalent hopeless The need for institutionalization o! 
attitude with regard to treating re- children with mental and emotional ro 
tardates.” This is a highly important ditions will eventually decrease, I be- 
finding of their study, for a whole new lieve, as we continue to ee on. 
field, psychotherapy with mentally re- skills in psychotherapy. Their ee 
tarded children, is opened up. Mental ment holds great promise for the he 
retardation in childhood may turn out of orthopsychiatry. 


PEDIATRIC HOSPITALIZATION OF PSYCHIATRIC 
PATIENTS: DIAGNOSTIC AND THERAPEUTIC | 
IMPLICATIONS* 


PAUL C. LAYBOURNE, M.D., and HERBERT C. MILLER, M.D. 
Department of Pediatrics and Psychiatry, University of Kansas Medical Center, Kansos City, Kansos 


Since the hospitalization of children in a psychiatrically oriented children's 
hospital will often bring about a remission in symptomatology, we have used 
such hospitalization as a therapeutic and diagnostic tool with emotionally 
disturbed children. When there is a question whether a symptom is organic 
or psychogenic, the hospitalization of the child allows for another dimension 
of observation in clarifying the nature of the illness. Children who are in 
need of temporary removal from their homes can be hospitalized on a pedi- 
atric ward and psychotherapeutic work can then be undertaken to alleviate 
some of the more serious symptomatology before long-term work in some | 
other setting is begun. This is particularly true of such disorders as psycho- 
genic vomiting, ulcerative colitis and severe bronchial osthma. 


ho ing HOSPITALIZATION in a atric inpativ n. sdice for a period of 
children’s hospital can have diag- several days to | (ew months can often 
nostic and therapeutic implications for clarify a dif cult diagnostic question OF 
emotionally disturbed children. Recently help resolve emotional problems which 
Rose and Sonis (1) have indicated the otherwise might not have been resolved 
efficacy of using a general pediatric hos- on an outpatient basis. 

pital for the care of children in emo- 

tional crisis. Solnit (2) has reported its VARIOUS ASPECTS OF THE 

benefit to psychological as well as physi- HOSPITAL SETTING j 
cal health. Ten years of experience I. Organization. A brief description 
working in two hospitals devoted to of our setting is given, so that its ad- 
general pediatrics have impressed upon vantages and limitations can be under- 
us that admission of a child to a pedi- stood. All the children referred tO m 
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this paper were hospitalized on general 
pediatric wards in which the children 
were segregated only by age. The nurses 
had basic training in pediatrics but not 
im psychiatric care. The psychiatric 
team, composed of the psychiatrist, psy- 
chologist, psychiatric social worker and 
tric resident, frequently met with 

) the pediatric nurses to discuss problems 
Concerned with the care of particular 
children. The nurse’s aides usually were 
from lower socioeconomic strata, having 
no special training except that provided 
in a gencral hospital. Their level of 
psychiatric sophistication was low, 
Which frequently led to difficulties. All 
pediatric residents were required to 
Spend three to four months full time in 
pediatric psychiatry. The full-time pedi- 
atric staff was warmly accepting of psy- 
chiatry. The pediatric nursing service 
“emphasized the emotional needs of chil- 
dren to the student nurses and each stu- 
dent nurse spent a week as a “play 
T nurse,” taking toys to the ward and 
playing with the children in order to 
better understand their thoughts, as evi- 
enced in their reactions. This phase 
vas supervised by the instructor of 
y in pediatrics. Occupational 
therapy was available and was utilized 
by the medical staff. There was a school 
Which the children were encouraged to 
attend if they could, or bedside teach- 
ng was available if they could not at- 
tend the school. The psychiatric team 
Was geographically located in the De- 
partment of Pediatrics. Gray Ladies 
3 utilized at Children’s Mercy Hos- 
and in many cases rendered a 
able service, as will be illustrated 


AL. Diagnostic aspects of hospitaliza- 
t. Our experience confirms the im- 
on of Rose and Sonis (1) that short- 


have elsewhere (3) reported, these sym- 
toms usually in a few days 
when the is from the 
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Donald, a 12-year-old boy, was admitted 
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father was responsible 


‘Donald sometimes saw his father 
? = 
When his father left, Donald was not un- 


ppy, as he fel 


him for hitting h 

divorce, the boy stayed with so many differ- 

ent people that he sometimes 

know their names. 1; 
prir a great deal of eei Rar 
i tions 0! others. 
his role and aera Sears rand 


We also suspec' > Frac 
toilet-trained, since during the 
child is ordinarily |, Donald had had 


ostomy with much difficulty following 
pagent In addition, Donald had 
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allowed to feel that the soiling was a prob- 
lem of his “not knowing when he had to 
go.” It was thought that his soiling was re- 
lated either to the disturbed family situation 
or to lack of sphincter control as a result 
of the operation. 

When Donald was admitted to the pedia- 
tric ward, his therapist again indicated to 
him his belief that Donald could tell when 
he wanted to go and encouraged him to go 
to the bathroom. Donald did not soil dur- 
ing his entire stay in the hospital. Four days 
after he had stopped soiling, the radiolo- 
gist’s report indicated that there was a neu- 
rogenic defect in Donald’s sphincter which 
accounted for his soiling. Fortunately the 
psychogenic origin of his soiling had already 
been established. 


Ill. Therapeutic aspects of hospitali- 
zation. Anna Freud (4) predicted as 
long ago as 1926 that if a child was 
removed from his home and placed in 
another environment in which the adults 
were not involved in the neurotic strug- 
gle, the child’s symptoms would disap- 
pear for a period of time until the new, 
meaningful adults were involved by the 
child in the neurosis. Thus she pre- 
dicted that any improvement in symp- 
toms would be of dramatic but tempo- 
rary nature. Our experience is in basic 
agreement with this premise. We have 
found that the hospitalization of a child 
for intensive short-term psychotherapy 
of both the child and his parents will 
often allow the child an opportunity to 
make an adjustment in a new environ- 
ment and will resolve certain conflicts 
which seem to be much more difficult 
to resolve in an outpatient setting. The 
following case illustrates this point. 
Jerry, a 10-year-old boy, was referred to 
Kansas University Medical Center (KUMC) 
to determine the cause of abdominal pain, 
which had been present intermittently for 
five months. Previously he had been treated 
for “worms” for one month and for stomach 
ulcer for another. One physician hospital- 
ized Jerry twice for complete work-ups, in- 
cluding gastrointestinal x-rays, intravenous 
pyelograms, and liver and blood studies, the 
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results of which were normal. The ph 
concluded that Jerry’s abdominal pai 
of psychogenic origin and advised the 
ents of this probability. 

Upon Jerry’s admission to KUMC, 
parents related that he had begun complain 
ing of abdominal pain five months befor 


first infrequently, but soon daily. The 
would occur at almost any time or 
He began missing a great deal of 


dropped out of activities with other children” 
The parents stated that he had always been 
a good boy, well-behaved and obedient. H 
was sensitive and fearful of hurting anyones 
feelings, especially his mother’s. He became 
easily embarrassed by the misbehavior of 
his friends and guilty about his own inf 
quent misbehavior. His parents did 
spank him often, “because he doesn't 
it, he is such a good boy.” : 
On the ward Jerry did not play ; 
other children—he was apathetic and pei 
occupied with his stomach ache. In the in 
tial interview he said he didn’t know what 
made his stomach hurt. Later he bey fer 
when he was “excited” it hurt. He was 
to relate anything particular that excited him, 
although he did tell of an incident at school, 
when he was rehearsing for a play and his 
stomach began to hurt. He was sent home 
“sick” by the teacher. In the next day's in- 
terview Jerry began to cry and to talk about 
his fears. He fully recognized the connection 
between the abdominal pain and his” 
and related the details of what occurred 
the time of his first pain. He had been 
ting on some steps waiting for the 
play rehearsal when a boy named | 
told him to move. When Jerry didn't on 
Stephen punched him in the stomach. Fol J 
lowing the attack, Jerry felt abdo : 
and became nervous and sweaty. g 
Jerry was feverish and ill, his teacher sen 
him home. Jerry was afraid to tell ; 
mother, because she had told him to figh 
back whenever he was bullied. 1 
After that, whenever he thought of school, 
his stomach hurt him. During his last 
quarter he had missed 33 days because i 
stomach pains and hospitalizations. 
this interview he said it felt good 
this off my back.” The next day his sh 
were surprised to see a “different vori E 
ing happily on the ward. Jerry was Te’ ae 
a local child guidance clinic for con! 
therapy. i 


Separation of the parent and child is 
a 


“to 


| 


not a panacea for emotional problems: 


alt 
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Removal of the child to a hospital does 
not insure termination of symptoma- 
tology. Jerry had been previously hos- 
pitalized for a “pediatric work-up” but 
remained symptomatically unimproved 
until he was able to discuss his unre- 
solved emotional problems. Berlin et 
al. (5) have reported a case of psycho- 
genic vomiting in a child who had 22 
hospitalizations in 20 months before he 
was hospitalized in a children’s psychi- 
atric ward with beginning resolution of 
the problem. 

It would be well to investigate the 
factors operating to bring about the re- 
mission of symptoms and the beginning 
of basic change in the child. The pedi- 
atric attending and house staffs try to 
help the parents view hospitalization as 
the first step in establishing a diagnosis 
and starting a therapeutic program re- 
gardless of whether the child has some 
organic or psychogenic illness. The 
pediatric staffs take initial responsibility 
for working up all children and arriving 
a some hypothesis concerning their 

roblems. They do not just “rule out” 
the organic possibilities and then turn 
them over to the psychiatrists. 

The parents are seen in diagnostic 
and treatment interviews while the child 
is in the hospital. It is hoped that their 
telationship with the child will be differ- 
ent when the child returns home. The 
parents are not “blamed” for having 
Problems and are helped to see that 
something constructive can be done 
(about resolving them) even while the 
child is in the hospital. At the same 
time, therapy with the child is directed 
toward helping him verbalize or play 
Out his conflicts to bring about a dif- 
ferent and more adaptive way of 
handling his problems. 

Because of the findings of such 
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workers as Bakwin (6), Spitz (7, 8), and 
Bowlby (9) describing the many detri- 
mental effects of separating the mother 
and child by hospitalization, some work- 
ers have been reluctant to recommend 
separation. In the last year Sonis and 
Rose (1) have indicated that under 
proper conditions hospitalization is a 
positive experience. Solnit (2) empha- 
sized the technique of allowing the 
mother to stay with the child in the 
hospital in order to help her to resolve 
some of her own problems with the as- 
sistance of the psychiatric team. How- 
ever, we have discovered that in certain 
cases separation of parent and child by 
hospitalization seems to be more thera- 
peutic than keeping them together in 
the hospital. Again, this is viewed as a 
problem-solving process and not as a 
way of telling the parents that they are 
not good for their child and are guilty of 
causing his problems. 

Short-term separation of parents and 
child in selected cases can allow move- 
ment which might not occur under other 
circumstances. This is particularly true 
for preschool children suffering from 
acute emotional disturbances. These 
children often respond dramatically to a 
few days in the hospital. Some respond 
to hospitalization with increased ego in- 
tegration, as the following case illus- 
trates. 


James, a 5-year-old Negro boy, was admitted 
to the hospital in an acute panic state appar- 
ently precipitated by seeing a monstrous bird 
on television. Upon awakening from a night- 
mare, James was acutely frightened and in- 
sisted that alligators were in his clothes. Be- 
cause this persisted into the next day, his 
mother brought him to the hospital. He re- 
fused to leave the hospital, because he main- 
tained that the alligators were still in his 
clothes. The problem was discussed with the 
nurses and they agreed to hold and rock him 
whenever he became frightened. He responded 
to this technique with diminished anxiety and 
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soon became comfortable on the ward. When 
he awakened during the night, the nurses 
rocked him until he soon fell asleep. In to 
cupational therapy he drew alligators wit 
fingerpaints and then quickly rubbed them out. 
While James was hospitalized, his mother 
and father were seen by the therapist. The 
mother’s parents had separated when she was 
4 and she lived with her stepfather until she 
was 12. She had been close to her stepfather 
and they loved each other a great deal. In 
contrast, her mother had whipped her fre- 
quently. When she was 12, her stepfather 
went into the service; her mother became in- 
terested in other men and dissolved the mar- 
riage. James’ mother had missed her step- 
father and had grieved for him. Her mother 
was away a great deal of the time but man- 
aged to preach to her the dangers of preg- 
a and of being “fast.” Probably because 
of the nagging by her mother, she became 
pregnant at 16 and married her husband when 
she was three months’ pregnant. After she 
found she was pregnant, she began to hate the 
baby and to say she didn’t want it. Both she 
and her husband had planned to become 
teachers, but she felt their plans were ruined 


by her ey. 

The father seemed to be a bright, interested 
person who planned to finish high school and 
attend college by working nights at the post 
office. Though he was ee accepting of 
James than his wife, he was often tired at 
night and was irritable with the boy. The 
mother told of whipping the child as a means 
of training him and she generally tried to 
whip into him and out of him any desirable 
Ps undesirable behavior, as she may have seen 


His teacher reported that Jimmy was a 
very bright, alert child, very high-strung and 
sensitive at school. Apparently he had no dif- 
ficulties in kindergarten. During his four-day 
stay in the hospital, Jimmy went through 
some frightening episodes, particularly when 
his mother left. He complained about the al- 
ligators’ biting him. Generally his course was 
one of improvement. By the third night he 
had no complaints about alligators and slept 
well. 


In older children, separation from par- 
ents can be therapeutic in certain cases 
and will allow them to work out prob- 
lems of. anxiety that cannot be resolved 
in an outpatient setting. This seems to 
be true particularly in cases where sepa- 
ration anxiety needs to be resolved by 
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helping the child face it directly. The 
following example illustrates the efficacy 
of the team approach in overcomi 
the organic and psychological factors 
which in this case were life-threatening 
and were best managed in a pediatric 
hospital. 


Mary, a 10-year-old girl, had been seen by us 
in consultation before her admission to the 
University of Kansas Medical Center. She had 
been hospitalized with ulcerative colitis, which 
became acute the afternoon she met her 
mother at the railroad station. Her mother 
had just returned from a three-day trip. The 
child passed a great deal of blood and as 
many as 15 stools a day. Because of her 
anemia, malnutrition, persistent vomiting and 
refusal of food, she was hospitalized. At that 
time she was in a private hospital which had 
no specific program for children but did have 
beds for them. Her mother stayed with her in 
her room, but whenever she would try to 
leave, the child would cry for her, When the 
mother would return, they would both go to 
the bathroom, where the child would have a 
bloody stool, vomit and berate her mother for 
having left her while the mother held the 
emesis basin. 

Treatment with various sulfa drugs and 
ACTH effected very little improvement. Since 
the environment seemed so undesirable for 
an emotionally disturbed child, it was sug- 
gested that she be returned home and treated 
on an outpatient basis. Outpatient play therapy 
was attempted for a few weeks but was un- 
satisfactory. The child cried constantly and 
asked to go home, complaining that the psy- 
chiatrist’s chairs were too hard and that the 
trip to his office made her stomach hurt. After 
two weeks of outpatient treatment, it was de- 
cided to hospitalize her on the pediatric serv- 
ice and to separate mother and child. 

This child had a long history of separation 
anxiety dating from at least the beginning a 
school. Despite the fact that she was 10 ae 
old and had gone to school each year, oe 
parents had learned to expect her to bi 
for the first several weeks of the fall term @ 
school. She had never been able to stay Over” 
night at a camp or even at a friend’s honi 
When she took her music lessons her mot o 
had to accompany her from one building S 
another, since the child felt unable to £ 
alone. PEIRE EE 
Mary reacted to her hospitalization k 
much crying, complaining of pain in 


Pi] ; ior 
stomach, and some vomiting. This behavi 
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met with understanding by the nursing 
nel and her therapist, who recognized 
this was an expression of her anger to- 
him for separating her from her mother. 
was encouraged to express her angry 
‘feelings in words rather than to vomit and 
t her colon. She began to complain bit- 
Merly about the food, the nursing personnel 
“and the therapist, and she frequently said 
that she hated him and thought he was stu- 
4 As she became better able to verbalize 
‘ber feclings of anger toward people in the 
"hospital, she began to express some of her 
feelings directed toward her mother and 
T father. At the end of a month her symptoms 
Were in complete remission and she was on a 
Tegular dict. It was decided to transfer her to 
S convalescent center. 
Though the transfer upset Mary at first, she 
Tecognized the necessity to resolve her separa- 
tion anxiety and admitted that she was not 
ready to go home. During her entire stay in 
the hospital there was constant collaboration 
between the pediatricians and the psychia- 
fists. Her secondary infection was treated 
with antibiotics. She was given steroid ther- 
äpy and received other dietary and supportive 
tare. All the procedures were discussed with 
the pediatricians and parents at all times and 
nothing was done until there was complete 
“accord. Mary spent about three months at the 
‘children’s convalescent center and then about 
“three and a half months in the group home 
s for emotionally disturbed children. By this 
time she had successfully completed the 
school year and was returned home. 

Mary spent the summer at home and en- 
fered school in the fall with no recurrence of 
her symptoms. An interesting piece of in- 
formation which came out during her psy- 
chiatric treatment indicated that she had ac- 
tually had ulcerative colitis for nearly two 
nal but had managed to conceal the fact 
from her mother. The onset of the colitis oc- 
curred nearly two years prior to the onset of 
her current illness. She had the first bloody 
“stools when her mother went to the hospital 
to have the younger brother. 

Psychotherapeutic work with the parents 
_ has not been reported, although it was under- 
“taken. We felt that some very real changes 
had occurred in the family relationships as a 

Tesult of psychotherapeutic efforts. 


k 


Mary’s case illustrates that the pedi- 
atric staff of a hospital can work with 
the psychiatric team to bring about suc- 
cessful resolution of a problem that 


probably could not have been handled 
adequately by either group working 
alone. The pediatricians were able to be 
of assistance in caring for the physical 
and emotional needs of this child in 
collaboration with the psychiatrist, who 
was able to help parents and child deal 
with their own internal problems. This 
collaboration is the result of increased 
understanding by the psychiatric and 
pediatric staffs of the other's contribu- 
tion. As we have continued to work to- 
gether for a period of years, we have 
become better and better able to handle 
extremely difficult cases in a pediatric 
setting. Initially, psychotic children 
were viewed with considerable alarm 
by the nursing and pediatric staffs and 
we were not able to treat successfully an 
overtly psychotic adolescent in Chil- 
dren’s Mercy Hospital. The combined 
effort of the pediatric and psychiatric 
staffs, the school and the volunteer Gray 
Ladies is an example of how a chil- 
dren’s hospital can be organized to care 
for even seriously disturbed children, 
as illustrated in the following example: 
A 15-year-old child was suffering from delu- 
sions and hallucinations on admission. She had 
been sick in bed and out of school for a pe- 
riod of about 18 months. Following her ad- 
mission, she spent most of her time in bed in 
a withdrawn state. She was untidy and ex- 
posed herself. Within a few weeks we were 
able to get her out of bed and send her to 
school, where she worked with a teacher's 
manual for many weeks before she was able 
to turn to textbooks. During this time the 
Gray Ladies at Children’s Mercy Hospital 
took her for walks nearby and downtown; 
student nurses helped her to make her cloth- 
ing; and the psychiatric team and the teachers 
worked intensively with her. Gradually she 
went into total remission from her psychosis, 
began to associate with the other adolescents 
on the ward, and at the end of six months 
was able to transfer to a psychiatrically ori- 
ented, group-living home, where she eni 

public school. She is doing well more than one 
year after her admission to the hospital. 
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PROBLEMS OF STAFF INTERACTION 

The staff of a children’s hospital en- 
counters many of the same difficulties so 
well described in the literature by di- 
rectors of residential treatment units. In 
addition, we have found that we may 
have special problems. The resident 
pediatric staff occasionally may feel that 
we are taking up valuable bed space 
at the expense of “sick” children. This 
feeling is stronger toward those patients 
who have no organic illness than toward 
those showing psychophysiological re- 
actions. With the support of the chair- 
man of the Department of Pediatrics 
and the pediatric residents who have 
had their psychiatric rotation, we are 
usually able to help the resident under- 
stand that these children, too, are sick, 
but in a different way from those whom 
he is accustomed to considering sick. 
The nurse’s aides frequently present 
problems because of their low educa- 
tional level. Often they seem to be in- 
terested in the welfare of the patient but 
have little grasp of the problem, which 
often may lead to difficulty. One aide 
thought it was fairly obvious that a pa- 
tient with anorexia nervosa “was too 
thin because she didn’t eat enough.” 
Her solution to this problem was to tell 
the patient, “If you don’t eat your sup- 
per, Pll cram it down your throat,” 
Situations of this sort require tact and 
skill on the part of the professional team 
to assist the aide in understanding what 
is involved in these situations. But our 
problems have never been insurmounta- 
ble, even though they demand constant 
attention. 


CONTRAINDICATIONS TO 
HOSPITALIZATION 


We have had very little success in 
handling the overactive, aggressive child 
on a pediatric ward. Too frequently 
such children will attack a physically ill 
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child and since the pediatric wards are 
not staffed in large enough numbers 

help children who cannot control the 
selves, they are usually discharged, 
feel that another category of children for 
whom hospitalization is contraindicated 
is the small child whose relationship to 
his parents is such that he reacts tot 
separation with anxiety and depression. 
We have seen these children become 
even more withdrawn and fearful in the 
hospital than they were in their own 
homes. Such children probably should 
have their parents with them if hospital- 
ization becomes necessary. 


DISCUSSION 

In recent years the demands for 
psychiatric diagnosis and treatment have — 
increased rapidly and patients are often — 
referred from a considerable distance. 
The use of short-term hospitalization 
has made it possible for us to render 
intensive short-term services otherwise 
difficult to render on an outpatient basis. 
We have found that acute disorders 
which have reached a crisis level are 
relieved by admitting the patient to the 
hospital for a period of a few weeks 
while therapeutic work is begun with 
the parents and the child. This period 
of hospitalization should give parents 
and child an opportunity to experience 
some relief from each other and give 
the child a chance to re-establish his 
emotional equilibrium in a relatively 
permissive and undemanding atmos- 
phere. 

Children who need to undergo tempori 
rary regression are in a situation where — 
they can receive personal attention from 
student nurses who are assigned to them 
as “their nurses.” When it is necessary 
that they be encouraged to give UP their 
regressive defenses, this is also posstore 
It would appear that the therapeutic — 
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process in a children’s hospital is not 
basically different from that observed in 
many longer-term psychiatric treatment 
centers. However, in some cases there 
does seem to be a telescoping of the 
process, because the kinds of children 
described in this paper were probably 
not so disturbed as those treated at in- 
patient psychiatric units. Psychiatric fa- 
cilities for children with milder types of 
problems are exceedingly limited, where- 
as most cities of moderate size have 
some facilities available for the care of 
children with severe psychiatric dis- 
orders. The hospitalization of emo- 
tionally disturbed children on pediatric 
wards provides for an increase in facili- 
ties for communities which would ordi- 
narily be without such help. 

It would appear that a nucleus of 
trained personnel is necessary to estab- 
lish the facility described in this paper. 
It has been our experience that in order 
to maintain a therapeutic atmosphere the 
psychiatrist must pay continued and 
constant attention to many details 
which can produce tensions among the 
pediatric staff. It is necessary to main- 
tain close communication with medical 
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students, residents, student nurses, 
charge nurses, nursing supervisors and 
members of the full-time pediatric 
faculty. This is a time-consuming pro- 
cedure and requires a willingness on the 
part of all the involved disciplines to 
work together. 


SUMMARY 

Ten years’ experience in working with 
emotionally disturbed children on pedi- 
atric wards has indicated that pediatric 
hospitalization will often interrupt a 
psychogenic symptom. The use of such 
hospitalization to clarify a diagnosis in- 
volving the differentiation of organic 
from psychogenic disease has been de- 
scribed. Hospitalization has proved use- 
ful as a therapeutic tool midway be- 
tween outpatient and long-term inpatient 
psychotherapy. The need for psycho- 
therapeutic work with parents and chil- 
dren and collaboration between the 
pediatric and psychiatric teams during 
and following the hospitalization has 
been emphasized. Pediatric hospitaliza- 
tion has been shown to be particularly 
useful in the treatment of psychosomatic 
illnesses. 


otional Crisis. Am. J. Psychiatry 
chological Health in Childhood. 


s. Child. 86: 726-732, 1953. 


Proctor-Gregg.) London: Imago Pub. Co., 1947. 


5. BERLIN, I. N., G. McCuttouen, E. S. Lt 


SKA, and S. A. SZUREK. Intractable Episodic Vomit- 


ing in a Three-Year-Old Child. Psychiat. Quart. 31: 1-22, 1957. 


a 


7. Spitz, R, “Hospitalism,” in Psychoanalytic Study 


Press, 1945, Vol. I. 


$ ——.. “The Psychogenic Diseases in Infancy: An 
tion,” in Psychoanalytic Study of the Child. New York: 


ww 


. BAKWIN, H. Loneliness in Infants. Am. J. Dis. Child. 63:3 


. Bowrey, J. Maternal Care and Mental Health. Genev 


0, 1942. 
of the Child. New York: Internat. Univ. 


Attempt at Their Etiological Classifica- 
parka: Univ. Press, 1951, Vol. VI. 


a: World Health Organization, 1951. 


LETTERS OF MOTHERS OF SCHIZOPHRENICS 


JOHN H. WEAKLAND and WILLIAM F. FRY, JR., M.D. 
Palo Alto Medical Research Foundation, Palo Alto, California* 


Several letters to schizophrenic patients from their mothers are presented 
verbatim as raw communicational data. These letters are examined, micro- 
scopically and macroscopically, for characteristic formal patterns of expres- 
sion. It is found that: 1) While the letters vary greatly in details of content, 
style, etc., they exhibit similar pervasive and highly influential patterns of 
incongruent communication. 2) These letters agree with another schizophren- 
ic’s characterization of such letters generally. 3) The observed pattern fits 
prior general statements of the authors’ research group about the “double 


bind” and incongruent communication in schizophrenia. 


i ie. PAPER presents some primary 
data on the nature and etiology of 
schizophrenia, consisting of several se- 
lected letters to schizophrenic patients 
from their mothers, and one patient’s 
verbatim general characterization of 
such letters, and examines these data for 
characteristic and significant patterns, 
Before presenting this material, how- 
ever, it is important to clarify our view 
of its general relevance to the study of 
schizophrenia. There are still many dif- 
ferent competing notions, both organic 
and psychological, about the nature and 


etiology of this disorder. : 

Thus, while all of these various ap- 
proaches involve general scientific prob- 
lems of collecting data as sources of 
theoretical ideas and presenting selected 
parts of them to support the ideas, the 
sort of data that are appropriate and 
their relationship to theory vary with 
the chosen focus of investigation and 
line of approach. Our own theory (2, a 
10), which will appear in more detai 
later, is generally concerned with schizo- 
phrenia as a form of adaptive cone 
cative behavior, learned and maintaine 


“This paper is a product of the Communication in Schizophrenia research project and col- 


lateral projects directed by Gregory Bateson; staff consists of Jay Haley and John H. 


Weak- 
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‘over time in relation to continuing pat- 
terns of family interaction and com- 
munication, which in spite of their im- 
portance may be unobtrusive.* This is 
quite different not only from an intra- 
personal orientation as to “thought dis- 
orders,” but even from the sort of inter- 
personal view that looks for some kind 
of early, sharp, and dramatic trauma as 
likely to be particularly significant.* 

Data relevant to our approach, then, 
must provide information on such mat- 
ters as the nature of family communica- 
tion patterns and the patient’s involve- 
ment in them, in sufficient detail to de- 
tect subtleties, since we do not posit 
gross and manifest traumatic events; on 
the persistence and pervasiveness of any 
patterns believed pathogenic, and so on. 
Moreover, examining actual communi- 
Cation for previously undefined subtleties 
Presents special problems in getting or 
giving a sample of data that is adequate 
yet manageable. Examination tends to 
be lengthy and summarization difficult. 
The choice of a bounded unit in the on- 
going continuity of communication is 
very difficult. And when dealing with 
Schizophrenia, the usual problems of ob- 
jectivity and reliability of data are not 
simplified—though sometimes this seems 
to have excused oversimplifying, as 
When patients’ statements have been 
assumed necessarily false or valueless 
as evidence. 

The use of letters as data appears 
particularly suited to handling certain 
“Of these requirements and difficulties. A 
letter is a permanent and “objective” 
Piece of data; as a sample of communi- 
Cation it can be examined repeatedly, 
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‘This approach is also evident in the work of Bowen (3), 
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closely, and by various individuals. Also, 
it is a simpler piece of communication 
than an equally “objective” tape record- 
ing or sound film in that it is more 
purely verbal; there are no vocal, facial, 
or gestural messages to consider though 
there remain various verbal levels, hand- 
writing, spatial organization, and the 
context to take into account. A letter is 
also unitary; it is a piece of communica- 
tion with definite boundaries. Letters 
also often are relatively brief yet rich; 
they are condensed communication 
samples. And it is important that such 
restriction, delimitation, and condensa- 
tion have been done by the sender of the 
message himself, not by its analyst. It is 
therefore reasonable to assume that while 
a letter, in comparison with ordinary 
speech, is a form easier for analytic 
study, it remains typical of the sender’s 
communicative habits in major respects, 
and indeed may highlight these because 
of the selectivity the writer has exercised. 

Further, having actual letters from 
several mothers plus a patient's state- 
ment about such letters in general al- 
lowed important comparisons. The ac- 
tual letters provide a check on the pa- 
tient—after all, if schizophrenic, he may 
be presenting a false or distorted view. 
On the other hand, the patient’s involve- 
ment and sensitivity may promote seeing 
real but subtle or hidden aspects of the 
actual letters. 

Certain problems do accompany the 
use of such materials: 1) The danger of 
isolation or overemphasis of the mother, 
and her messages; 2) the related prob- 
lem of the context of any specific letters 
examined; and 3) problems concerning 


Lidz, (4), Wynne (12) and their 


"This major difference is discussed further in a note by Jackson (8). 
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the choice of particular letters for pres- 
entation. On these we can only explicitly 
clarify our position. Our fundamental 
point of view is toward considering in- 
teraction in a family system; the com- 
munication of the patient, and of the 
father, is not to be ignored because we 
focus on the mother’s letters here. (In 
fact, other data lead us to believe com- 
munication similar to that we exemplify 
and analyze here is exhibited by all the 
members of such a family.) We do have 
and will use some information on the 
context of most material presented here. 
And problems of selection of data are 
always with us; one can only choose and 
say how it was done. 


CASE A 


Let us first see how letters from his 
own mother and from other mothers are 
described by A, a patient who had been 
hospitalized for several years. He had 
improved with hospitalization and psy- 
chotherapy to a point where he ap- 
peared to function fairly well so long as 
his contacts with people were rather 
carefully controlled and limited to mini- 
mize emotional involvement. In this 
context, the therapist raised the ques- 
tion of the patients writing to his 
mother, with whom he had not commu- 
nicated for four years—that is, just prior 
to his breakdown. This exchange fol- 
lowed: 


P—I don’t know, I get all fucked up—And 
I don’t wanna have anything to do with my 
mother, because IIl just get all fucked up. 

T—Um-hm. 

P—I mean, I start writin’ to my mother — 

(A brief interchange occurred on the ques- 
tion whether, if communication were estab- 
lished, mother might disturb the therapist- 
patient relationship. The patient denied this 
could happen, and plunged on.) 

P—She has—blanket letters that she writes, 
you know—— 
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T—Um. 

P—I can—I could write you a letter that 
my mother would write me, and then I'd write 
my mother and you—you'd compare the two, 
They start off fine—you know, the letters— 
and then, suddenly, they—the—the—context 
changes—and—troubles, you know—what a 
hard time she’s havin’—and then an inklin; 
about money, and then ba-ba-boom 
toward the end of the—end of the letter she's 
getting “Well, why don’t you do somethi 
about it?” and—“You're a big boy now” E 
all this other jive and—then toward the end 
it’s—it’s getting real sweet again and— 

T—That’s it. 

P—For years it’s the kind of letters I got. 

T (Overlapping)—She reverses a couple of 
times, 

P—Yeah——And do you know—that— 
that a lot of people in these hospitals get let- 
ters like I do?—Do you know that?—Because 
I've listened to other guys—and other guys 
have taken me into their confidence—an’ this 
is—this is the way their—their mothers write. 
They're in Korea, you know—foxhole—and 
they get a letter—they open it—Jesus Christ, 
it starts out just like that— 

T (Overlapping)—They get a letter— 

P—What a hard time— 

T (Overlapping)—which says what a hard 
time she’s having— 

P—Yeah—she’s having—here’s this poor 
son of a bitch— 

T—Only she ends up “Now don’t worry 
about me.” 

P—Um—“‘T'll manage.” 

The essence of this description of 
mothers’ letters may be summarized to 
facilitate comparison with other data: 
1) A typical letter starts off fine, with 
some sort of contact established. 2) 
Mother then shifts to an emphasis on 
how she has troubles. 3) She states Or 
implies that her troubles are somehow 
the patient’s fault, he is to blame for 
them, or he should be responsible for 
fixing them. 4) But then she blocks off 
effective contact and response by saying 
“don’t worry.” Also the patient em- 
phasizes that such letters have a powel 
ful emotional effect, upsetting and con- 
fusing him. And he claims that such let- 
ters are typical, that other patients 
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mothers write similar letters to them. 

Our research group's theory of schizo- 
phrenia (2, 7, 10) centers on the influ- 
ences exerted on human behavior by ex- 
posure to two or more messages of dif- 
ferent level or logical type which are 
related but incongruent. We see such 
patterns of messages as etiologically in- 
fluential for various types of deviant or 
disturbed behavior.’ In particular, we 
have focused on the communication pat- 
tern which we have labeled a double 
bind. We see experience of this pattern 
as a necessary etiological condition for 
schizophrenia although we do not claim 
this alone is sufficient. The pattern may 
be characterized in a number of ways 
according to the descriptive level and 
emphasis chosen. At the formal level of 
Message structure, the double bind is 
seen “as a situation 1) in which a person 
is faced with contradictory messages, 
2) which are not readily visible as such 
because of concealment or denial, or be- 
cause the messages are on different 
levels, and 3) in which he can neither 
escape, nor notice and effectively com- 
ment on the contradictions” (11). More 
strictly—in spite of any instances of 
looser wording even in this paper—we 
are concerned with incongruent rather 
than contradictory opposing messages. 
Simple contradictions can occur only be- 
tween two directly opposite messages at 
the same level; this is probably rather 
rare, and not of major psychological im- 
portance. 

The same communicational pattern, 
considered at the interpersonal level of 
mother-child interaction, appears in the 


— 


"Some related patterns of incongruent messages appear importan! 
A such as humor, play and psychotherapy (1, 6). E 
Alternation would seem the most likely means for incongruent messa; 
simultaneous yet incongruent messages, via voice versus 
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form of mother approaching child when 
there is withdrawal from her or distance 
between them but then withdrawing as 
there is response and less distance, and 
so on recurrently (2, p. 257). 

This picture of alternating come-but- 
go or affection-but-hostility messages 
from mother to child seems very simi- 
lar to the patient’s description of the 
abrupt alternations in his mother’s let- 
ters.‘ And his description, though less 
explicit on this, also fits the requirement 
that the existence of such incongruence 
of messages be difficult to note and deal 
with effectively. The very abruptness of 
the shifts is disorienting, and the timing 
makes this worse—while appropriate re- 
sponse to one part of the communica- 
tion is developing, a reversal occurs. For 
example, the hostile remarks described 
are framed within the “love and benevo- 
lence” context established by the posi- 
tive opening and closing remarks. These, 
as it were, set the patient up initially, 
lowering his guard, and block him from 
countering at the close. 

But to what extent is this agreement 
of our theories and this patient’s state- 
ment to be relied upon? Schizophrenics 
are often described as either incoherent 
or unreliable in what they say; also, 
since the therapist was not passive but 
agreeing and even making suggestions, 
there is a question of how much he may 
have led the patient into making this 
sort of statement. Fortunately, these 
questions can be investigated to some 
degree by examining next a sample of 
data quite free from these objectionable 


uncertainties. 
t for more benign situations 


ges in writing. In speech, 
tone or gesture, are more easily pos- 
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CASE B 


This sample consists of an actual let- 
ter to a hospitalized schizophrenic pa- 
tient from her mother. Although there 
is a selective factor here—the letter was 
shown the director of our research proj- 
ect as an example following a talk on 
our double-bind theory—our ideas had 
no influence on the composition of this 
letter, as there was no prior contact with 
any of the parties involved. The letter 
reads: 


Dear Janet® 


Just a few lines again 

I talked to your Dad’ on the phone and he 
said you dident answer his letter. You better 
write to him, 

I want to have you visit me one of these 
days & maybe you can visit him too. 

And by the way you havent written to me. 
(You did call me). 

And you know Janet I don’t like to even 
think of Clem‘ it seems to remind me of 
trouble, Id rather just not think of him. 

And dont you let the cigarette habit get 
stronger than you are. 

A Sometimes these habits have a way of doing 
at. 

When I get a chance Ill get you a Carton. 

But too much smoking is bad business. 

I want so much too have you visit me as 
soon as possible, so be good and write to me. 

Your Dad said you dident answer his let- 
ter so maybe you ought to, but dont tell him 
I told you, 

Well I better close now. Hope I can visit 
you soon. 

Lots & Lots of Love. 


Mother 


At first glance this may seem a rather 
trivial, empty and unimportant letter, 
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Precisely because of this appearance, 
however, this letter is appropriate in 
pointing out the influential aspect of 
communication, and the subtlety of in- 
fluence observable in some communica- 
tions of mothers of schizophrenics. 
Communication can be observed to 
have two always coexistent functions: 
1) informative, and 2) directive. “. . . 
every message in transit has two sorts 
of meaning: . . . a statement or report 
about events at a previous moment, and 
«+. acommand—a cause or stimulus for 
events at a later moment” (9, p. 179). 
In ordinary circumstances the “informa- 
tion” aspect of communication is given 
primary attention, but the directive or 
influential aspect of communication is 
of primary interest in this study, as being 
central to the interpersonal relationships 
of the communicating mothers and pa- 
tients. The point relevant to the present 
study is the influence on a recipient or- 
ganism’s behavior—external and inter- 
nal—that is exerted by reception of a 
message. In some instances such direc- 
tive effect may be related back to ordi- 
nary views of messages as informative. 
This is the case when a person is said 
to have heard certain facts and acted 
logically in accord with the information, 
but this special case is far too narrow to 
cover the whole area of influence by 
communication. The letters that are the 
subject of this article are not very 1m- 
formative in the usual sense but they 
certainly are directive, heavy with mes- 


* Identifying data have been altered or omitted in this and subsequent letters; otherwise the 


copy is as exact as possible. 
We are indebted for this letter t 


o Dr. Lawrence Appleby, director of the research project 


“An Evaluation of Treatment Methods for Schizophrenia,” supported by Project Grant OM- 
116 from the National Institute of Mental Health, U.S. Public Health Service. k 
‘The patient’s parents are divorced, and the father remarried. The parents make a point of 


visiting Janet in the hospital separately. 


"The patient's husband, who does not bother to visit her in the hospital, and who is reported 


to have been sadistic to her. 
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sages suited for interpersonal influence 
and manipulation. 

Paradoxically, though, it is not a 
simple matter to notice and pull out for 
examination these directive messages. It 
is often difficult, and this difficulty lends 
effective—though false—support to 
those who deny any significant inter- 
personal etiology for schizophrenia. 
These problems are well exemplified in 
the Janet letter whose subtlety in terms 
of interpersonal influence, despite its ap- 
parent simplicity, may now be examined. 

The letter begins with self-depreca- 
tion, “Just a few lines again,” which also 
may 1) reflect deprecatively on the re- 
cipient as not worth more, and 2) make 
any strong impact it might have difficult 
to attribute to the communication. That 
is, since it is “just a few lines,” if the 
patient should be upset on reading it one 
implication is that this outcome reflects 
something wrong with the patient rather 
than with the letter or its author. 

Next, mother benevolently minds the 
patient’s business in telling her to write 
her father, although the parents are di- 
vorced and avoid meeting. Similar in- 
fluence is continued in the suggestion 
about possibly visiting father. Coupled 
to this is an expression of a wish that 
Janet might visit her, the mother. This 
looks positive, but may be difficult for 
the patient. In the first place, the state- 
Ments about visiting father and visiting 
mother are closely juxtaposed and sim- 
ilar in phrasing, but very different fun- 
damentally: One is a controlling sugges- 
tion concerning another person, the 
other expresses a wish of the writer; 
moreover, the people involved in the 


*Perhaps this serves the function of getting rid of Cle: 
what after the fashion classically described by Mark 
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similarity are at odds with each other. 
This combination of similarity and dif- 
ference is confusing in itself. Second, 
the apparent invitation to visit mother 
is vague and casual, an indefinite “one 
of these days” statement. Seen in con- 
text, with the recipient a daughter con- 
fined in a mental hospital, this casual- 
ness must to some extent convey a rais- 
ing of hopes but treating them lightly, 
brushing the patient off again, Even this 
feeble overture toward contact is im- 
mediately followed by an underplayed 
(“and by the way”) reproach (“You 
haven’t written me”), and then another 
reversal (“You did call me”), with this 
also underplayed by being put in pa- 
rentheses. The mother next reminds the 
patient of her own estranged husband; 
this appears as a gratuitous recalling of 
this painful topic to the daughter's mind 
while saying, “Id rather just not think 
of him.”§ 

After this brief but comprehensive han- 
dling of family relationships, the mother 
turns to the bad habit of smoking. She 
cautions her daughter, imputing a weak- 
ness or inability to take charge of her 
own smoking, though Janet is a grown 
married woman. Yet this as a personal 
accusation is obscured by the impersonal 
phrasing concretizing the “cigarette 
habit” and its influence. Then, having 
indirectly told Janet “Don’t smoke so 
much,” she promises to send a whole 
carton of cigarettes. And the gift offer, 
like the visit offer, is casual—“When I 
get the chance.” Again, though, she dis- 
qualifies this offer by “too much smok- 
ing is bad business.” 

“The letter then returns to the family 


m from mother’s mind, however, some- 
Twain in the tale “Punch, Brothers, 
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themes. Again a completely indefinite 
hope about a visit home is held out, fol- 
lowed abruptly by an implied condition 
for such a visit—‘‘so be good and write 
to me.” The more complete message 
here then appears to be “I want to see 
you if you behave as I like.” Yet this is 
uncertain too; the original statement is 
so inexplicit that nothing is even testa- 
ble. There is also a further development 
on controlling the relationship of Janet 
and her father (“You ought to answer 
his letter” again) plus suggested con- 
spiracy to conceal the mother’s influ- 
ence (“don’t tell him I told you”). The 
letter is then terminated by unspecific, 
indefinite positive—“Hope I can visit 
you soon,” and “Lots and lots of love.” 
This detailed recital of incongruent 
alternations: yes-only-no, do-only-don’t, 
come-yet-wait—which may not be visi- 
ble to the patient because of the vague- 
ness and generality in the letter, its 
“played-down” nature, and its over-all 
framing as benevolent—provides recur- 
Tent exemplification of messages fitting 
our double-bind concept. 
This letter may also be viewed in 
broader outline, from several angles. 
First, how does it compare with patient 
A’s description of mothers’ letters? 1) 
This letter starts out neutrally rather 
than “fine.” 2) Then follow several 
references to mother’s troubles—the 
divorced husband and the father- 
daughter relationship, daughter’s not 
writing mother; the unpleasantness of 
thoughts of Clem; and the dangers of 
Janet’s smoking. 3) All of these, though 
mentioned rather ambiguously, are con- 
nected with the patient in actuality, and 
the mother’s remarks have some impu- 
tation of responsibility or blame to the 
daughter. 4) This mother does not then 
say “Don’t worry about me” explicitly; 
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nevertheless, each difficulty seems to be 
closed off as a subject and possible 
sympathetic response to it blocked, by 
means of another statement in which the 
mother reverses what has just been said 
or implied, or indicates “Well, Tye 
washed my hands of that completely.” 
And the closing offer of love and the 
hope of a visit completes the over-all 
frame of benevolent interest. In sum, 
this letter fits with patient A’s descrip- 
tion well, but differs in that it appears 
less clear-cut and much milder. This 
difference in intensity may be more ap- 
parent than real, as considered below 
in discussing the subtlety of communica- 
tion in this letter. 

The question of informative vs. di- 
rective communication in this letter now 
needs only brief further mention. It is 
obvious that the information in this 
letter is minimal, especially since much 
of what little seems to be informative 
statement is not such. That is, on closer 
examination the mother is telling the 
patient what Janet already knows—e.g. 
that Janet has not written to her, repeat- 
ing what she has already said, or issuing 
vague clichés. Nearly every line, how- 
ever, directly or indirectly tells the pa- 
tient what to do, or indicates some way 
the patient should conceive of certain 
circumstances and feel in relation to 
them. We have no direct information 
on Janet’s reaction to the influential 
messages in this letter; but from other 
cases where we have information: on 
both the communication and reactions 
to it, including Cases C and D of this 
paper, we would expect these messages 
to be rather powerful in producing dis- 
turbance and confusion. The fact that 
the directive messages recurrently are 
reversed and contradicted does not re- 
duce the amount of influence being com- 
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municated; influence is cumulative with- 
out regard to the plus or minus sign of 
its direction. Alternation of direction 
only tends to cancel out the possibilities 
for effective response to the influence, 
leaving stimulation but inhibition. 
Subtlety is perhaps best shown by 
considering this letter’s appearance on 
detailed rather than ordinary examina- 
tion. On its face, the letter is simple to 
the point of crudity in wording, gram- 
mar, style and content. Yet more closely 
observed it has disclosed recurrent 
“double-bind” message patterns. Fur- 
ther, although this letter seems to con- 
vey little information its content deals 
almost exclusively with psychologically 
basic topics: relationships of the patient 
with family members, communication 
or the lack of it, control of behavior, 
and the patient’s strength or weakness, 
goodness or badness. The apparent sim- 
plicity of this letter may itself be one 
basic factor in the subtlety of its in- 
fluence: How could such a brief, simple, 
awkward letter amount to much? We 
have seen such a defense actually used 
by mothers whose communication was 
questioned as adversely influential. In 
interviews with families, for example, if 
the schizophrenic does manage to sug- 
gest that something mother said is am- 
biguous, or has a double meaning, he is 
likely to be squelched by being told 
everything is quite simple and he is just 
imagining things. Thus a mother’s com- 
munications may be very influential or 
controlling in subtle ways that aid in 
concealing this and denying it, so that 
he who questions the influence is apt to 
be put down still further. 
Unfortunately, a similar defense may 
be raised against the present authors— 
the accusation that we have read more 
into the letter than is there. Such ac- 
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cusations are not casy to meet, espe- 
cially since they also are often backed 
by a general refusal even to consider the 
possible existence of such subtlety in 
communication, so that a particular 
case cannot be examined on its merits. 
We can only hope that our presentation 
here, as a whole, presents enough data, 
analysis, and collateral information to 
overcome such objections. 


CASE C 

The next specimen is a letter received 
from his mother by a young man who 
had been hospitalized during the acute 
stage of a schizophrenic episode, but 
was recovering and had not required 
hospitalization for about nine months at 
the time of the receipt of this letter. 
He lived by himself, across the nation 
from his parents. Communication was 
by letter and telephone. 

This is one of many similar letters 
that were made available to the authors 
during a two-year period by this patient. 
Selection of this specific letter was based 
on size, scarcity of identifying family 
data, completeness unto itself, and pro- 
portion of personal comment. It reads: 


Dear Jack: 

It was so good to talk to you. While I was 
listening to TV I was thinking of you and 
hoping you'd phone or write telling us whats 
new with you. 

We know you are getting along fine as you 
sound pretty good over the phone. I guess 
between school, apt, and Dr. X you are kept 


usy. 

Today, Dad went to L. with an insurance 
adjuster. 

Hope they'll make it as Monday they had 

to turn back from W. due to snow drifts. We 
really had bad freezing weather this past 
weekend. I've been staying at home catching 
up on some housework and doing some read- 
ing. 
Finis morning being Ash Wednesday, we 
went to mass etc. I would pon to attend mass 
every morning during lent. T'll try. À 

Honey, oe mentioned that I sounded a bit 
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upset the previous time we spoke to you. I 
believe that was the time Uncle Tony was 
expected here for a few days visit and natu- 
rally I don’t approve of his bringing his dog 
along. Although the dog is no trouble I still 
don’t feel like I like dogs hair all over the 
rugs etc. I under stand Uncle Tony left the 
dog with the Enniss’s as he is not allowed 
to have the dog at Fort C. I don’t know how 
Uncle Butch likes the idea as he is afraid of 
dogs having been bitten once when he was a 
child. 

Then of course each time I receive a letter 


from Grandma its the usual kind, always _ 


complaining about conditions up there and 
how crowded the house is. She stays in her 
room most of the time as Liz does the cook- 
ing now. 

However, the letters don't upset me as 
much as they used to especially since you 
told me that her hold on me including ‘the 
rest of us is thru her tears etc. She makes 
her children feel sorry for her and that they 
don’t do right by her but that is supposed to 
work both ways. 

Don’t worry about this problem as I don’t 
get upset over it. 

I have been feeling pretty well, no aches or 
pains. Dad too feels O.K. He dreamt he broke 
out with measles, this dream was followed by 
another one of you teaching before Z. Uni- 
versity students—This was last week. 

Well Jack nothing else is new so I'll close 
with all our love. 


Your Mom. 


This letter too seems relatively 
vacuous—chatty but insignificant, but 
on examining even its general surface 
pattern, we observe the aspects de- 
scribed by patient A. The letter starts 
out “fine,” with what appears on the 
surface to be a warm greeting. The sec- 
ond stage soon develops with complaints 
about the weather, the relatives, and 
troubles with Grandma. The third stage 
in this letter varies in content but, in 
effect, conforms to the pattern. The son 
has already exposed himself to some 
responsibility for his mother’s troubles 
with her mother by offering “thera- 
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peutic” advice (“since you told me”); 
mothers reference reaffirms and 
strengthens this responsibility, and the 
son finds himself really involved. The 
final three paragraphs complete the 
pattern—“Don’t worry,” “feeling pretty 
well,” and “all our love.” 

However, this surface inspection of 
the letter fails to do justice to its com- 
plexity and subtlety. A more detailed 
analysis has revealed the presence in this 
letter of many hidden patterns, carried 
out by implication, sentence structure, 
context, allusion, word choice, and even 
mistakes in spelling and grammar (“slips 
of the pen”). We shall concentrate next 
on one such pattern. 

Repeatedly, throughout the letter, a 
specific communicational pattern is pre- 
sented which creates a deceptive air of 
consistency, since this consistency is 
actually a consistency of inconsistency. 
The pattern so rigidly adhered to is one 
of statement and disqualification. 1) A 
positive statement is made. 2) This 
statement is sooner or later disqualified 
by some other statement—either by a 
preceding frame-setting statement, or a 
following direct negation, or an indirect 
disqualification implied in the accom- 
panying material. In a few instances, the 
positive statement is disqualified at its 
birth, so to speak, by the context it 
evokes. There is, on close inspection, an 
almost total absence of unmodified posi- 
tive statement. 

The opening paragraph 
several instances of this general pattern, 
including some in the interesting form 
of disqualification by the addition of ex- 
cessive detail.” The initial statement of 
general interest and warmth—“Dear 


contains 


* This type of disqualification was first suggested to us by a research colleague, Eli Sturm, wa 


pointed out the difference between “I missed 


We “ 
,” “I missed you last Saturday night, and 


missed you last Saturday night at 10:16 p.m.” In an important relationship, such differences 


have more than lexical significance. 
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Jack, It was so good to talk to you”— 
is immediately followed by further state- 
ments which convey a partial denial of 
the interest. “While I was listening to 
TV, I was thinking of you” implies that 
the mother’s interest was more casual, 
or divided between him and TV. The 
initial warmth is additionally disquali- 
fied by blame for neglect implied in 
the statement that she was “hoping 
you’d phone or write,” in view of her 
many previous expressions of dissatis- 
faction about insufficient communica- 
tion. At the same time there is the im- 
plicit message that what the mother was 
concerned with was relief from her own 
anxiety, carried in the expressions “It 
was so good” and “hoping.” 

In the second paragraph, the pattern 
is continued. The strong “getting along 
fine” is scaled down immediately to 
“pretty good.” The “know” of the first 
Sentence is qualified by 1) “We know,” 
and 2) the following “7 guess.” This 
qualification is accomplished both by 
the step down from “know” to “guess” 
and the contrast between “We” and “I.” 
The writer can be positive to the degree 
of “know” when an ambiguous plural 
is used but expresses herself indefi- 
nitely when the individual pronoun is 
used. The downgrading goes further in 
“We know . . . as you sound pretty good 
Over the phone”; “We know,” ambigu- 
ous as it already is, is given for its sup- 
port such weak evidence as three in- 
definites—“sound,” “pretty good,” and 
“over the phone.” Moreover, “over the 
Phone” is written against the back- 
ground of the parents’ frequent expres- 
sions of dissatisfaction with the phone 
and mail as media of communication be- 
tween parents and patient, so this modi- 
fies “We know” in a specifically negative 
way. 

The mother goes on to refer to 
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“school, apt, and Dr, X.” in a way visi- 
ble as similar to “fine” and then “pretty 
good,” when these items are considered 
in terms of what they currently repre- 
sented in the patient’s life: “School” 
was the most successful area—in that 
the patient had returned to college after 
his acute schizophrenic episode, and he 
was at least passing his courses, although 
the college work was quite difficult ow- 
ing to his difficulties with anxiety and 
defective concentration. The “apt” 
(apartment) had a more oppressive con- 
notation; it was the scene of the pa- 
tient’s most painful loneliness—the iso- 
lated rented rooms that were both the 
patient’s defense against outside entan- 
glements and the physical embodiment of 
the lonely prison in which he was emo- 
tionally confined. 
. Further, the parents—mother and 
father—had, about a month before, 
spent two weeks with the patient at his 
“apt,” and the visit had been a stormy 
one. The “apt” then has the connota- 
tions of these storms and whatever guilt 
the patient may still have felt for his 
rebellious behavior. The guilt is further 
emphasized by the next reference—to 
the doctor, who had been conceived of 
by the parents as the promoter of these 
rebellious attitudes. The reference to the 
doctor also has its own special signifi- 
cance in that it served as a reminder of 
the patient’s illness—his misery and hu- 
miliation, the many painful symptoms 
attendant upon the schizophrenic epi- 
sode. School, apartment, and Dr. X, 
then, though presented by the mother 
as if positive, all have negative connota- 
tions for the son. f 
Subsequent paragraphs follow this 
general pattern. However, the pattern of 
disqualification is also carried through at 
a more macroscopic level, as two €x- 
amples will indicate: 


14 LETTERS OF MOTHERS OF SCHIZOPHRENICS 


“Honey, you mentioned that I 
unded a bit upset the previous time 
e spoke to you,” etc. “Honey” is thor- 
ughly stripped of positive connotation, 

common aftermath of the use of 
tms of endearment in these letters, 
y the five-paragraph barrage that fol- 
ws it. The nature of this sequence is 
lated to the patient's having put his 
nger, several days previously, on symp- 
ymatic behavior in his parents. In a 
tter written two days prior to the 
other's letter, the father wrote, “When 

wrote that letter [a confused, inco- 
erent, repetitious letter about cars and 
ieir prices—in contrast to father’s usual 
verly cheerful, well-organized letters] 
ae only thing that was on my mind was 
le contemplated visit of Uncle Tony 
nd his boxer dog—the thought of the 
isit affects me. I do not show it on the 
urface but unconsciously or subcon- 
siously it works on me. These visits 

re getting to work on mother also. I 
1ess that is what you read between 
ie lines of my letter. Another thing that 
as been bothering me lately is my school 
ork [teaching].” 

Thus, Patient C has commented on 
ther’s disorganization in the prior 
tter, and also commented that mother 
ounded a bit upset” on the phone. The 
ve paragraphs following her acknowl- 
lgment of this message are largely a 
fensive denial or disqualification of 
's remarks on their symptoms of emo- 
nal stress. (There is actually some ex- 
rnal evidence that marital strife—soon 
llowed by an uneasy truce—was re- 
onsible for their symptoms of stress.) 
lis defensive and involved denial 
ries the implications that “Honey” 
s quite nasty commenting on his par- 
s’ behavior, and anyway nothing im- 
tant ever happened; yet nothing is 


clarified nor is he really told to mind his 
own business. 

A second example of this macroscopic 
disqualification starts in the next para- 
graph. “Then of course each time I re- 
ceive a letter from Grandma” is the 
opening of a four-paragraph sequence 
in which, ignoring the secondary nega- 
tions and denials within paragraphs, we 
can observe a series of main statements 
with each a modification, a scaling 
down, of the previous one: 1) Grand- 
ma’s letters are usually complaining and 
(implied) unpleasant. 2) However, these 
letters don’t upset mother “as much as 
they used to.” 3) But then, she doesn’t 
“get upset over it” at all. 4) Finally, “I 
have been feeling pretty well.” The 
movement, in four paragraphs, is from 
a state of unpleasantness to a claimed 
state of well-being. 

Add to this macroscopic graduated 
disqualification the subnegations of each 
step in the sequence and an extremely 
complex self-negating and negating-the- 
negation sort of structure emerges. We 
can examine a brief passage to clarify 
this idea. 

Take the last installment, “I have 
been feeling pretty well, no aches or 
pains.” “Pretty well” can have two 
meanings. One meaning, a positive one, 
conveys that the individual is feeling 
better than usual. This meaning could 
be the one intended consciously by the 
mother. As such, it plays its part in the 
negation sequence of the four para- 
graphs. But, in the absence of a direct 
statement from the mother about the in- 
tended meaning of the passage, and in 
association with the many other in- 
stances of negation, a less affirmative 
meaning must also be considered. 
“Pretty well” then becomes “not so 
well” or “fair shape, but not really 
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good.” With this meaning in mind, we 
have a wellness which is a negation of 
the disturbance originally stimulating 
the whole sequence, but the negating 
wellness is itself modified by “pretty”; 
even the disqualification is disqualified 
—in part. 

Furthermore, “no aches or pains” 
seems to shift the whole emphasis on 
emotional states to physical states. The 
sequence of statements has been about 
emotional states but the physical well- 
being of the writer is suddenly inter- 
jected by the reference to somatic com- 
plaints. Again, “well” as a negation of 
“a bit upset” is cast into doubt, in a new 
way. But this disqualification of “well” 
by “no aches or pains” is possibly pro- 
moted by even a further implication. 
The “no aches and pains” statement has 
the sound of “none right now, but 
they're just around the corner.” And 
then, since one does not suffer aches and 
pains ordinarily unless something is 
definitely wrong, and a pathologic con- 
dition is usually well established before 
these symptoms communicate its pres- 
ence, doubt is then raised in the form of 
the specter of an as-yet-unannounced 
pathology implicit in “no aches or 
pains.” 

In the conclusion of the letter, there is 
a macroscopic example that transcends 
this single letter. The final “Well Jack 
nothing else is new so I'll close with all 
our love Your Mom” is similar, if not 
identical, to concluding phrases in letter 
after letter over at least a two-year 
period, and perhaps longer; the con- 
Ventionality effectively negates “all our 
love.” In addition, there is the use of 
the son’s personal name within the con- 
text of this conventionality. Ordinarily, 
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the use of the name would bespeak 
warmth and a personal touch, but set in 
the coldness of this conventionality, 
what is lacking becomes even more con- 
spicuous. Finally, there is the contrast 
between the name and the signature 
“Your Mom,” which itself is half folksy, 
half a formal title of reference. 

Out of many different possible direc- 
tions, the preceding analysis, in line with 
our theoretical interests, was focused 
specifically on the pattern of disqualifi- 
cation of almost all statements. We be- 
lieve this pattern is typical in families 
of schizophrenics, rather than unique 
to this mother or this letter; however, 
this letter particularly exhibits “progres- 
sive disqualification,” as described, and 
the occurrence of “incipient” or “con- 
densed” reversals, in which a position is 
only half stated, and then a contrasting 
one is half stated. These special patterns 
appear as rather different from the sort 
of reversals occurring repeatedly but 
subtly in Case B above, and from the 
very sharp reversals to be noted in Case 
D below, but they do fit with the more 
lengthy, circumstantial, and tentative 
style of this mother’s letter, and they do 
fit within the general double-bind 
pattern as 1) a situation in which a per- 
son is presented with incongruent com- 
munications, 2) “which are not readily 
visible as such because . . . the messages 
are on different levels.” The double bind 
can be developed, as demonstrated, in 
a variety of different ways—by apparent 
contradiction, by context, by implica- 
tion. The crucial point is that of the dis- 
qualifying nature of the relationship be- 
tween the two messages—i.e., they are 
incongruent and on different levels, each 
modifying the other. This, however, is 


"Communication in the families of schizophrenics is discussed more generally by Haley (7). 
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not enough. As envisioned, the double 
bind depends further on the inability or 
failure of the victim to “escape from the 
field.” In other words, the victim must 
be unable to resolve the contradiction 
by “mature,” or objective, methods: 
“You are putting me in a confusing 
position. I am not sure what to believe.” 
“Oh, come on now, this is silly.” Such 
inability presumably depends jointly on 
the way the incongruence is concealed 
or denied, and the receiver’s own habits 
of response. 

In this case, clinical material is availa- 
ble to confirm that the patient was 
strongly affected by this kind of com- 
munication. He repeatedly referred in his 
therapeutic hours, in a disturbed, pain- 
ful, and ineffectual way, to letters re- 
ceived from his mother. Among other 
comments stimulated by this particular 
letter, he stated, “She says that her rela- 
tives upset her, you see, then it bounces 
onto my old man and it bounces onto 
me and so round and round we go.” 
This comment was uttered with irrita- 
tion and moderate bitterness; the under- 
lying mood was depression, Again, “Be- 
tween her and her mother, they can get 
ten thousand gallons of water out of a 
God-damn drop of sand—now don’t ask 
me how they do it, but they can do it 
—dry sand! They can sure wring the 
tears out. I don’t know.” This comment 
was begun with irritation and a general 
tone of depression. The affect swiftly 
evolved to a wry, humorous mood, The 
comment ended with an explosion of 
inappropriate and forced laughter, 

The clinical implications of this pres- 
entation are obvious. We have examined 
a stimulus and have noted the response. 
There is evidence that the stimulus pat- 
tern and the disturbed behavior re- 

sponse are closely related. These letters 
offer us the opportunity of observing 
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how, in certain typical varieties, double 
binds can be presented. To amplify, let 
us consider letters by another mother of 
a schizophrenic offspring. 


CASE D 


Presentation of a set of several letters 
from one mother has two special pur- 
poses: 1) Certain patterns of communi- 
cation may be visible only in combina- 
tions of these letters, not separately. 2) 
Some—though necessarily a limited— 
direct sample of the consistency and 
Tepetitiveness of such letters may thus 
be given. 

Patient D was a young man who had 
suddenly developed a schizophrenic ill- 
hess several years before the time of 
these letters, shortly after the sudden and 
unexpected death of his father. His clini- 
cal course had been stormy, including 
three hospitalizations, much psycho- 
therapy, electroshock therapy, insulin 
shock therapy; at one point even lo- 
botomy was advised. By the time of 
these letters, though, he had been im- 
proving gradually but continuously for 
some time in outpatient psychotherapy 
and was very concerned about increas- 
ing his external responsibilities, as by 
going to college or getting a job. He 
had a few friends, and was living in his 
Own quarters in a town about 50 miles 
distant from his mother; they had seen 
each other only two or three times dur- 
ing the previous two years. However, he 
was largely dependent for financial sup- 
port on the weekly sums his mother 
sent him along with her letters, which 
constituted a large part of her own earn- 
ings; she was continuing to work al- 
though she had remarried about a year 
Prior to the time of these letters. 


Dearest Freddie— 


Almost forgot today is Thursday—I ho 
you are feeling O.K—1 note on the Dr. bill 
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ou saw him two days in a row—& am 
ndering if you are unusually worried or up- 
‘about something. I can’t understand your 
ig concerned in the least about taking an 
n—You could pass it with your eyes shut. 
mney—if I could pass an exam after all these 
& without your mental capacity—then 
silly for you to even give it a thought. 
y—please don’t be upset about school— 
are just trying it—If it doesn’t work out 
=s0 you tried— 
TT failed at a number of jobs but kept trying 
cause I had to work—Many times I felt 
I couldn't take it—lying awake at night 
ing & fearing the next day—because I 
s scared stiff to go to work— 
About your living arrangement—I don't 
you can find anything cheaper—it is 
t a matter of saving the train fare— 
oad does Dr. X feel about your going to 
e saw “At the Grand” last nite & enjoyed 
Paul Muni is wonderful—Do you eat out 
every nite? What is your phone num- 
Please send it to me—Honey, shall I 
you some cookies? Do you have any 
igerator space? Write soon & answer my 
tions— 
Loads of love— 

Mother— 


i. 
__The letter begins with the superlative 
affectionate term of address “Dearest.” 


< ambiguous, since this mother invariably 
Uses it, even in the occasional letters in 
Which she is overtly and unmistakably 
angry at her son. 
_ The opening sentence states that she 
almost forgot it was Thursday. Since 
Thursday is the usual day of sending 
2 the son the money on which he lives, 
this emphasis suggests that the financial 
18 a primary factor in their relation- 
E., ip, in contrast to “Dearest.” Yet she 
__ “almost forgot.” Is the message that she 
3 is not really focused on the financial 
Side of the relationship—although later 
J and in other letters there are references 
ag the importance of the son’s being 
Careful in his spending, requests that he 
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should get a job, and remarks on how 
hard she works for this money? Or does 
it mean that she could forget sending 
the money in spite of its realistic im- 
portance to him? Still further, if he were 
more financially independent, would she 
write to him at all? This is important 
since, although the receipt of letters is 
often disturbing to the patients, clinical 
experience indicates that they are also 
very much concerned about losing con- 
tact with mother. 

Next she hopes that he is feeling O.K. 
—but makes it evident that she doubts 
this. She is concerned about the doc- 
tor’s bill, but in other letters insists that 
he continue his treatment and make the 
most of it, she will manage to pay the 
bills somehow. Further, her remarks 
suggest—she is very aware of the dates 
on the bill although so uncertain of the 
day of the week—that she checks and 
evaluates differently concerning him 
than concerning herself. This difference 
also is reflected in her next choice of 
words; she “wonders” if he “worries” 
rather than saying that she herself is 
worrying. This wording emphasizes any 
worrying he may do, while leaving him 
more alone with it, by placing herself 
in a different and superior position of 
“benevolent” concern, rather than a 
more similar and equal one. 

She then states the presumed cause of 
his presumed worrying—a coming ex- 
amination—and labels any concern over 
this as illegitimate and inexcusable: 
something “silly” that she “can’t under- 
stand.” Why? Because she is sure of 
success for him, knows his capability. 
This statement, however, defines his 
position as one where he can’t win; 
there are two apparent alternatives, both 
not good.™! 1) If he succeeds, it is really 


"See also discussion of the “illusion of alternatives” by Weakland and Jackson (11). 
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no accomplishment, since “You could 
do it with your eyes shut.” 2) If, how- 
ever, he should somehow fail, her 
emphasis on ability and ease makes that 
failure worse. In addition, the mother 
draws a picture of herself complemen- 
tary to that for the son: She is much 
worse off than he is, older, out of prac- 
tice, less smart—yet she could pass an 
examination. This puts her in a “can’t- 
lose” position—failure would be under- 
standable and success real accomplish- 
ment—which further emphasizes his 
“can’t-win” situation, while he is influ- 
enced both to sympathize with her con- 
dition and to look up to her example of 
success! 

Then comes a sudden reversal of this 
entire picture. There is now a prediction 
of possible failure, and a statement that 
it doesn’t matter—or maybe doesn’t: 
“You are just trying it—If it doesn’t 
work out—so you tried.” 

Only this still is not the end of it. 
In the next paragraph she writes of how 
she herself struggled and worried. If this 
account of her difficulties had appeared 
earlier, in close relation to statements 
about the son’s having similar difficul- 
ties, it could seem more a positive mess- 
age in their relationship, with a possi- 
bility for these words to indicate mother- 
son identification and support, in spite 
of her tone of rivalry, an outdoing even 
in difficulties. But it comes after she has 
criticized him for worrying, and has 
indicated he certainly should never fail — 
but perhaps is about to do so. In this 
context a message referring to a 
similarity is used in a way that sharpens 

the picture of oppositeness and differ- 
entiation between them: she faced 
greater obstacles with less help and re- 
sources than he, and yet she succeeded; 
this dual message also Suggests again 


that he should be sorry for her yet look 
up to her. In addition, since she suc- 
ceeded because she had to work, while 
he is supported by her, the implication 
again is that he will fail. Somehow it is 
made to sound as if this will occur in 
spite of her benevolence, although her 
own remarks about the virtues of neces- 
sity directly suggest that the son might 
fail because of such help. 

The letter then shifts abruptly to a 
new topic and level of discourse, prac- 
tical arrangements about goi.g to 
school. These few sentences cannot be 
examined in detail without considera- 
ble reference to preceding corre- 
spondence. They deal with the matter 
of mother’s advising her son where to 
live both “nicely” and economically, a 
hot topic involving her general concern 
to inquire into, direct, and supervise her 
son’s behavior closely, though indirectly 
or covertly. 

The inquiry about the therapist’s 
views on the son’s going to school is 
Straightforward on its face, but it ap- 
pears only after mother has herself de- 
livered a set of positive and final— 
though variable and contradictory—pro- 
nouncements on this subject. Thus this 
inquiry—and any importance of the 
therapist—is largely disqualified by 
presentation as an afterthought, although 
it still throws into question the indica- 
tion of all the opening remarks that 
mother knows what's what as helpful 
authority for her son on his school prob- 
lems. Now she asks, “What does the 
doctor think?” 

The final paragraph begins with a 
theme common for this mother; she 
(and her husband) went out socially, to 
a public event, and enjoyed it. Then, 
however, follow remarks or inquiries, 
such as “Do you eat out still—every 
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nite?” and so on, which suggest a con- 
trasting picture of the son’s circum- 
stances, made clearer in other letters: 
Her going out to dinner, the theater, 
concerts, is reasonable and proper, in- 
deed a positive social and cultural value. 
His eating out is wasteful expense, and 
an indication of his aloneness and lack 
of home life, but this bad and sad state 
is his own fault, for ignoring her efforts 
to provide maternal care and feeding 
despite the distance separating them. 
Finally he should “write soon” —and 
why? To “answer my questions.” 
“Loads of love” is an habitual ending. 

Against this background, we may con- 
sider this mother’s next letter more 
briefly: 


Dearest Freddie— 


Hope you are O.K.—The only reason I 
thought you were concerned about taking the 
test was because you wrote that you will be 
glad when it is over. When does school 
start—? Honey, I hope & pray that you 
will be happier going to school—& feeling 
a sense of accomplishment & also preparing 
for a future—I trust that you are ready for 
the concentration & routine that it will re- 
quire. If not—then you can try again later 
or try something else—Perhaps you can start 
with a limited program—That would prob- 
ably be best—The most difficult thing is to 
get started. 

Honey—I don’t know how you are living, 
but, perhaps you aren't managing very well 
—It seems that even sending you more 
doesn’t seem to make a difference—Before, 
you were taking your rent out—Now, it is 
oa & you still have trouble getting along. 

ere isn’t any more I can do—Having to 
py Dr. X $50 or $60 a month makes a big 
as written this looks like “beg”] difference 
—& I am spending my entire salary on your 
needs—so am doing all I can. If only you 
can earn your supplementary needs at least 
—because $35 a week should take care 
of your necessities if you are managing 
oy eer would do better to eat at 
on, more—You can buy a steak & 
a a vegetable & fruit, have a better meal 
Hon you can buy for the same price out 

joney—I would like to come down & bring 
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you a box of groceries—& sundries—It doesn’t 
pay to send it—How about it? 

How about going out with us to something? 
If you'd like to, we will arrange something. 
Haven't heard from anyone—I talk to 
Joanie occasionally— 

Well Honey—Good luck tomorrow—altho’ 
you don’t need it to do well in the test— 
Please write soon & let me know how every- 
thing is—Take good care of yourself—Loads 
of love, 

Mother— 


Regards from Moe [the stepfather]. 

P.S. Will bake something real soon—to 
send you—Would rather bring it to you—I 
miss you very much 

Tm so used to typing, I can’t even write 
decently anymore—excuse the scribbling. 


Now, after the last letter devoted 
mainly to his anxiety over a coming 
examination, it appears doubtful 
whether he was anxious in the first place. 
Perhaps both mother and son have been 
vague or ambiguous in expression on 
this; this question could only be settled 
by examining the son’s letters also. It 
remains striking that regardless of what 
the son’s message is stated to be by the 
mother, she largely takes a converse OF 
opposite position. The two letters to- 
gether show this neatly. In the first, she 
sees him as anxious, and insists this is 
nonsense. In the second, she agrees 
maybe he wasn’t anxious, but then indi- 
cates that perhaps he should be: She 
“hopes and prays” he will be happier 
at school, and “trusts” he will be ready 
—both suggesting considerable doubt 
and uncertainty, where before she knew 
how able and ready he was. Also there 
are suggestions of the possibility of fail- 
ure, and emphasis on initial difficulties. 
And at the end of the letter there is a 
further reversal back to the theme that 
he is really ready and able. 

The rest of the letter contains addi- 
tional statements bearing on the other 
themes noted for the first letter, again 
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presented in a way that involves incon- 
gruent messages and invidious compari- 
sons between the mother and the patient. 

A very brief letter written a month 
later, just after the son had succeeded 
in entering college, provides a footnote 
to the preceding pair: 


Dearest Freddie— 


We heard your ring just as we were putting 
the key in the door—I am so thrilled—& 
wish you all the very best—Just get your 
school work & don’t worry about anything 
else—Here is your chance, Honey & I know 
you will do well—You have what it takes— 
I'm very proud of you— 

Loads of love— 
Mother 


is also happy for you & wishes you 
ucl 


P.P.S. If if doesn’t work out—& youre’ 
not ready—don’t worry—at least you tried, 

Once more, there is a positive initial 
Statement or overstatement—and then 
an undercutting reversal which appears 
almost an overt request that he fail. It 
is strikingly reminiscent of the statement 
of a schizophrenic patient of Bateson’s 
on his mother’s attitude toward his 
father’s ambitions: “She was right there 
with him, encouraging him and en- 
couraging him, and ready to help him 
quit at any moment.” 

Thus these three letters again present 
a pervasive pattern of disqualifying re- 
versals; recurrently one statement, which 
alone may appear definite, is followed 
by a related statement of almost oppo- 
site meaning or influence. Also re- 
reversal may follow, apparently without 
limit. Details of content, specificity, 
length, and timing may vary, but the 


"It has been noted earlier that these letters also exhi 


$ case. As anal i s i ications, though 
from the nature of the case these cannot be fully p Paiste aaen cations, tho 


basic pattern is ubiquitous. Further- 
more, though these reversals may seem 
rather blatant on analysis, again the 
might not easily be noticed and handled. 
The actual recipient of the letters was 
dependent on the mother both finan- 
cially and emotionally, and thus in a 
poor position to be objectively observant 
and critical, and this is reinforced by 
the mother’s repeated assertions of her 
benevolence and sacrifice. Also, each 
half of a conflicting pair of messages is 
commonly presented in such a sugar- 
coated form as to ensure its separate and 
uncritical acceptance: Demands for suc- 
Cess are given together with strong com- 
pliments on ability, then suggestions of 
failure with prefabricated plausible ex- 
cuses. 

Another recurrent pattern of dis- 
qualification of messages consists in 
abrupt changes of subject and style 
(from another angle, changes of con- 
text)—e.g., from the hot issue about 
education to apparently casual remarks 
on daily activities. These shifts dis- 
qualify by seeming to drop a matter, 
yet leaving it hanging; instead of a re- 
versal of direction, there is an unsig- 
naled left turn. Abruptness plus casual- 
ness makes the occurrence and influence 
of these shifts also difficult to notice and 
handle. Both of these broad patterns 
thus fit in with the preceding cases and 
with our basic concept of the double 
bind.*? 

Some clinical information again is 
available to support our prediction that 
such communication would have certain 
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disturbing and confusing influences. 
During a three-year period of continu- 
ous contact with this patient, there was 
not one instance of beneficial effect from 
receiving a letter from the mother. On 
several occasions, his reactions to the 
letters were so intense—of a paranoid 
or a depressive nature—that extra 
therapy sessions were necessary. More 
specifically, after receiving the first of 
these letters, patient D was hyperactive, 
obsessed with themes of violence and 
destruction, preoccupied with his 
“homosexuality” and how he was differ- 
ent from others, and interested, in a dis- 
turbed way, in hypnosis and influence. 
The three letters presented here are 
part of a sequence of letters about the 
patient’s college plans that was particu- 
larly disturbing. The patient was alter- 
nately preoccupied with the necessity of 
determining what his mother wanted 
him to do about college and experienc- 
ing acute rage at her. Both of these 
states hampered applying himself to 
studies and he withdrew from college 
within two weeks after having finally 
started. 

In these Case D letters especially, an 
opportunity to observe relatively directly 
just what the mother communicates 
* about the mother-child relationship is 
provided by some messages that make 
explicit or implicit comparisons between 
them. Two examples have already been 
discussed: The mother’s remarks on 
Worry and struggle in relation to success 
or failure, and on her social life versus 
the son’s social life. A third such com- 
Parison is most clear in many letters not 
included here. The mother criticizes the 
son for not writing her enough and 
Claims that his brevity must be designed 
to shut her out from his life. But, judg- 
ing from dates and internal evidence, 
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her own letters are no more frequent 
than his; also, she herself acknowledges 
that they are very brief but explains this 
away in terms of her busy schedule of 
activity, especially her job. This, in the 
context of her working to support the 
son, puts the onus on him again, and 
more; it’s really because of him, and 
even for him, that her letters are hurried 
and brief. 

In each of these instances the 
mother’s comparisons, at the level of 
evaluation, state that they are very dif- 
ferent, with herself fundamentally in the 
right and the son in the wrong, though 
the mother may magnanimously allow 
and excuse his wrongness or failure. 
When the descriptive content of state- 
ments is closely viewed, though, their 
stated behavior appears as very similar. 
This incongruence is marked indeed, 
while at the same time it is quite diffi- 
cult to see clearly—some comparisons 
are explicit and others implicit—state- 
ments about similar behavior are 
spatially separated, and so on. Thus the 
double-bind pattern of obscured incon- 
gruence of related messages at different 
levels is very strongly present in com- 
munication directly about the mother- 
son relationship. Seeing this pattern pro- 
vides one basis for understanding not 
only the difficulties and unhappiness of 
the participants in such a relationship, 
but also its duration, the commonly 
noted yet important fact that schizo- 
phrenics and their mothers have great 
trouble really getting together or getting 
apart, even over a lifetime. Relatedness 
and getting together are blocked when 
any similarities in behavior or outlook 
are denied by statements conveying 
“You're different” and “You're wrong.” 
Personal identity and getting apart are 
blocked when individual differences in 
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behavior or standards are denied by 
statements emphasizing similarity or 
claiming “Whatever you do is all right 
with me.” 


SUMMARY AND CONCLUSIONS 


We have analyzed examples of letters 
by three mothers to their schizophrenic 
offspring. The intensity of this particular 
examination makes it important to re- 
emphasize two points: 1) We do Not see 
the mother of the patient alone as wit- 
tingly or unwittingly “the cause” of his 
behavior. We do believe that schizo- 
phrenia has its etiology mainly in family 
interaction, in which the father, the 
eventual patient, and the mother all play 
a large part. We have here studied letters 
of mothers because we think them not 
unique, but Significant, and because they 
were available. Indeed, this availability 
may have resulted from the mothers’ 
being the ones most concerned about 
the patient—not just because they are 
“overprotective” ` or managing, but 
equally because the fathers are “weak” 
and any siblings endeavor to avoid or 
escape the family difficulties. 2) Given 
these letters for 
€ many points of 
view, some less apparently cold and 


anxiety and uncertainty of these mothers 
as they try hard to make helpful contact 
with their schizophrenic children, 

Here, however, we have had to select, 
and we chose: 1) to examine the nature 
of these letters as Observable communi- 
cation, while curbing inferences about 
the writers’ personalities and motiva- 


—— 
“The relationship between s 
different context is examined by Fry (5), 


uch incongruent co; 
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tions; 2) to consider the effects of such 
communication on its receivers, 

Our detailed examination of these 
letters has disclosed that almost no 
statement ever is allowed to stand, 
clearly and unambiguously. Rather, 
another message disqualifying it, in any 
of a variety of ways, occurs. Further, 
this alteration, and the difference be- 
tween the messages, is not itself made 
clear or explicit, as it would be by such 
messages as “I changed my mind on 
that” or a statement of different con- 
text. Instead, the differing statement is 
given as if it were a continuation along 
the same line, so that each is cast in 
question by the other, while the incon- 
gruence between them is ignored and 
Obscured. In terms of formal patterns of 
communication, this amounts to the 
existence of a pervasive pattern of con- 
cealed incongruence between closely re- 
lated messages, 

In terms of influence, a corresponding 
characteristic pattern exists: First there 
is a message stimulating the recipient to 
make some particular response, often 
amounting to a demand for a certain ac- 
tion or feeling (or, negatively, a prohibi- 
tion). Second, at once or after some de- 
lay insufficient to complete the response, 
there is another message which calls for 
an opposing or incompatible response. 
And there is denial or concealment of 
the exertion of influence. All this occurs 
at a variety of message and behavioral 
levels. It seems reasonable to expect 
paralysis or frantic activity, plus general 
confusion or suspicion, in response to 
such a pervasive and general pattern of 
concealed strong but incompatible in- 
fluence.: This expectation has had con- 
firmation both from direct observation 


WEAKLAND AND FRY 


of patients’ reactions to these letters in 
two cases, and from patient A’s state- 
ments about the reactions of himself and 
other schizophrenic patients. Also A’s 
statements about the nature of such let- 
ters agree with the direct data of actual 
letters. 

Finally, we may note again that both 
the major pattern of communication dis- 
cerned in these letters and its effects on 
their recipients agree closely in main 
outline with our research group’s ori- 
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SOME SPECIFIC AREAS OF CONFLICTS OBSERVED 
DURING PREGNANCY: A COMPARATIVE STUDY OF 
MARRIED AND UNMARRIED PREGNANT WOMEN’ 


JOHN G. LOESCH, M.D.,t and NAHMAN H. GREENBERG, M.D. 
The Child Development and Clinical Research Unit, Department of Psychiatry, University of Illinois College 
of Medicine, Chicago, Illinois 


Two very different groups of women were seen in psychiatric interviews dur- 
ing pregnancy. Both groups consisted mainly of primigravidas, one group 
composed of graduate student wives, the other group of illegitimately preg- 
nant girls residing in an institution. Some of the major conscious conflicts 
and fantasies of both groups are presented and contrasted and then related 
to salient features in the individual's current and recent life situations. 


T: PHENOMENA and problems of 
pregnancy have been investigated by 
a variety of different techniques and 
with a number of different purposes in 
view. Utilizing the psychoanalytic tech- 
nique and situation, Freud (1-4), Bene- 
dek (5-6) and Deutsch (7) have eluci- 
dated some of the deeper psychodynamic 
tendencies, unconscious conflicts and 
fantasies of pregnancy. Helene Deutsch 
(7) and more recently Benedek (8, 9) 
have presented additional evidence con- 
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cerning shifts in familial relationships 


pregnant state and parenthood may pro- 
duce; they have dealt with the reciprocal 
impact of life situations and psychologi- 
cal changes and their behavioral results. 
More recently Grete Bibring (10), in a 
discussion of pregnancy as a develop- 
mental crisis, also reported on some of 
the effects of life situations on the emo- 
tional and psychological states of preg- 
nant women. 
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Other studies have utilized question- 
naires and various types of interview 
situations and have, on a more super- 
ficial level, been able to catalog many 
of the common problems, fantasies and 
symptoms of pregnancy and early par- 
enthood (11-13). Some of these, by ex- 
tensive discussion of case histories, have 
been able to demonstrate some of the 
interactions between life situations and 
internal psychological reactions (14). 

We have had the opportunity, over 


the course of the past two and a half” 


years, to interview a large number of 
pregnant women whose infants were 
to be subjects in our investigations of 
psychophysiological processes in in- 
fancy. This is a series of long-term 
longitudinal studies planned to extend 
over many years. One aspect of these 
investigations is an attempt to study 
mother-infant relationships and trans- 
actions, both by interview and by direct 
observation, and to evaluate the mother- 
infant relationship as a variable in vari- 
ous processes of psychosomatic differ- 
entiation and organization. Two groups 
of women have been seen—one a group 
of 22 married women, for the most part 
wives of medical and dental students of 
the University of Illinois, and the other 
4 group of 31 illegitimately pregnant 
women. These two groups were origi- 
nally studied for the purpose of obtain- 
Ing information on affect states, con- 
flicts, types of object relationships and 
Psychological processes in order to see 
how these might relate to various pat- 
terns of subsequent mother-infant re- 
lationships and the initial psychophysio- 
logical state of the neonate. 
Investigations of the illegitimately 
Pregnant mothers brought to light a 
Striking fact: Pregnancy frequently 
Seems to occur subsequent to object 
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loss. This we have written up extensively 
elsewhere (15). It led us to focus on the 
question of the life situation and its 
relation to reactions in pregnancy and 
early parenthood. To understand and 
help bring into focus much of the inter- 
view material and information con- 
nected with patterns and variations in 
mother-infant relationships, we have or- 
ganized some of the material from the 
perspective of shifts in the interpersonal 
relationships and changes in life situa- 
tions. 

To study behavior in terms of con- 
scious content and life situations brings 
certain advantages. While life situations 
are significantly determined by charac- 
ter structure and internal unconscious 
psychological processes, assessment of 
these and the role they play outside the 
analytic or other intensive psychothera- 
peutic situation may be hazardous, or 
only very general and nonpredictive. 
Because the number of variables in any 
specific transaction is very great, the 
shifts in relationships that the pregnant 
woman and new mother undergoes with 
her husband, infant and parents may 
perhaps best be understood at this time 
by means of various gross global cor- 
relations. 

Too specific attempts to relate indi- 
vidual variables to types of behavioral 
patterns may not prove to be very pre- 
dictive. For example, in a previous study 
(16) of a small group (5 mothers), we 
found that the quality of infant care as 
rated by a group of observers on a num- 
ber of variables seems to correlate more 
with changes in the affect state of the 
mother than with any specific conflict, 
but the response to any specific affect 
state was quite different with different 
mothers. Also it was noted that there 
were rapid changes in mother-infant 
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transactions as seen by direct observa- 
tion, Many of these changes seemed 
most clearly explicable in terms of the 
fluctuation of life situations and inter- 
personal relationships. 

If we are to evaluate adequately the 
behavior of the woman during preg- 
nancy and in the early days of parent- 
hood, accurate evaluation of life situa- 
tions, we feel, is a prime necessity. This 
has been emphasized by others. Deutsch 
(7) has remarked that “the favorable 
course of pregnancy or later mother- 
hood can also be ascribed to strongly 
positive values deriving from secondary 
motives. . . .” Bibring (10) has com- 
mented on the effects of current changes 
in life situations (change in family struc- 
ture, isolation of the individual and 
family from supporting social institu- 
tions, changes in society resulting in 
more scientific attitudes toward preg- 
nancy) and their resulting in a “some- 
what artificial detachment of the preg- 
nant women” which “closes certain im- 
portant outlets for the working off of 
inner anxiety . . . and deprives the aver- 
age women to a high degree of the ap- 
propriate expression and elaboration of 
her emotional involvement.” 

In this paper we will focus on some 
problems of two groups of mothers 
chiefly as reflected in conscious attitudes 
and as related to life situations. These 
are by no means the only areas of signif- 
icance or importance in understanding 
pregnancy. Our report will of necessity 
give only a partial picture of the preg- 
nancy state; many other ways of looking 
upon pregnancy are possible. We intend 
at this time only to give a general, im- 
Pressionist picture of some differences 
observed in two groups of pregnant 
mothers. More detailed and formal anal- 


yses utilizing other aspects of our data 
are intended for future publication. 


CASE MATERIAL 


General Remarks. Two grips of 
pregnant women were seen, (nc was 
comprised of 31 mgr > p: -gnant 
women, all living at a ho 1e for women. 
The other group consisted of 22 married 
women, mostly wives of medical and 
dental students. The illegitimately preg- 
nant mothers were seen an average of 
five times during their pregnancy and 
many were given psychological testing. 
The first few mothers in the married 
group were seen only twice during preg- 
nancy, but all subsequent mothers were 
seen at least four or five times prenatally 
and most received special psychological 
testing. All in the married group were 
followed subsequent to delivery and 
many have been seen through a second 
pregnancy. Many of them have been 
seen at 30 to 40 interview sessions over 
the past few years. Each interview was 
tape-recorded. After an initial interview 
designed to get specific information, all 
succeeding interviews were essentially 
nondirective—letting the patient set the 
focus of the interview. With certain 
mothers interviews frequently developed 
into psychotherapeutic sessions. At vari- 
ous times specific questions concerning 
specific areas were asked. 

To begin with, the two groups of 
women differed in some very specific 
ways, quite apart from the obvious dif- 
ference in marital status. The married 
women as a group were usually of a 
higher socioeconomic and educational 
background. Many of them were teach- 
ers and nurses and many had finished 
college. As a group, they were older on 
the average by four or five years. The 
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psychological background of the two 
groups differed, with generally more evi- 
dence of severe, overt disturbances in 
the unmarried group, especially early 
experience with parental death, separa- 
tion, or divorce. All members of the un- 
married group were in a state of active 
overt conflict with family members or 
were in a state of emotional separation 
from their parents. Both groups con- 
sisted primarily of women in their first 
pregnancy. 


THE UNWED MOTHERS 


Life Situations at the Onset of Preg- 
nancy. We found with striking regularity 
evidence of significant alteration in the 
lives of these women just prior to con- 
ception. In general these alterations fell 
into the category of object losses, in- 
volving such events as the death of a 
parent, some other significant relative, or 
a boy friend; separation from parents 
through other means; threatened separa- 
tion from significant persons; or the loss 
of a valued job or other position. These 
losses were often accompanied by de- 
pressive reactions on the part of the 
subjects, who were in general prone to 
highly dependent, at times almost ana- 
clitic, relationships. A conscious wish 
for pregnancy was observed in at least 
One-third of the subjects and was often 
associated in their minds with the idea 
of enforcing continuation of a threat- 
ened relationship. 


Life Situation during Pregnancy. 
These subjects were all separated from 
their families and lived in a home with 
other women having similar problems. 
This home was also an adoption agency 
and therefore represented for them the 
Place both of their current lives and of 
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the lives of the infants after delivery. 
For many of the women this home was 
also symbolic of their separation from 
the baby. Although the home provided 
adequately for the mothers’ needs, in 
only a few instances was there any op- 
portunity for formal psychotherapy. The 
relationships established at the home 
tended to be tenuous, almost by defini- 
tion self-limiting to a period of only 
a few months. These women came from 
many different communities, often some 
distance from the home. They main- 
tained communication with their fami- 
lies primarily through letters. Their life 
situations, including the interpersonal 
contacts available to them, were con- 
tributory to a focusing of attention on 
the pregnancy, especially on the prob- 
lem of keeping or giving up the coming 
infant for adoption. 

The circumstances of the pregnancy 
brought additional stress and discord to 
already highly conflictual family rela- 
tionships and usually caused increased 
emotional withdrawal from whatever 
family ties and outside friendships may 
have existed previously. Often the fact 
of pregnancy was hidden from one and 
sometimes both of the parents, nearly 
always from relatives. The attitude of 
many of the families, and usually of the 
girl herself, was that she should “hide” 
until the pregnancy was terminated. The 
home, while offering a sanctuary, was 
also experienced as a banishment—exist- 
ence in a limbo that could only be termi- 
nated by delivery. The fact of their preg- 
nancy was felt by most of the girls as a 
social disgrace and except in a few who 
desperately wanted a baby despite all fu- 
ture problems, it was regarded as an 
episode of life to be hidden from the 
community and friends. 
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Themes. The major concern centered 
on the problem of keeping or giving 
up the infant and on their feelings about 
the separation anticipated with delivery. 
Only three women decided to keep their 
infant, and one of these just a year be- 
fore had an infant die in childbirth. 
The majority, although deciding to give 
up their infant, were highly ambivalent 
about this and expressed much depres- 
sion and yacillation about it. The fre- 
quent preoccupation with sadness, lone- 
liness and death was often experienced 
in regard to delivery and separation 
from their infant. For some there was 
the conscious equation (verbalized) of 
the separation as a “killing of the baby.” 
This was also related in some subjects 
to a realization that the temporary res- 
olution of personal problems which the 
pregnancy had supplied was activating 
older difficulties in its termination. Some 
were able to point out insightfully that 
their pregnancy, at least superficially, 
resulted in part from an attempt to solve 
problems which had recently arisen and 
that it had for a short period of a few 
months functioned to remove or reduce 


anxiety and depression. But it had no 


permanent quality to it; after delivery 
they found it to have given no benefit 
in solving their problems, although they 
felt “more knowing” or “wiser” for the 
experience, 

The difficulties over separation also 
evoked wishes to postpone the separa- 
tion or in some way, symbolically, not 
to lose the baby. This was usually a 
definitive issue one way or the other 
and was manifested in various ways. 
Some women would try to stipulate a 
variety of conditions for the adoption, 
often including the wish to determine 
the adoptive parents or to maintain in 
some way a connection with the coming 
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infant. Others, wishing to avoid the 
problem of separation, tried to avoid 
thinking about the baby during preg- 
nancy and did not want to hear &ny- 
thing about the baby after delivery. 
There was a great deal of vacillation 
over whether or not to keep the baby, 
with many girls changing their minds 
many times. 

Most of the girls, while in the home, 
were active in fantasy and often in 
actual efforts to re-establish a dependent 
relationship with some man, whether a 
former boy friend or some new one. It 
was a common pattern that many of 
these girls had become pregnant subse- 
quent to breaking up with a boy friend. 
A strong conscious wish and many fan- 
tasies concerned their wanting to be 
close to this boy friend again.. Many 
feelings of anger and/or depression were 


expressed concerning the “ideal” boy 


friend, often not the father of the baby. 

These two themes—the problem of 
giving up the infant and the wish to 
have a dependent relationship with a 
man—vwere closely interrelated. This is 
graphically illustrated by a quotation 
from one girl, seen several months after 
delivery, who had returned because of 
depression. “I had made up with Bert. 
Things were going well, I felt happy. 
Then Bert left me. I felt alone and 
started to cry. I started to fight with my 
parents. Suddenly I felt I needed my 
baby. I had to have it. I went to the 
home and tried to get into the nursery. 
I screamed at them to give me my 
baby.” 

A few of the unwed mothers ex- 
pressed great hostility against the father 
of the baby and the fact of their preg- 
nancy. With these girls there was great 
eagerness and impatience to terminate 
the pregnancy. With them, getting rid 
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of the baby was getting rid of the boys. vented many of the others from express- 


friend. There was great resentment over 
being pregnant and most of them sel- 
dom thought of the pregnancy or the 
future infant, trying by massive denial 
to behave as though they were not 
pregnant. 

It was surprising that despite a his- 
tory of abuse, deception, disappointment 
and unreliability in the relationship with 
the former boy friend or father of the 
baby, in fact, despite the obvious im- 
possibility of any satisfactory realistic 
relationship with him, many of the girls 
still fantasied some kind of reconcilia- 
tion and re-establishment of this rela- 
tionship. 

There were only rare verbalizations of 
concern or interest in the infant per se. 
Spontaneous remarks indicating thoughts 
of the infant’s. health, worries over pos- 
sible injury or congenital defect were 
not as common as with the married 
women. Fear of delivery was frequently 
expressed; these fears often focalized 
upon a preoccupation with bodily capac- 
ites. A few subjects spoke of themselves 
as emotionally fragile, fearful of how 
they would feel after delivery, and con- 
sidered themselves similarly fragile phys- 
ically, Other intense fears included those 
of hemorrhaging to death, of being torn 
or mutilated, and of being left com- 
pletely alone. There was at times a rather 
Undifferentiated equation to all objects 
às things of fragility—themselves and 
their infants, 

“a of the few women of this group 
hae to keep her infant expressed 
ri se feelings with firm opinions about 
= Aaa of motherhood and infant 
a “ed was additionally obsessed by 
ath Te her pregnancy that the in- 
a ould be either crippled or blind. 

S possible that massive denial pre- 


ing such ideas. From most of the sub- 
jects we would hear variants of the 
theme, “I do not think of the baby.” 

All the unwed mothers expressed 
fears concerned with the coming de- 
livery, and especially of being alone 
during this period without the presence 
of a familiar person whom they could 
regard as a protecting, guarding figure 
watching over them. They experienced 
great relief when they were told that 
someone from the study group would 
be present during the delivery and labor 
period. 

After delivery depressive reactions 
were frequently observed and also what 
appeared at times to be almost typical 
mourning reactions. These were mani- 
fested by weeping and by dreams. Many 
women reported having dreams of their 
infant for some weeks—one subject for 
many months post partum. 

The most striking feature of this 
group of mothers is how relatively un- 
changed the pregnancy experience left 
most of them. A few established new in- 
terpersonal equilibrium, with some 
change in their significant relationships: 
Some, by experiencing a new closeness 
with and dependency on their mothers, 
and having had a favorable acceptance, 
suffered increased guilt and, repressing 
former conflicts, became “good girls.” 
Some rejected men and “sexuality,” re- 
solved to stay at home and be “good 
girls.” How long these new relationships 
lasted, we cannot say. But the majority 
of the unwed mothers, subsequent to 
delivery and following rejection of the 
motherhood experience, re-entered the 
world with what appeared to be rela- 
tively little internal change—at least, so 
far as could be inferred from the fact 
that they returned in an unchanged way 
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to the types of relationships they for- 
merly held—either resuming former con- 
flicts with the family or again embarking 
on highly hostile, dependent and re- 
peatedly dissolving relationships with 
men. This was in marked contrast to 
the married group, where specific in- 
ternal conflicts were mobilized during 
pregnancy and in the early subsequent 
period of motherhood, continuing to 
resolution by increased psychological 
growth and maturation or eventually 
ending unresolved due to neurotic 
blocking. 


THE MARRIED MOTHERS 


The group of 22 married mothers 
consisted of patients originally selected 
at random from the obstetrical clinic at 
the University of Illinois. These all had 
minimum backgrounds of at least a high 
school education, with no significant ill- 
ness. Later this random selection was 
restricted to a group composed of medi- 
cal and dental students’ wives. Of this 
group 15 were in their first pregnancy 
at the start of the project, 5 were in 
their second pregnancy, and 2 were 
now pregnant for the third or fourth 
time. Of these mothers, all but 4 have 
been followed for more than one year 
post partum; many have been followed 
for over two years, 5 of the original 
mothers having been followed through 
a second pregnancy. Our remarks will 
be confined chiefly to the primigravidas 
and the medical-dental students’ wives, 
with only occasional remarks concern- 
ing the others. 


Life Situations at the Onset of Preg- 
nancy. The student group was character- 
ized by a number of distinguishing fea- 
tures: 1) The husband was greatly in- 
volved in pursuing his professional ca- 
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reer, often working evenings and able 
to spend very little time with his wife. 
There were almost universal complaints 
of insufficient time with the husband. 
2) Marginal financial circumstances 
often required the husband to work in 
addition to attending school, even be- 
fore onset of the first pregnancy. 3) 
Nearly all the wives were working at the 
time of conception and many had been 
involved in support of the husband 
through school for a number of years. 
4) Most wives felt isolated from social 
contacts, the absence of a social com- 
munity. Most of them came from small 
towns or suburban areas and felt alone 
in a foreign social milieu. Most ex- 
pressed some feelings of dissatisfaction 
and discontent with their current life 
situation but none considered them- 
selves psychiatric problems. 


Life Situations during Pregnancy. 
These subjects were all separated from 
their families. Involvement in support 
of the husband’s education required that 
most of them work through at least two- 
thirds of the pregnancy. Very few of 
the pregnancies had been consciously 
planned. Many of these women, while 
expressing a wish for a large family, 
had planned to postpone having chil- 
dren until the husband completed his 
education. For most, pregnancy meant 
an interruption in their conscious life 
plan. 

These women were burdened during 
pregnancy with the combination of work- 
ing and also being housewives. Their 
only source for the feeling of being 
cared for and realistically helped resided 
with their husbands. There were no 
sources of community support or in- 
volvements with an established social 
group. Many of them were confronted 
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by the necessity of making financial ar- 
rangements which required the estab- 
lishment of closer ties with their own 
parents. This often contributed to the 
reactivation of intense ambivalence cen- 
tered upon earlier dependency prob- 
lems. 


Themes. There were several predomi- 
nant themes during pregnancy: 

1) Concern over bodily changes and 
fear of mutilation or death during de- 
livery. There was great apprehension 
about their ability to handle pain and 
concern over what labor was really like. 
Some women were interested in “na- 
tural childbirth” and expressed wishes 
for minimal anesthesia. They looked 
upon labor as a “test” of being a woman, 
and a high score consisted in being able 
to endure labor. Others wished to escape 
labor by complete oblivion: a typical 
quotation, “I wish I could suddenly 
wake up and just find my baby with 
me.” Some dreamed that the baby had 
already been delivered. All expressed a 
wish to be conscious at the moment of 
birth or just afterward. Missing this 
moment was felt as failure and/or 
severe deprivation. All expressed a 
strong wish to have the husband with 
them during labor. Most felt greatly re- 
assured by being able to talk out their 
fears concerning labor, and especially 
by the fact that a member of the re- 
— group would be present during 
E labor. Under all the different fan- 
n could be detected deep anxieties 
" cerning bodily damage and/or death 

a very possible reality during labor. 
tel, = for someone with whom they 
oe lose to help them safely through 

T Was universal. 
Aa Concern over whether or not the 
ant would be normal. Practically all 
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mothers verbalized this concern. Many 
had fears that the infant would be dam- 
aged during labor, born with subnormal 
mentality, or born without a limb or 
limbs. Some had dreams of delivering 
a deformed fetus or a monster. These 
fears varied from occasional fantasies to 
concern of almost obsessive strength. 
We were surprised at the frequency of 
this theme and its emotional elements in 
many of the subjects. In only a few of 
the women did there seem to be the con- 
fident attitude, “I will deliver a good 
baby,” and even among these there were 
occasional doubts. Fantasies of a defec- 
tive infant or a monster were very com- 
mon, 

3) A marked change in nearly all in 

their attitudes toward their husbands. 
They all noted a conscious increase in 
wanting to be cared for and in feelings 
of irritation toward the husband for not 
adequately fulfilling this need. Some re- 
acted with hostility and anger, others 
with guilt and depression, most with 
both sets of feelings. A typical reaction 
embodying this conflict was expressed 
by one mother, who had become preg- 
nant without conscious desire: 
I wanted children, of course, but I didn’t 
think we could afford them... and I like 
children a lot. I worry that I will do the 
wrong thing . . . well, I know no one in Chi- 
cago. I came to Chicago last fall when we 
got married. At my job I have some friends, 
of course, but I am too busy most of the 
time. Well, it’s hard work. Of course, with 
my husband studying all the time I have no 
one to talk to, and now he works nights and 
in the little bit of time he has with me I 
don’t want to bother him. 


Another typical quotation: 


Well, first we were pretty sure I was preg- 
nant but I got to thinking maybe I wasn't, SO 
we didn’t tell anybody about it right away be- 
cause we were afraid maybe I wouldn't be, 
and I was hoping to be. And for the most 
part I have really looked forward to having 
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it. A couple of times I wondered—you know 
my husband is still in school until June and 
we have a very small place and I sometimes 
thought maybe we weren't wise. I have won- 
dered where we would put it, and then, too, 
financially. We don’t have to worry too much 
about that. It will be a little tight because I 
was the breadwinner. But mostly these have 
been passing thoughts, mostly if I have been 
tired or something. So I am sure we are go- 
ing to eat and have a roof over our heads. 


4) Verbalized fantasies concerning 
what the baby would be like and con- 
cern over how they might function as a 
mother. This was most marked in 
women with strong competitive traits 
and those with marked need to be con- 
sidered good, especially by sacrificing 
for others. For them, the problem of 
being able to breast-feed and their ca- 
pacity for it were frequent matters of 
concern. Although themes of this nature 
did occur, they were seen by most moth- 
ers as problems still in the future, while 
the coming delivery and the life situa- 
tion with the husband were more im- 
mediate. Having a baby and being a 
mother was not yet a reality. There was 
a general lack of confidence, an attitude 
of uncertainty. A few showed a stub- 
born determination to be “a good 
mother” or to handle their infant a cer- 
tain way, but most of them felt other- 
wise, being uncertain about their future 
capacities as mothers, 

The majority of these women showed 
feclings of irritability and depression 
and had crying spells. The form varied 
with the individual—from a few epi- 
sodes to prolonged moods. It is of inter- 
est that though the members of this 
group would not ordinarily be consid- 
ered psychiatric patients, in only a few 
(those who seemed to have achieved a 
previous resolution of feelings about 
their own mothers, or who had particu- 
larly good relations with their husbands) 


did pregnancy proceed smoothly. For 
nearly all the women we observed in 
this group, pregnancy involved a stir- 
ring up of certain psychological conflicts 
and a marked readjustment of their 
relationships with their husbands and of 
the expectations they had of their hus- 
bands and of themselves. 

The first year of motherhood for all 
these mothers produced marked shifts in 
their psychological equilibrium. Marked 
conflicts over adequacy, with resulting 
depression; definitive quarrels with 
mother or mother-in-law, where there 
had previously been an equilibrium; 
flight from motherhood by returning to 
work; increasingly disturbed relation- 
ships with their husbands—these were 
some of the different reactions seen dur- 
ing the first year of motherhood. These 
reactions will be considered in future 
publications. We wish merely to note 
here that many of the conflicts of early 
motherhood could not be delineated def- 
initely from the more superficial inter- 
view material we had available. This is 
probably partly due to the fact that this 
material was covered by the predomi- 
nant themes of the pregnancy period; 
or it may only be available in an in- 
tense psychoanalytic situation. 


DISCUSSION 

Pregnancy for nearly all in this group 
of married mothers—randomly selected 
and not consciously seeking psychiatric 
aid—was a period of mixed feelings 
with underlying moods of anxiety and 
depression; this of course varied in de- 
gree. We saw only intermittent flashes 
of the narcissistic bliss and self-con- 
tained dreamy comfort which has been 
described by others. We were struck 
particularly by the attitude of uncer- 
tainty and by the generalized feclings of 
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lack of confidence. It is of interest that 
these features were greatly diminished 
in many of these same mothers during 
their second pregnancy or in the moth- 
ers in this group who had had previous 
deliveries. First pregnancy for the ma- 
jority of these mothers stirred up con- 
flicts which were experienced con- 
sciously as disturbances in their rela- 
tionships with their husbands. Far from 
presenting a picture of self-containment 
and withdrawal of interest in the ex- 
ternal world, these mothers exhibited 
active conflict over feelings and desires 
directed toward the present most signifi- 
cant life object. This appeared to be a 
beginning disturbance in psychic equilib- 
rium which was augmented in the first 
year of motherhood, requiring much in- 
ternal and interpersonal readjustment. 
Our results with this group of mothers 
seem to concur with the experience of 
Dr. Bibring and her co-workers in their 
Studies at the Beth Israel Hospital (10). 
Dr. Bibring writes: 


The basic proposition made thus is that only 
Women who are in some way neurotic will 
be affected adversely by their pregnancies, 
On the contrary we believe it to be a more 
adequate, a more inclusive assumption to 
Consider pregnancy as a crisis that affects all 
expectant mothers, no matter what their state 
of Psychic health. Crises, as we see it, are 
pang points in the life of the individual 
čading to acute disequilibria which under fa- 
Vorable conditions result in specific matura- 
goal steps toward new functions. We find 
em as developmental phenomena at points 
of no return between one phase and the next 
When decisive changes deprive former cen- 
tral needs and modes of living of their signi- 
aa forcing the acceptance of highly 
hag new goals and functions, . . . Preg- 
y as a major turning point in the life of 
lt represents one of these normal 
eg especially for the primigravida who 
time = impact of this event for the first 
look, We believe that all women show what 
K like remarkable, far-reaching psycho- 

l changes while they are pregnant. The 

of this crisis then will have pro- 
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found effects on the early mother-child rela- 
tionship (pp. 118-119). 


Perhaps it is only in certain states of 
transference and/or ideal situations that 
the basic psychodynamic trends moti- 
vated by pregnancy can regulate the 
emotional state of the mother. Part of 
the turmoil experienced by the mothers 
in this group may well be due to the 
life situations commented on here. These 
life situations allowed these married 
mothers little opportunity to enjoy their 
pregnancy or to adjust to some of the 
new biological and psychodynamic de- 
mands mobilized. They could not sink 
into a passive dependent role or enjoy 
a “vegetative calmness.” Most of them 
had to continue working during most of 
their pregnancy. Rather than increased 
receiving from the environment, they 
had to respond by continued giving. 
Most husbands were occupied elsewhere, 
mothers were far away, and no com- 
munity or family support was available 
to meet their increased dependency 
needs, In addition, an established rela- 
tionship between husband and wife in 
which the wife was usually the provider 
and the husband the recipient had to be 
reorganized, Benedek (5) states: 


In her “vegetative calmness,” the pregnant 
woman enjoys her body, which abounds in 
libidinous feelings, Furthermore, under normal 
conditions, the people around her, her hus- 
band especially and her mother, sharing in 
her happiness, readily cater to her dependent 
receptive needs. When she feels loved, the 
pregnant woman's love for herself is trans- 
ferred to that which is growing in her womb 
and paves the way for her motherliness. It 
is a different situation when her dependent 
needs remain unfullfilled, or when lack of 
love for her husband or rebellion against 
motherhood disturbs the pears state of 
re . Then almost anything, recep- 
agesi themselves, or the changes in her 
body, may cause a sense of f instead 
of gratification. The resulting , hostil- 
ity, and anxiety may ly lead to 
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pathological regression and may interfere to 
some extent with the development of mother- 
liness. Normal motherliness is the result of 
specific biologic and psychic maturation (p. 
413). 


In the few cases where the husband 
seemed able to provide a great deal of 
emotional support to the pregnant wife 
the pregnancy seemed to run much 
more smoothly. It would seem for most 
that many of the biological and psycho- 
dynamic trends mobilized by pregnancy 
were distinctly opposed by the life situa- 
tions and present psychological equi- 
libriums. Marked conflicts seem bound 
to develop. 

The pregnant state for the unwed 
mothers was mostly dominated by the 
conflict over the coming loss of their 
future infant. Deutsch (7, p. 153) has 
stated that an essential aspect of preg- 
nancy concerns some of the processes 
involved in preparing for separation 
from the infant at delivery. In the un- 
wed mother this becomes a major issue 
and most of her conscious fantasy life 
and activities in the interpersonal areas 
are directed toward giving up the baby 
and having ready some substitute object. 

Strong fears about delivery were pres- 
ent in both married and unmarried 
mothers. These seemed a basic factor 
in keeping them anxious and feeling 
threatened. Those in both groups ex- 
pressed a wish to talk over these fears 
and to build up a relationship with 
someone who could be with them during 
delivery and act as a source of security 
(all in the married group wished the 
husband to be present). Since this seems 
to be a problem for nearly all the preg- 
nant women we saw, and since they 
could experience marked relief by the 

procedures mentioned, it would in our 
Opinion seem advantageous to set up 
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routine obstetrical care in a way which 
would make handling of this anxiety 


possible. 
In conclusion, two additional facts 


seem worthy of comment: 1) The unwed 
mothers had marked, overt psycho- 
pathology prior to pregnancy. 2) This 
was not so with those in the married 
group, whose past history and prepreg- 
nancy relationships gave little evidence 
of overt psychiatric difficulties, although 
some had definite neurotic disturbances. 
We have presented various aspects of 
this material on previous occasions and 
were always struck by the comments of 
some listeners on how disturbed these 
mothers seemed. In this connection, it 
is pertinent to quote Dr. Bibring again 
(10): 


A great number of these cases presented in 
our conferences by the screening team and 
by the psychotherapists working with the pre- 
natal clinic patients were at first diagnosed 
by a majority of staff members as “border- 
line” cases, i.e., as ambulatory, beginning or 
arrested psychoses. The content of these inter- 
views was remarkably similar to that which 
one finds in severely disturbed patients. . . - 
In keeping with this diagnosis was the fact 
that such significant material could often be 
obtained within the first or relatively few in- 
terviews. It seems that the material was less 
deeply repressed than one anticipates in deal- 
ing with the average neurotic case but re- 
sembled the finding characteristic for border- 
line cases. . . . The frequency of such seri- 
ous diagnosis in a random sample of pa- 
tients from the Prenatal Clinic as compared 
with the psychological condition of the av- 
erage hospital population and the relative 
constancy of the described contradictory fac- 
tors finally suggested to us that this picture 
may pertain more to the condition of preg- 
nancy in general than to the specific problems 
of the individual (p. 115). 


We were repeatedly amazed in inter- 
viewing our “normal” mothers at how 
greatly the defenses seemed loosened 
and how near the surface material 
seemed that ordinarily would be more 
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‘deeply repressed. In the interviews there 
was an early abundance of highly mo- 
bilized, highly charged material, but 
there was usually the empathic feeling 
of dealing with a person under severe 
stress rather than with a person having 
“unusually severe neurotic or borderline 
disturbances. (We are indebted to Dr. 
George Mohr for pointing out this dis- 
tinction in detail while commenting on 
this paper.) This relaxation of defenses 
and the pushing forward of usually well- 
defended conflicts may well be charac- 
teristic of normal pregnancy, and the 
fesultant conflicts and distress may stem 
from this process. If so, its functional 
Significance during pregnancy in prepar- 
ing for motherhood needs further eluci- 
dation. On the other hand, pregnancy 
May be a state of loosened defenses and 
mobilized needs, with the disturbance 
caused by an activation of unresolved 
Conflicts related to these needs or to 
their frustration. To the degree that 
Tesolution of all developmental psychic 
conflicts is only relative, one would 
normally expect various degrees of dis- 
turbance and a reworking through of 
mobilized conflicts, with distress par- 
ticularly evident when gratification of 
the psychological needs of pregnancy 
is blocked. 

Some of the problems resulting from 
this mobilized state were commented on 
Carlier, mainly the problem of mobilized 
dependent needs and the result of dis- 
lurbances in their gratification. We 
Would like to comment on a further 
Point concerned with pregnancy as a 
developmental period. It is evident that 
Pregnancy per se is not developmental 
in itself; in fact, it may not even func- 

n as a developmental crisis. Certain 
Processes and internal events must be 
Mobilized if it is to function as a de- 
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velopmental or potentially develop- 
mental period. 

For the unwed mothers, pregnancy 
was merely a period of disturbances. At 
its conclusion there was little evidence 
of psychological change, or if there was 
any, it was only in the form of more 
regressive solutions to previous prepreg- 
nancy problems. This may be due to a 
number of factors, one being that most 
of the girls never accepted their preg- 
nancy (the infant was placed for adop- 
tion) and they never progressed beyond 
the state of debate over acceptance or 
rejection of the fetus. In addition, a 
certain phase of psychological develop- 
ment or readiness may be essential if 
pregnancy is to function as a develop- 
mental period. The unwed mothers, with 
their very arrested psychological devel- 
opment and poor object relations, may 
never have worked through the pre- 
liminary states necessary before preg- 
nancy can function as a developmental 
crisis. 

It may be found that the pregnancy 
state, while having certain idiosyncratic 
features, can only be understood in a 
larger framework—as a preparatory 
phase leading to the more fundamentally 
critical period of the early motherhood 
experience; in other words, pregnancy 
in itself cannot be considered a develop- 
mental period but only in conjunction 
with the future motherhood experiences; 
that is, it is in this later period that the 
essential mobilized processes of preg- 
nancy are usually resolved and that the 
essential developmental crisis is reached. 

There are of course many other 
themes and aspects of the pregnant 
state. With other groups of pregnant 
women, under different life circum- 
stances, different major trends may be 
found. We have not discussed the inter- 
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relationships of internal psychic struc- each group and the meaning of the 
ture and conflict to the external life pregnancy for each individual is quite 
situation. Rather we have chosen only overdetermined. We have attempted to 
to present material which would be present here only the obvious material 
available to any of us operating in a from the interview data, inferring as 
superficial interview situation, Also, little as possible and trying only to em- 
there is great individual variation in phasize certain general common themes. 
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THE SYNDROME OF THE INCONSISTENT MOTHER™ 


MAURICE J. ROSENTHAL, M.D. 


Consultant, Institute for Juvenile Research, Chicago, Illinois 


A common syndrome where the mother is inconsistent in disciplining and 
the child is disobedient is described. Difficulty arises because the mother 
conceives of discipline as a hostile act directed at the child and attempts to 
minimize the hostility by inconsistent permissiveness. A simple form of therapy 
aimed at reducing the guilt is often dramatically effective for such cases. 


T AN IMPORTANT article published in 
1954, Phillips and Johnston (1) as- 
serted that most of the parents seen by 
them in their child guidance clinics were 
inconsistent and that this trait was re- 
sponsible for the main problems of their 
children. In a later study performed 
independently and at another child guid- 
ance clinic, the Institute for Juvenile 
Research, tabulations showed that over 
a third of the mothers of 450 children 
(from unbroken homes) were classified 
by the examining psychiatrists as incon- 
sistent (2). In the IJR study this type 
of mother was the most frequently en- 
countered in a diagnostic system which 
designated 19 different types of mother- 
child relationships. 

Furthermore in another study of 379 
mothers from a nonclinical background 
(3) 27 per cent were considered incon- 
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sistent. It seems evident, then, that we 
are considering a social as well as a 
clinical problem of great importance. 

There are many kinds of maternal 
“inconsistency.” It seems probable that 
some or most of them will coexist as 
multiple aspects in a single “inconsistent” 
mother. Nevertheless, for purposes of 
exposition I shall focus on only one: 
that of inconsistency with regard to 
matters of discipline. 

In emphasizing this particular form 
of inconsistency I am following the lead 
of most of the psychiatrists at the Insti- 
tute for Juvenile Research. Further- 
more, the preponderant amount of lit- 
erature considers inconsistency from the 
standpoint of discipline. 


DIAGNOSIS 
Phillips and Johnston (1) give a par- 
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ticularly apt description of mothers who 
belong to this group. They write, “The 
mother often reports that the child 
seems to take advantage of her inability 
to say yes or no, her inability to stick 
by her guns on disciplinary matters, and 
her inability to follow through on a re- 
striction, regulation, or expectation, and 
to resist giving in to the nagging, whin- 
ing child. In these instances, she char- 
acteristically presents a picture of ex- 
haustion, of being at the end of her rope, 
of having ‘tried everything’ and of 
feeling victimized by an unscrupulous 
child... .” 

The following features are typical of 
this large subgroup of inconsistent moth- 
ers: 

1. The mother spontaneously com- 
plains of her inability to get the child to 
obey her. Usually this is her principal 
complaint. 

2. Although the mother may indicate 
considerable hostility to the child, she 
displays ambivalence rather than un- 
wavering hostility in her attitude. She 
indicates that she is concerned for the 
child’s welfare, is concerned about the 
fact that her relationship with the child 
is not a happy one, owns that she may 
be partly to blame for the difficulties she 
has with him, and feels bad about her 
aggressive acts toward the child, Not in- 
frequently the psychiatrist is misled by 
the mother’s confession of the severity 
of her hostility toward the child into 
overlooking her coexisting affection. 

3. Definite evidence of inconsistency 
may be obtained only after persevering 
in direct questioning of the mother. The 

inconsistency shows up best in regard to 
a specific act of behavior on the part of 
the child which the mother finds objec- 
tionable. It usually appears in one of 
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three ways: (a) The mother fails to im- 
pose any effective restriction, although 
threatening that she will; (b) she imposes 
a restriction but then apologizes to the 
child as if to admit that she was wrong 
for doing so; or (c) she imposes a re- 
striction on one occasion but not an- 
other. 

4. The following rationalizations sea- 
son her accounts: “I tried to reason with 
him.” “I sent him to his room but it did 
no good” (i.e., the measure was not used 
again when the child repeated the mis- 
demeanor to test her out). “I’ve tried 
everything. Nothing works” (i.e., noth- 
ing was repeated; or measures were used 
punitively but not for purposes of dis- 
cipline). 


ASSOCIATED PROBLEMS 


In the IJR statistical study on mother- 
child relationships (2) it was found that 
a number of problems in the children 
were significantly associated with incon- 
sistent mothering. The list of associated 
problems was as follows: 1) disobedi- 
ence, with hostile component; 2) tem- 
per; 3) overly competitive with siblings; 
4) restless, excitable; 5) bullying, ag- 
gressive, domineering; 6) sleep disturb- 
ance; 7) disobedience, milder; 8) steal- 
ing; 9) frequent nightmares; 10) tru- 
ancy from school (possible trend). 

At the same time it was found that 
there were trends (p < .10) for several 
problems in the children which would 
have had negative correlations. The 
problems thus negatively associated 
were the following: 1) enuresis, regres- 
sion; 2) overly conforming, submissive; 
and 3) nailbiting. 

The problems enumerated were de- 
rived from a list of 29 included in the 
study. The associated profile bore some 
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resemblance to the problem profiles as- 
sociated with (a) Punitive; (b) Critical, 
depreciative; and (c) Conflicting authori- 
ties types of mother-child relationships, 
but no two profiles were exactly alike. 


PSYCHODYNAMICS IN THE CHILD 


Inspection of the list of associated 
problems reveals that they are predom- 
inantly of an alloplastic, acting-out, anti- 
social character. These findings con- 
firmed those of a number of previous 
investigators (4-9, 10, 11). 

The antisocial, acting-out behavior 
disorder shown by most of these chil- 
dren is apparently a consequence of the 
maternal inconsistency, since reports in 
the literature (1, 9) and my own experi- 
ence in the treatment and supervision of 
several such cases have indicated that 
the acting out may be considerably di- 
minished if the mother can become 
firmer in her discipline. As a result of 
the inconsistency of the mother, the 
child is left with no support from her to 
suppress his antisocial impulses. Thus, 
he must over and over again test the 
limits of tolerance by others of his mis- 
behavior. More important, he hopes to 
provoke others into actively setting up 
such limits for him. 

By the time these children are re- 
ferred for help, their environment may 
be in pandemonium. In such instances it 
is important not to gauge the gravity of 
the child’s personality problem by the 
gravity of his environmental difficulties. 
The fact that a good many of these chil- 
dren will show rapid improvement if the 
mother is counseled properly is a power- 
ful argument in favor of evaluating the 
typical intrapsychic difficulties as com- 
paratively benign. 

Discussions in the literature have 
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often deduced that these children should 
have serious developmental problems 
because of the unstable mothers they 
have to relate to. This is reported as 
though the child were cognitively con- 
fused by the mother’s inconsistent be- 
havior. In fact many of these children 
may have less ambiguous pictures of 
their mothers than do other children. 
The resultant gestalt is formed not de- 
spite the instability but because of it 
(12, p. 71; 13). This consists of accurate 
evaluations of the mother’s strengths and 
weaknesses—as the mothers themselves 
can testify. 

The child reacts to the weakness by 
searching for and by trying to provoke 
strength from her. More obviously, how- 
ever, he also reacts to her weakness by 
exploiting it for the direct gratification 
of his needs. 


PSYCHODYNAMICS OF THE MOTHER 


Why do mothers become inconsistent 
with their children? A variety of causes, 
singly or in combination, is responsible. 
One factor stands out, however, in work- 
ing with these mothers. It is a factor 
which permeates all or nearly all other 
causes. These mothers regard their disci- 
plinary efforts as proofs of hostility to- 
ward the child. To these signs of hos- 
tility they react with guilt. 

It is noteworthy that the mothers 
often readily admit their hostile acts. 
These hostile acts are more retaliatory 
than disciplinary. 

Their guilt is typically revealed in the 
fact that they dwell inordinately long on 
building up justifications for expressing 
hostility to the children, who as we have 
seen are provocative. Furthermore, the 
mothers are very sensitive to the child’s 
accusation that they do not love him. 
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Often the guilt takes the form of using 
their interviews as confessions of ‘sins 
against the child, after which they expect 
the interviewer to forgive or to repri- 
mand them. 

The guilt of the mother seems to be 
the immediate cause of the mother’s in- 
ability to administer disciplinary meas- 
ures successfully. For this reason any 
contact with the clinician which results 
in an intensification of these guilt feel- 
ings is liable to cause an exacerbation of 
the difficulties with the child. 


THERAPY AND PROGNOSIS 

Surprising as it may seem, it may be 
that a great many such cases can be 
quickly and effectively helped by ther- 
apy. This opinion is based on dramatic 
experiences with several cases which I 
have myself treated or in which I super- 
vised another therapist. But prior to 
these experiences Phillips and Johnston 
(1) and Sapirstein (12, p. 68) had ren- 
dered similar verdicts. 

I am indebted to Phillips and John- 
ston for their account of the therapeutic 
method suitable for such cases. I do not, 
however, agree with their explanation of 
what makes this therapy effective. They 
believe that the success of therapy de- 
pends upon the therapist’s placing limits 
upon the mothers and they advocate as 
a method for doing this the arrange- 
ment in advance of a specified number 
of hours for duration of the therapy. I 
did not find it necessary to impose this 
drastic rule on the mothers. 

I submit that the success of this ther- 
apy depends upon alleviating the guilt 
of the mothers in regard to placing and 
enforcing reasonable restrictions on their 
children. The following case history will 
illustrate my thesis. Afterward a sum- 


mary will be offered of the therapeutic 
principles involved. 


Mother was referred to me by a psychiatrist 
who had no training in child psychiatry and 
whom she had been seeing sporadically for a 
number of months in connection with her 
own problems. He had referred her to me be- 
cause of trouble with her son Brad, aged 9, 
who was acting out severely. The family sit- 
uation at that time was this: Parents had re- 
cently divorced because of father’s excessive 
drinking and abusiveness while drunk. Brad 
was the middle of three children. There was 
an older sister aged 12, and a younger 
brother aged 3. 

My first contact with the mother was a 
telephone call to my home on a Sunday morn- 
ing. She seemed desperate. Her son had been 
tyrannizing the household ever since father 
had left. He had been very destructive of 
property and to cap it all, a few days before, 
following an argument with mother, had 
chased her into the street pointing one of 
father’s rifles at her and threatening to kill 
her. The mother suggested immediate place- 
ment of the child in a detention home. I rec- 
ommended that a decision on this matter be 
deferred until we had had adequate oppor- 
tunity to discuss the situation, and early ap- 
pointments were arranged. 

In the first interview mother was seen to 
be a spunky and assertive woman in some 
ways, but faltering and dependent in others. 
She told how just the day before she had had 
to get after Brad for bringing home a play- 
mate and playing noisily while she had been 
trying to get the baby to sleep. She stated 
that Brad sassed her the way his father used 
to. She didn’t like to use force or demand 
that he do something. She liked to make him 
feel that he was doing something because he 
wanted to. He called her names. He said that 


she had caused father to drink, that it was 
father’s house, and that he would kick her 
out. Mother asked the boy entreatingly, what 


else could she have done with father? After 
all, didn’t father drink and had he not con- 
tinually abused her? (Now for the first time 
the specific technique was employed.) 

At this point I referred mother back to the 
incident of the previous day, when Brad had 
been so noisy, I asked her what she had done 
about it. She said that she had sent him out 
of the house and without any outer clothing 
although it was quite cold outdoors. Brad had 
retaliated by breaking the milk bottles and 
windows in the rear of the house. Then 
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mother petitioned, “Don’t I have to use 
force?” With much press of speech she told 
of the many other grievances he had caused 
her. He told lies about her. He told neighbors 
that she drank in taverns, etc. 

I listened sympathetically and, at the first 
opportunity, J asked her what happened after 
Brad's rampage. She said that he remained 
outdoors for a long time screaming insults at 
her and finally went to a neighbor’s home. He 
never apologized and never asked her to let 
him back in. She finally got him back by 
sending a teen-age boy with whom he was 
friendly to the house where he was staying, to 
persuade him to return home. Z asked what 
happened after that. Mother stated that Brad 
came in sulking and shortly afterward went 
to bed. That morning he had refused to go to 
school. Here mother’s inconsistency became 
evident, for she did nothing further about his 
misconduct, She ended the interview by de- 
manding help from me. 

Brad was seen in the second interview and 
while he showed some tension, no belliger- 
ence or negativism was evident. On the 
Whole he related quite well and had some in- 
sight into his difficulties. 

In the third interview mother again came 
in alone. I explained in a nontechnical way 
the mechanism of Brad’s identification with 
his aggressive father. However, I pointed out 
that Brad also seemed to be trying to provoke 
mother into punishing or controlling him so 
that he would not have to act this way and 
that this motivation seemed to be the more 
Important one. I reviewed with mother evi- 
dence of her inconsistent disciplinary efforts. 
I indicated the necessity for firmness and con- 
sistency in connection with some specific evi- 
dence in which she had failed to control 
Brad’s excessive acting out. 

„ This interview was a turning point. Brad 
improved remarkably afterward as mother a 
plied the recommendations which I had made, 
In the fourth and fifth interviews she reported 
that Brad had calmed down considerably. She 
Was now able to slap him without his slapping 
her back. One day she threw him out and he 
Wanted to come in again right away. There 
Was no violence on his part. Subsequently 
there Were some periods where Brad acted 
Mit again, but mother became firm and kept 
things from getting out of hand. 

Our and one-half months, ten interviews 
AR few phone calls from the time of the 

interview, Brad was doing well. I must 
that 1 learned that when Brad reached 
school age a few years later it was neces- 
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sary for the mother to place him out of the 
home for a time. My impression remains, 
however, that this was a case where the ther- 
apy was remarkably successful in curbing the 
destructive acting-out behavior of a child at 
home, in the school, and in the community 
for a period of six months or very much 
longer, when he was nine. With the custom- 
ary more passive exploratory approach I feel 
that this child would have ended up almost 
immediately in a correctional institution, 

Let us now review the central features 
of this type of therapy. I think the es- 
sential aspect of it is that when using it, 
the therapist functions in the role of a 
real and transference authority to dispel 
the guilt of the mother in her necessary 
aggressive disciplinary measures against 
the child, In detail: 

1. The therapy is applicable where 
the central complaint of the mother is 
her inability to get the child to obey her. 
The first step is to recognize the primacy 
of the complaint when this is indeed the 
case and not to let it get lost in the 
shuffle by the machinations of the moth- 
er’s guilt or by the therapist’s fascination 
with tangential issues. 

2. It is necessary to get a detailed 
account of a specific misdemeanor, The 
therapist may have to be especially per- 
sistent to get the mother to verbalize 
that part of the incident where she failed 
to employ an effective disciplinary meas- 
ure. 
3. Once the mother’s disciplinary 
lapse has been found, it is necessary to 
explain that the child has a need for 
consistent limits despite his protestations 
to the contrary, his vigorous efforts to 
follow his desires, and his accusations 
that mother’s opposition is an indication 
that she does not love him. The reason 
for a child’s need for limits and the fact 
that much of his overt disturbing be- 
havior may actually be an attempt to 
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provoke the mother into placing such 
limits are also pointed out. 

4. An effective method of disciplining 
the child should be worked out with the 
mother. In doing this I find it wise to let 
the mother take the lead. In my experi- 
ence the guilt of the mother was so 
great that I could trust her not to be 
overly severe with the child. Only if the 
mother seems to be at a loss would I 
recommend a procedure to be used. In 
the most extreme cases, the mother 
might be told that if necessary she 
should get the help of the police. 

Sometimes the child gets into difficul- 
ties when he is not in the mother’s pres- 
ence. If this is a problem, I would rec- 
ommend that the mother institute a suit- 
able disciplinary measure as soon as she 
learns what has happened and that she 
inform the child that if a similar mis- 
demeanor occurs again while he is not 
in her presence, she will institute a sim- 
ilar disciplinary measure as soon as she 
can. 

5. In subsequent interviews the ther- 
apist often functions primarily as a vigi- 
lant watchdog in going over such lapses 
as the mother may reveal. On the other 
hand, if the child’s behavior is now con- 
forming, the mother may express con- 
cern that the child has been squelched 
and is overly submissive. Here it is im- 
portant for the therapist not to get un- 
duly alarmed by what is primarily a new 
manifestation of mother’s guilt. In the 
cases I have worked with, the child has 
been much happier after the mother has 
been firm than ever before. To agree 
with the mother imposes the risk of in- 
creasing her guilt and losing the gains 
made. 

6. The interruption of the vicious cir- 
cles that develop when the child dis- 
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obeys the mother, and the mother feels 
torn by rage at his behavior and guilt 
over this rage, often dramatically im- 
proves severely pathological situations. 
In the approach advocated here, this can 
be done without going into the genesis 
of the mother’s attitudes toward the 
child. 

The method described here will not 
be effective in all cases. However even 
if this should happen in a given case, the 
effort to curb the child’s excessive acting 
out may be worthwhile. One is re- 
minded of Adelaide Johnson’s precept 
that with a delinquent adolescent one 
should first attempt to curb the acting 
out before attempting to help the child 
understand the cause of such behavior 
(9). The methods advocated here do not 
apply to very young children (before the 
age of about 4) or to older adolescents. 

A word may be said about the treat- 
ment of the child. In a great many cases 
where the mother has been inconsistent 
it is not necessary to treat the child at 
all. When for one reason or another it is 
advisable to take the child into therapy, 
the main task of the therapy may be to 
remain firm without becoming retalia- 
tory in placing and enforcing limits on 
the child in the face of the child’s test- 
ing-out behavior. 

Now experienced therapists may react 
to the type of therapy outlined here with 
the feeling that after all this is nothing 
new, and also what is advocated would 
rarely be enough. I think that what 
may be new is not the thinking or the 
method per se but the vigor with which 
it is pursued. I do think that in a good 
many cases just helping the mother to 
be firm will be enough. I have reviewed 
the work of other therapists with similar 
cases where the cases have floundered 
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terribly, usually because of the reluc- 
tance of the therapist to be more active 
and because he added to the mother’s 
guilt by agreeing with her that she had 
been too harsh with the child. 

As to the efficacy of the method—the 
results during therapeutic contact have 
been most encouraging. Long-range 
evaluation could be made only by sys- 
tematic follow-ups. This kind of study 
has not yet been attempted. 


SUMMARY 


A characteristic syndrome where the 
mother is inconsistent in her discipline 
of the child and the child presents one 
or more acting-out, antisocial forms of 
behavior is described. The key problem 
is disobedience. The child’s behavior is 
seen as primarily expressing a need to 


REFERENCES 


643 


test or to provoke the existence and en- 
forcement of limits. When limits are not 
forthcoming he pursues gratification of 
impulses directly. The child’s difficulties 
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DISCUSSION 

Witam H. Brown, Pu.D.:* Dr. 
Rosenthal indicates rather clearly that 
he expects some of his readers to be 
critical of the therapeutic procedures he 
uses with inconsistent mothers. 

I feel it quite unnecessary for any 
therapist to defend a description of his 
methods on a basis of their newness. 
Perhaps as with jokes, there are really 
no new ones—they are all variations of 
an old pattern. What is important here 
is that Dr. Rosenthal uses a therapeutic 
approach in a particular way. He helps 
an inconsistent mother to become con- 
sistent in her reactions to her child by 
alleviating the guilt arising from her mis- 
perception of discipline as an expres- 
sion of hostility. That the method can 
and does succeed is nicely demonstrated 
in the case which he presented. 

Was it enough? The proof of the pud- 
ding is in the eating. Certainly the curb- 
ing of acting-out behavior which was 
almost inevitably leading to the necessity 
for institutional control seems to be the 
achievement of a most worthwhile goal. 
We don’t know, of couse, what may be 
the subsequent effects of this approach 
upon the child. He doesn’t act out, but 
then acting out is not the only self-hurt- 
ing, energy-draining defense. 

I do not imply that Dr. Rosenthal’s 


approach merely removed a symptom 
or merely allowed a substitute defense. 
I believe a sound resolving process takes 
place even though the actual therapy 
procedures are not exactly aimed at 
gaining insights. Some years ago it was 
Kate Friedlander, I believe, who de- 
plored the lack of opportunities in our 
culture for parents to be hostile toward 
their children. Halloween used to be a 
time when parents were permitted to 
scare their children—now they must 
treat them. April Fool’s Day used to al- 
low parents to fool their children—now 
we must let them fool us. Her point, 
of course, is that if we have permission 
occasionally to be hostile toward our 
children, then we are less apt to impose 
a continuous, insidious hostility upon 
them. If we are allowed to hate them 
without undue guilt, then we will also be 
able to love them the more easily. This 
may be what Dr. Rosenthal accom- 
plished. 

The inconsistent mother, in the terms 
of this paper, does not mean what she 
says. If she doesn’t mean it when she 
says “No,” can a child trust her any 
more when she says “I love you”? Dr. 
Rosenthal helps her establish and main- 
tain an integrity which may eventually 
elicit the child’s great tribute: “My 
mother means what she says.” 


“Director of Clinical Services, Utah Psychological Center, Salt Lake City. 
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In an earlier study significant aspects of the feelings of stuttering children 
toward their mothers were investigated. Therapeutic principles were devel- 
_ oped and were then implemented in a one-year pilot study. Twenty children, 
aged 2 years 6 months to 15 years 6 months, were treated with different 
treatment patterns. All children were helped in verbalizing their feelings of 
anger and anxiety. Mothers received guidance in understanding their child’s 
_ feelings, managing his behavior and helping him cope with his communica- 


ACKGROUND OF THIS STUDY 

N AN EARLIER experimental study by 
A G. L. Wyatt (30-32) three significant 
aspects of the feelings of stuttering chil- 
ü toward their mothers were investi- 
ed. The stuttering child has experi- 
a developmental crisis, a disrup- 
ü of the patterns of complementary 
avior between mother and child 
ich are of vital importance for the 
ning of language in childhood. A dis- 
nce of the mother-child relation- 
P Occurring at the time when the child 
in the practicing stage of early gram- 


Tesented at the 1960 Annual Meeting. 


matical speech results in inability on the 
part of the child to continue language 
learning successfully. Stuttering is the 
overt symptom of this disturbance. The 
child reacts to this experience with in- 
tense “distance anxiety” (fear of losing 
access to the mother), with increasing 
anger and rage and, in the advanced 
stage, with depressive anxiety and sub- 
sequent defensive mechanisms. 

Three principles of importance for 
therapy were deduced from this earlier 
study: 1) Therapy with a stuttering child 
should be initiated as soon as possible 
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after the appearance of compulsive repe- 
tition of sounds and syllables; 2) thera- 
peutic techniques should be specific for 
children of different ages and in different 
stages of stuttering; 3) the mother of the 
stuttering child should be included in 
the therapeutic process. In an attempt 
to implement these principles a one-year 
pilot study was carried through at the 
Wellesley Public Schools, Wellesley, 
Massachusetts, with partial assistance 
from the U. S. Public Health Service.’ 

The assumption underlying this study 
was that stuttering in young children 
represents a primary disorder in lan- 
guage learning. In older children with a 
long history of stuttering, however, the 
conflict has been internalized, rigid de- 
fenses have been established, and stut- 
tering has turned into a personality dis- 
order on the one hand, and into a dis- 
turbance in interpersonal relations on 
the other. In view of this dual concep- 
tion of stuttering, it seemed mandatory 
to develop different forms of treatment 
for children at different levels of devel- 
opment. 

According to the present state of the 
field, three forms of research in therapy 
can be differentiated: prediction studies, 
differential treatment studies, and studies 
of therapeutic process (21, 24). This 
study was primarily one of therapeutic 
process, the outcome of which should 
permit the formulation of increasingly 
more precise hypotheses concerning dif- 
ferential treatment patterns and their 
appropriateness for different cases, 

To state the aim of this study in sim- 
pler terms: We hoped to improve the 
methods of therapy with stuttering chil- 


dren so that we ourselves and others 
would be able to do better therapy in 
the future. 


RESEARCH DESIGN 


The following hypotheses were for- 
mulated: 

1. Younger children (under 7 years of 
age) should show marked improvement 
or return to normal speech after a small- 
er number of therapeutic sessions than 
older children (over 7 years of age). 

2. Children whose mothers exhibited 
at the beginning of therapy low-level 
anxiety concerning speech and low-level 
irritation concerning aggressive behavior 
should show marked improvement or re- 
turn to normal speech after a smaller 
number of treatment sessions than chil- 
dren whose mothers exhibited high-level 
anxiety and irritation. 

Four therapeutic patterns were 
planned at the beginning of the research 
study: Patterns I and II for children 
under seven years of age, III and IV for 
children over seven years. A fifth pat- 
tern had to be devised later in the study. 


Pattern I. In view of the intense unconscious 
mutual closeness between a mother and her 
young child, it seemed advisable for the 
therapist to see the child in the mother's 
presence, at least in the early stage of treat- 
ment. The same therapist saw the child mostly 
in the mother’s presence and also had addi- 
tional conferences with the mother alone 
(mother-centered therapy). 


Pattern II. One therapist saw the mother and 
the child separately in alternating sessions. 
This pattern was devised for therapy with 
school-age children from kindergarten through 
the second grade (alternating therapy). 


Pattern III. Following our assumption con- 
cerning internalization of psychological con- 


1 In addition to the authors, the following partici in thi 
to tl , pated in this research: A. W. Berkeley, Ph.D., 
rate ny soins School, and D. C. Klein, Ph.D., Wellesley Human ‘Relations 
tvice, Inc., as consultants in statistics and in communit mental health procedures, Te- 
spectively; Harriet M. Stanton, M.A., and Elaine Loomis, M.A. as assistant therapists 
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flict in the older child, the emphasis in the 
treatment of children in grades three through 
six was shifted toward the child. One ther- 
apist saw the child once a week and saw 
the mother once a month (child-centered 
therapy). 


Pattern IV. It was assumed that from pre- 
adolescence on, stuttering children would 
resist sharing their therapist with the mother. 
Pattern IV was therefore arranged for chil- 
dren over 12 years of age. One therapist saw 
the child weekly, while another had a monthly 
conference with the mother; the two therapists 
coordinated their work with each other 
(child-centered therapy, divided management). 


Pattern V. An additional form of treatment 
was devised for preschool children whose 
communication disorder consisted of a com- 
bination of severely defective articulation (in 
the absence of organic deficiency) and of 
stuttering in its initial form. As in Pattern I, 
the same therapist worked with mother and 
child; however, the mother was primarily in- 
structed in teaching the child auditory dis- 
crimination of speech sounds. It was expected 
that improvement of the child’s articulation 
would lead to disappearance of the stuttering 
symptoms. 


The original sample consisted of 26 
Stuttering children. Of these, 18 were 
referred through the Wellesley Schools 
or through public or private schools in 
neighboring towns, 4 were referred 
through the parents, and 4 through pedi- 
atricians. There were 19 male and 7 
female children in the sample; 8 were 
preschool children, 12 attended kinder- 
garten or primary grades, 5 were in the 
Intermediate grades and 1 attended high 
school; 2 were only children, 8 were the 
oldest children in the family, 11 were 
middle, and 5 were youngest children. 

Nine of the mothers were under 30 
years of age, 12 were between 30 and 
40 years, and 4 were over 40 years.” 
Thirteen mothers had a college educa- 
tion and 12 had finished high school; 21 
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were homemakers only, while 4 were 
employed part time. Among the fathers, 
5 were professional men, 12 were in 
business, 3 had clerical positions, 4 were 
craftsmen or skilled laborers, 1 was un- 
employed. 

In only two cases were the parents 
separated. Of the 25 families, 20 lived 
in their own home, 3 rented a home, and 
2 lived with relatives; 13 families were 
Protestant, 6 Catholic, 4 Jewish, and in 
2 families the parents belonged to dif- 
ferent denominations. 

G. L. Wyatt established the diagnosis 
in all cases, but her findings were used 
as data in this research study only if 
they agreed with the judgment of two 
other adult observers (parent and 
teacher, or parent and physician). Even- 
tually, 20 children and 19 mothers re- 
ceived treatment over periods ranging 
from 4 to 12 months. These 20 children 
fell into two diagnostic groups: Group I 
consisted of 10 so-called “pure cases,” 
in which stuttering was the only develop- 
mental disorder observed. Group I, 
“mixed cases,” contained 10 children in 
whom stuttering appeared together with 
other developmental or behavioral dis- 
orders. The distribution of additional 
disturbances was as follows: 


4 preschool children: history of delayed lan- 
guage development; defective articulation 
and initial stuttering. ‘ 
preschool child: bedwetting and stuttering. 
preschool child: feeding difficulties and 
stuttering. 

kindergarten child: delayed language de- 
velopment, general immaturity, anxious and 
restless behavior, nonparticipation in group 
activities, and stuttering. ; $ 
child, grade 2: advanced stuttering and his- 
tory of asthma in early childhood. — 
child, grade 3: treated for stuttering in 
kindergarten by G. L. Wyatt, relapsed into 


j ag No. 3 and 4 were twins; consequently the number of mothers and families was only 
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stuttering after two symptom-free years. 

Periods of marked stuttering alternated with 

periods of intense aggressiveness on the 

playground and in the neighborhood. : 

1 child, grade 4: stuttering, cluttering, diffi- 
culty in articulation of the sounds R and L, 
severe difficulties in skills depending upon 
motor coordination, such as writing, draw- 
ing or riding a bicycle.* 

The stage of stuttering in which a child 
was observed at the beginning of treat- 
ment was defined according to the cri- 
teria set forth in the earlier study by 
Wyatt (31). The criteria used and the 
distribution of cases were as follows: 


Stage I. The child speaks with frequent com- 
pulsive repetition of initial sounds and sylla- 
bles (by some authors called “clonic” or 
“initial” stuttering): 3 cases. 


Stage III. The child's speech shows repeti- 
tions, as in Stage I, and also prolongation of 
vowel sounds. The child is beginning to show 
overt signs of frustration and anger in con- 
nection with his difficulties in communicating 
(transitional stage): 5 cases. 


Stage II. The child exhibits compulsive repe- 
titions, prolongation of vowel sounds and fre- 
quent “blocking” of speech (by some authors 
called “tonic” and “tonoclonic” stuttering): 
7 cases, 


Stage II. The child exhibits the symptoms 
listed under Stages I and II; in addition, such 
symptoms can be observed as displacement 
of overt verbal symptoms into compulsive 
Movements of parts of the body, avoidance of 
Specific words, stilted sentence structure, long 
pauses, a tendency to avoid looking at the 
speech partner, withholding of speech, a tend- 
ency to avoid certain speech situations or 
certain topics, vibration of the nostrils, 
labored breathing (advanced Stage): 5 cases, 


Preschool children and their mothers 
as a rule were seen together by the ther- 
apist, either in her office or in the child’s 
home. As the treatment program con- 
tinued, the therapist in most cases made 
at least one visit to the child’s home. In 


* This case, an isolated one within our sample, resembled in ma 


congenital dyspraxia described by Katrina de Hi 
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addition to the mothers, most fathers 
had at least one interview with the ther- 
apist. In Cases 6 and 7 the fathers ap- 
peared particularly concerned about the 
child’s condition and participated much 
more actively in the treatment program 
than was usual. 

Because of the time limit of this study 
and the need for a representative sam- 
ple, it was necessary to include out-of- 
town children in the sample. Of the chil- 
dren in the treatment group, 11 were 
Wellesley children and 9 came from 
other towns. As the study progressed it 
became evident that the difference in 
geographical origin led to considerable 
heterogeneity in treatment patterns, 
which was eventually reflected in the 
treatment results. Two main differences 
between the local and the out-of-town 
groups were observed. The treatment of 
the local children and their mothers was 
more flexible and at the same time more 
continuous than that acorded the out-of- 
town cases. With growing insight into 
the nature of the treatment process we 
found that flexibility of schedule was an 
important aspect of it. 

As soon as a child’s speech and be- 
havior improved sufficiently, responsi- 
bility for therapy was purposely left pri- 
marily with the child’s mother and con- 
ferences with the therapist were sched- 
uled at longer and longer intervals. 
However, if and when a child went 
through an acute phase of stuttering or 
had a sudden relapse after several weeks 
or months of normal speech, the event 
was treated as a “crisis” in the mother- 
child relationship and therapeutic con- 
ferences with the child and the mother 
were then scheduled very close together 


ny aspects the children with 
rsch (7). ESES 
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~ for some time, until the therapist was 
"satisfied that the crisis had been worked 
C through in a constructive manner. Flex- 
ibility of scheduling and intensified treat- 
~ ment during periods of crisisturned out 
to be highly valuable therapeutic tools, 
but it was much easier to provide them 
for local than for out-of-town children. 
Because of our intimate interaction with 


reflected in the child’s symptomatic stut- 
tering, was often brought to our atten- 
tion by a Wellesley teacher, while in the 
“case of out-of-town children it was dif- 
ficult, time-consuming and often impos- 


PROCEDURES 


In view of the fact that most mothers 
and some of the older children were 
anxious and apprehensive at the time 
_ Of referral, it seemed preferable to enter 
into the treatment process as soon as 
possible and to collect information about 
- the child’s past history and about the 
= Current family situation gradually. Ob- 
“servations of the interaction between 
Mother and child were made unobtru- 
Sively during their joint visits at the 
_ therapist’s office or during the therapist's 
“visits at the child’s home, where he 
“could be observed interacting not only 
© With his mother but also with his siblings 
oa other relatives. The child’s school 
Situation was either inferred from his 
| and the mother’s reports, or the therapist 
© Made direct observations of the child 
‘in the classroom and had conferences 
k with his teacher. 
During the initial interviews with the 
i Mother information was gained about 
the child’s developmental history, with 
{Particular emphasis upon language de- 
| Yelopment, onset of stuttering and pos- 
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sible previous treatment. As the treat- 
ment progressed, the therapist gradually 
gained more insight into the relationship 
between father and mother, the parents’ 
feelings about the child’s stuttering, the 
position of the child in the family, the 
parents’ feelings for each of their chil- 
dren, and their attitudes toward and 
methods of discipline. It was also of in- 
terest to explore what information con- 
cerning stuttering the parents had re- 
ceived previously and from whom, what 
theories they themselves had developed 
concerning the origin and treatment of 
stuttering, and how optimistic or pes- 
simistic they felt in their expectations 
concerning the child’s treatment. 

A battery of tests was administered 
to the school-age children, usually dur- 
ing their first or second interview with 
the therapist. Tests given to most chil- 
dren were the Machover Draw-a-Per- 
son Test (16), the Goodenough Draw-a- 
Man Test (13), and the Duess-Wyatt 
Mother-Child Relationship Test, or 
MCR Test (30). Some of the older chil- 
dren were also tested with the Wechsler 
Intelligence Scale for Children (25). The 
developmental level of the youngest chil- 
dren was evaluated informally through 
observation of their play behavior, their 
motor skills, their understanding of so- 
cial situations, and the level of their vo- 
cabulary and sentence structure used in 
spontaneous speech. On the basis of 
these tests and observations it seemed 
reasonable to assume that all children in 
the treatment group fell within the range 
of normal to superior intelligence. 

The following events were defined as 
“therapeutic encounters”: observation 
of a child at school; visits at the child’s 
home; therapy sessions and conferences 
with a child, a mother, a mother and 
child, a father, a father and mother; 
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conferences with teachers and principals, 
and extensive telephone conversations 
with parents which went beyond the 
mere making of appointments. Such “en- 
counters” varied in time from 30 to 90 
minutes, with an average of 45 minutes. 
Detailed records were written up after 
each therapeutic interview. In recording 
their observations, the therapists took 
care to differentiate between observa- 
tions of actual events, behavior or 
speech of parent or child and second- 
level inferences made from these obser- 
vations. Within the limits of their own 
self-awareness, the therapists also re- 
corded their own behavior, reactions 
and feelings during these encounters. 
The therapists had one weekly con- 
sultation with the consulting psychia- 
trist.* Modifications of therapeutic pro- 
cedures were usually based upon recom- 
mendations made by the consultant. 


Evaluation of treatment results and 
disposition of cases. The regular treat- 
ment of each child was considered ter- 
minated whenever the child had shown 
normal speech over a period of several 
months. At that point, however, it was 
made clear to the parents that the ther- 
apist would maintain her interest in the 
child’s future development and they were 
encouraged to get in touch with her im- 
mediately in case stuttering symptoms 
should return. The parents were also 
informed that a follow-up study of all 
cases was planned and that G. L. Wyatt 
would contact them from time to time 
over a period of several years even if 
no relapse into stuttering had been re- 
ported by the parents in the interim. 

Evaluation of each child’s speech 
was made at two points: first, in June 
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1959, at the end of the school year; sec- 
ond, in October 1959, soon after the 
beginning of the new school year. No 
treatment was given during school vaca- 
tions. 

The evaluation of each child’s speech 
in June and October was made by the 
therapist and by at least two other adults 
who saw the child regularly, usually the 
parents and a teacher. Children who still 
exhibited marked symptoms of stutter- 
ing were listed as “not improved.” Chil- 
dren who spoke fluently most of the time 
or who showed normal speech at all 
times were listed as “improved.” 


RATIONALE OF TREATMENT PROCESS 
Patterns of Appropriate Interaction Between 
Adult and Child 

According to the theory underlying 
this study (31), stuttering was consid- 
ered to be the result of a disruption of 
the complementary patterns of verbal in- 
teraction between mother and child; the 
aim of treatment was therefore the re- 
establishment of successful patterns of 
interaction between them. In addition, 
we hypothesized that in some cases—for 
example, in that of young children show- 
ing symptoms of poorly developed audi- 
tory discrimination and of stuttering— 
the parent-child interaction might have 
been either unsatisfactory in kind or not 
frequent enough to permit successful 
language learning in the child (18, 28). 
Following some experiments in therapy 
of stuttering children which one of us 
had carried out earlier (29, 32), we in- 
tended to use normal and successful pat- 
terns of interaction between adult and 
child as the model for our treatment 
techniques, particularly in working with 
young children. 
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However, looking through the litera- 
ture on language behavior in childhood 
we discovered that outside of Piaget’s 
important studies of sensory-motor 
learning through imitation of a model 
(20), hardly any systematic observations 
of verbal interactions between adults 
and young children existed. In the past, 
studies in language development have 
usually focused upon the child alone, 
while interest in the interpersonal aspects 
of language learning is of very recent 
origin (see 17). An impressionistic but 
very vivid description of verbal inter- 
action between children and older boys 
and men can be found in Margaret 
Mead’s anthropological study of life in 
New Guinea (18): 


Children are taught to talk through the men’s 
and older boys’ love of playing with children. 
There is no belief that it is necessary to give 
a child formal teaching, rather chance adult 
play devices are enlisted. One of these is the 
delight in repetition. . . . 

This random affection for repetitiousness 
makes an excellent atmosphere in which the 
child acquires facility in speech. There is no 
adult boredom with the few faulty words of 
babyhood. Instead these very groping words 
form an excellent excuse for indulging their 
own passion for repetition. So the baby says 
me,” and the adult says “me.” . . . I have 
counted sixty repetitions of the same mono- 
syllabic word, either a true word or a non- 
Sense syllable. And at the end of the sixtieth 
repetition, neither baby nor adult was bored. 

What is true of speech is equally true of 

gesture, Adults play games of imitative gesture 
with children. . . . 
_ So in this atmosphere of delight in repeti- 
tion and imitation, a new language is taught 
painlessly by one age group to another. The 
general set shows not only in the willingness 
Pa teach and the enjoyment of the lessons 
ut also in the younger child's continuous 
Practicing (pp. 30-33). 


We found that both Mead and Piaget 
mentioned games of mutual imitation of 


5 
All names used in this report are fictitious. 
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the other’s gestures, words and phrases. 
We are all familiar with the growing 
child’s passion for repetition, an aspect 
of human development which seems to 
guarantee the necessary overlearning 
which is essential for the eventual mas- 
tery of speech and language. Further- 
more, the adult's delight in the child’s 
repetitions and imitations should be 
noted. 

Observing interaction patterns be- 
tween adults and children within the 
framework of our study, we came across 
an example of what we would like to 
call “therapeutic communication” be- 
tween a kindergarten teacher and a stut- 
tering child. 


Miss B, a very gentle and thoughtful young 
kindergarten teacher, referred Betsy* to Mrs. 
Wyatt because of the child’s marked difficul- 
ties in communicating. When observed in the 
classroom during a “show-and-tell period” 
Betsy talked with marked hesitancy, frequent 
repetitions of initial sounds and syllables, oc- 
casional prolongation of internal vowel 
sounds, and in an unusually slow speech 
tempo, thus presenting symptoms character- 
istic of stuttering, Stage II. The teacher re- 
ported that when Betsy and her mother came 
to their first child-mother-teacher conference, 
which preceded school attendance, Betsy had 
been the only one among 26 children in the 
same situation who had not said a single word 
during the whole visit. Later it had taken her 
several weeks before she began addressing her 
teacher directly. 

Betsy was next seen in another room, in 
the company of her teacher. The therapist— 
a stranger to the child—sat quietly in a cor- 
ner while Betsy's teacher arranged an ideal 
communication situation, one of intimate 
closeness between adult and child. Miss B 
sat down in a deep comfortable chair, holding 
Betsy close to her, so that the teacher had 
one arm around the child and the child one 
arm around the teacher. The teacher held a 
picture book in her lap, Green Eyes (3), the 
story of a kitten, and she began looking at 
the book with Betsy, talking about the pic- 
tures. Both of them at first excluded the ob- 
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server from their interaction. The child, a 
plump and rosy girl, half leaned against the 
teacher's body. z 
The teacher began to describe the things 
that happened to the cat in the pictures. The 
objects and events in the book were on the 


child's level of interest and experience 


» over 


. -” and, laughing out 
jumps out of the box!” 

Turning to another page, the teacher trans- 
lated an aspect of the picture, roundness, into 
words: “And here the kitty goes round and 
round, round and round. . . .” Immediatel 
Betsy moved her hand round and round, fol- 
lowing the cat in the picture around the tree. 
At the same time she intoned in a chanting 
manner: “Round and round and round and 

round the tree. . . .” 

Teacher and child thus demonstrated the 
ideal learning situation: Both speech partners 
were attuned to each other and reciprocal 
identification between the Speech partners was 
established through acts of mutual imitation 
(1). From time to time the teacher also par- 
ticipated in the child’s motions and gestures 
as well as in her Speech and, in addition, she 
communicated with the child on the pre- 
linguistic level through mutual body closeness 
and touch. Thus, a pattern of multilevel com- 
munication between adult and child was es- 
tablished in which the teaching and learning 
of linguistic structures was embedded in the 
genetically earlier complementary behavior of 
bodily closeness, touch and gesture, a matrix 
out of which the conscious command of 
symbolic language emerges only gradually.* 

Finally the moment had arrived at which 
Betsy felt ready to invite the strange new 
person to participate in this interpersonal 
game of word matching. She began to look 
sideways at the therapist, then back at her 
teacher. The therapist, responding to the 
clue, “tuned in,” as ing the child a question 
formulated on her level of language develop- 
ment: “And what is the kitty doing here? 
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Is the kitty outside in the snow?” 

Betsy, not yet looking at the strange per- 
son but looking at her teacher, answered: 
“Yes, the kitty is in the snow. He must be 
cold—in the snow.” After several minutes of 
such indirect communication, Betsy spon- 
taneously walked over to the therapist ready 
to talk to her directly. Thus the child was 
given time to assimilate the stranger gradually 
and used her teacher, a familiar love object, 
as an intermediary in relating to a new per- 
son. 


Inappropriate Interaction 

In contrast to this example of suc- 
cessful interaction, instances of dis- 
turbed or inappropriate interaction be- 
tween parent and child were observed 
during our research study. Two of these 
will be described here briefly. 


A mother of twins was observed in her home 
looking at a picture book with her two 4 
year old boys, Steve and Tom. Both children, 
sturdy and energetic little boys, were leaning 
against their mother’s body, each on one side 
of her. Both spoke with immature and defec- 
tive articulation, but both were most eager to 
speak and to be spoken to. The following is 
an excerpt of the conversation between mother 
and children. 

Steve: “How do the ho-do grow?” (How 
does the hoptoad grow?) 

Tom: “How do the ho-do grow?” 

Their mother, -without repeating or cor- 
recting the wording of their question, ex- 
plained to them in adult language how the 
hoptoad grows. Then she turned the page 
to another picture. 

Steve: “How do da-ying grow?” (How does 
that thing grow?) d 

Mother (unable to understand): “What? 

Steve (getting angry): “Da ying. . . da ying 
-.. how do... how do... how do da ying 
grow?” 

The mother (beginning to understand): “Oh 
that! That is a prehistoric lizard.” 

This mother, a bright young woman who 
was very fond of her children, provided ade- 
quate preverbal communication in the form 
of body closeness, but in using an adult 
vocabulary which was too remote from the 
twins’ developmental level, did not provide 


*For further analysis of preverbal communication, see L. K, Frank (10) and J. Ruesch and 
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them with the corrective feedback necessary 
for the improvement of their speech patterns. 
Little mutual imitation occurred between 
mother and children, while a great deal oc- 
curred between the twins, thus reinforcing 
their inaccurate speech patterns. 


During a visit in the home of Roger, a pre- 
school child, the therapist talked with Roger's 
father and mother about the modern housing 
development in which the family lived. Dis- 
cussing the number of people and children 
living in the project, the father remarked, 
“There are approximately two to three chil- 
dren per family.” 

Roger added: “If. . . if we count the father 
and the mmmother, the . . . the Watsons have 
more than three people in the family. How 
mmmmany?” 

The grammatical structure of Roger’s sen- 
tence and the mathematical concept behind 
his question must be called advanced for a 
5 year old child. In observing Roger with 
his family it became evident that most of the 
time the adults were not geared to the child’s 
level of communication, but rather that the 
Very intelligent boy tried to express himself 
on the advanced linguistic level used by his 
parents. 

After lunch the child and the therapist 
played together with blocks, While Roger 
built a house, a game of word matching or 
of mutual verbal imitation was carried on 
between them. 

Roger: “Here is another house, a house 
for the animals. . . .” 

Therapist: “Oh, the house for the animals. 
Where are the animals?” 

Roger: “Here are the animals . . . 
of animals. . . .” 

Therapist: “A lot of animals. A cow. . - 
meadop....” 

_ Roger’s speech became markedly fluent dur- 
ing this form of interaction. His mother, who 
< had been invited to observe from the adjoin- 
ing room, remarked later, “With you he seems 
to speak so much better, you really don’t 
know how bad he can be!” 


a lot 


f Principles of Therapy 


From these brief examples of appro- 
_ priate and inappropriate communication 
between adults and children, several gen- 
-Cral principles can be deduced. 

If a disruption or disorder occurs in 
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the area of complementary verbal be- 
havior between a young child and a sig- 
nificant adult, the disorder affects an 
individual not yet capable of independ- 
ent adequate verbalization of experi- 
ences and it interferes with his learning 
of complementary verbal behavior. Once 
the complementary relationship between 
child and love object has been disrupted, 
a contact disorder ensues which will 
most likely be transferred to other newly 
forming relationships and will prede- 
termine their meaning. 

An adult—parent, teacher or ther- 
apist—who is ready and capable of at- 
tuning himself to the child’s level of 
communication may, however, succeed 
in establishing a therapeutic relationship, 
which will in turn serve the child as a 
starting point for the development of 
further complementary relationships. In 
order to succeed in making this commu- 
nication a therapeutic one, the more ma- 
ture “teacher” must adjust his level of 
communication to that of the less ma- 
ture “learner.” He must respond to the 
clues given by the learner, be alert to the 
learner’s verbal and nonverbal messages, 
and provide the learner with a corrective 
feedback.’ è 

Tt should be mentioned here that these 
principles, which were developed pri- 
marily for the treatment of children with 
communication disorders, are not unlike 
some propositions concerning psycho- 
therapy put forth by several investiga- 
tors. E. V. von Gebsattel (12), for in- 
stance, declares that erlösende Ergaen- 
zungsbeziehungen (the accomplishment 
of satisfying complementary relation- 
ships) are at the core of all successful 
psychotherapy. F. Deutsch and W. F. 
Murphy (8), in describing the basic tech- 


"For further discussion of the nature of feedback, see C. Cherry (6) and B. Sondel (23). 
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nique used in their sector therapy, sug- 
gest that the therapist, after listening 
carefully to the patient, should con- 
sciously incorporate the patient's most 
often repeated expressions or phrases 
into his own vocabulary, thus preparing 
and facilitating the patient's identifica- 
tion with the therapist—a procedure 
which, on an adult level, resembles the 
technique of “word matching” here de- 
veloped for use in the treatment of stut- 
tering children. 

In developing these therapeutic proce- 
dures, however, we were not only inter- 
ested in the stuttering child’s overt lan- 
guage disorder, we were equally inter- 
ested in his covert psychological diffi- 
culties and in the patterns of interaction 
between mother and child. 


Problems of the child. The stuttering 
child has in his early life experienced a 
crucial disruption of the primary feed- 
back circuit between mother and child, 
which is basic for the acquisition of lan- 
guage. He reacted to this disruption with 
feelings of loss, bewilderment and help- 
lessness which gradually turned into an- 
ger directed against his mother. In many 
instances this anger is eventually dis- 
placed upon siblings or other relatives, 
who are experienced as rivals for the 
mother’s love and attention. At the same 
time the child becomes afraid lest his an- 
ger may lead to permanent loss of the 
love object through rejection or aban- 
donment. The stuttering child’s early ex- 
periences are preserved symbolically in 
the fantasy of the “search for the 
mother.” 

The core problem in the treatment 
of the stuttering child is therefore his 
aggression-anxiety: anger against his 
mother closely connected with the fear 
of losing her. 
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Problems of the mother. The specific 
problems of the mothers of stuttering 
children are also grouped around feel- 
ings of helplessness and anger. Alarmed 
by the conspicuous symptoms of the 
child’s language disorder and often con- 
fused by wrong advice, the mother ex- 
periences strong feelings of helplessness. 
As time goes by and the child’s speech 
does not improve, or even becomes 
worse, the mother begins to feel incom- 
petent in her maternal role. At the same 
time the stuttering child’s behavior, with 
its frequent alternation between posses- 
siveness and jealous hostility, arouses 
feelings of reactive anger in the mother. 
Problems of discipline become particu- 
larly difficult to handle—the mother 
fears that any determined stand on her 
part will cause more intense stuttering 
in the child. 


Therapy with mothers. In working 
with the mother, the therapist provides 
her with some explanation of the dy- 
namics of language development and of 
stuttering and of the manner in which 
the mother herself became involved in 
the child’s communication disorder. To 
the mother of young children the thera- 
pist demonstrates games of word match- 
ing and of mutual imitation. In all 
cases therapist and mother together eval- 
uate the dynamics of the family and con- 
sider the stuttering child’s role in the 
family. The therapist helps the mother 
understand the symbolic meaning of the 
child’s behavior as an expression of his 
needs and anxieties. With the therapist’s 
support the mother finds the time and 
discovers ways in which she can be, 
closer to the child, assure him of her 
understanding and willingness to help, 
and set the stage for satisfactory mutual 
interaction, 
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Thus the therapist teaches the mother, 
first, through explanation and analysis of 
her own behavior and communication 
patterns; second, through demonstration 
of communication patterns appropriate 
for interaction with young children. Fi- 
nally, the therapist helps the mother 
understand her own feelings for the stut- 
tering child, which are intimately con- 
nected with her ability or inability to 
communicate successfully. 


Therapy with young children. In 
working with young children, the ther- 
apist lends herself as an object for mu- 
tual imitation and reciprocal identifica- 
tion. Thus she actually teaches the child 
patterns of communication adequate for 
his age level. By working with the 
mother simultaneously, the therapist 
makes sure that the child will have con- 
tinuous satisfactory communication ex- 
periences in his home. 


Therapy with older children and ado- 
lescents. Work with older children and 
adolescents focuses upon the disturbed 
relationship between mother and child 
and upon the stutterer’s feelings of anger 
and aggression. The therapist helps the 
child recognize that in reality—contrary 
to his fantasies—his mother is not in- 
accessible, that his anger against her 
(and often against siblings or other rela- 
tives and authority figures) is not as 
dangerous as he feels it to be and can be 
expressed verbally without catastrophic 
Consequences. 

As Wittgenstein pointed out (27), the 
child originally has no words for his 
feelings of anger or pain. In providing 
the child with words for them, the adult 
teaches the child anger or pain behavior. 
Helping the child to verbalize his undif- 
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ferentiated feelings of anger and anxiety, 
the therapist makes these feelings acces- 
sible to the child’s ego, their repression 
or denial is prevented, and eventually 
the child learns to cope with them. The 
sector chosen for therapy with older 
children consists of the difficulties in 
their relationships and not in their 
speech. 


Therapy with mother and child. Both 
mother and child have to undergo a 
learning experience. The aim of therapy 
is the re-establishment of a positive 
mother-child relationship and the ac- 
quisition of normal speech by the child. 

The therapist’s procedures shall be so 
designed and organized that the mother 
is not replaced by the therapist in her 
role as the primary speech model but 
that the therapist only complements and 
guides the interactions between mother 
and child. The mother must have the 
satisfaction of being competent in help- 
ing her child to improve. The therapist 
must beware of demonstrating that she 
is a “better mother” than the child’s own 
mother. Thus the therapeutic procedure 
should provide mother and child with a 
constructive experience, helping them to 
improve their mutual communication 
and adaptation. 

As can be seen, therapy does not con- 
sist of “speech exercises” or “drills,” nor 
can it be called a form of psychotherapy 
with the stuttering child alone. We like 
to consider it the teaching and facilitat- 
ing of communication between mother 
and child, carried through within a dy- 
namic frame of reference. This form of 
“mother guidance” seemed to work best 
when the therapist succeeded in rapidly 
establishing and in maintaining a mildly 
positive transference in the mother. Thus 
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regression on the part of the mothers 
and overdependency upon the therapist 
were prevented.® 

The mothers differed in their readi- 
ness to become co-therapists. In general, 
they fell into two groups, those who 
showed “therapeutic readiness” and 
those who were at the time not capable 
of cooperating effectively with the ther- 
apist. The two groups differed markedly 
in their behavior during the therapeutic 
encounters. 

The mothers in the first group were 
reasonably concerned about the child’s 
stuttering, some were even bewildered or 
anxious at the beginning of treatment. 
They expressed their willingness to be of 
help to the child if they could only know 
how to proceed. These mothers were in- 
tellectually and emotionally able to 
profit from explanations and demonstra- 
tions, to accept suggestions, and to uti- 
lize them constructively. Once these 
mothers understood the principles of 
therapeutic communication, they were 
able to use their own imagination in 
setting up situations of constructive in- 
teraction with the child. They soon 
learned to understand and to handle the 
child’s anger without retaliating and 
without feeling guilty or depressed, They 
established a relationship of trust and 
confidence with the therapist, and they 
were willing to work through periods 
when the child relapsed into stuttering, 
with courage and consistency. Thus 
these mothers rapidly became the child’s 
primary therapist. 

Mothers in the second group seemed 
highly irritated by the child’s speech and 
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his behavior peculiarities. Their relation- 
ship to the child as well as to the thera- 
pist was ambivalent and inconsistent. 
During a conference they seemed to un- 
derstand and accept the therapist’s ex- 
planations and suggestions but they fol- 
lowed these suggestions all too literally, 
often turning them into absurdities. As 
an example we quote one mother, who 
complained to the therapist, “You told 
me I must never leave the child alone. 
How can I exist that way?” Thus, these 
mothers succeeded in proving to the 
therapist that her advice had been use- 
less. 

Particularly striking was the behavior 
of the mothers of this second group 
when they were asked to observe the 
therapist working with the child. While 
the therapist demonstrated “word match- 
ing” with the child in a play situation, 
these mothers showed their lack of at- 
tention through restlessness or yawning; 
or they interrupted the demonstration, 
talking about their own problems, remi- 
niscing about their own childhood, or 
making hostile remarks about the child 
or about other family members in the 
child’s presence. They seemed to rival 
the child for the therapist’s attention. 
They wavered between excessive praise 
for the therapist during periods when 
the child’s speech improved and in- 
tense hostility against her when the child 
had a relapse into stuttering. Through 
their behavior these mothers expressed 
symbolically that they themselves needed 
treatment before they would be able to 
act appropriately in a complementary 
relationship with the child. 


“The techniques of treating develo i ies i i i 
e opmental difficulties in young children through guidance of 
their mothers have been the object of several studies published in The eiichaanalytic Study 


of the Child (see 5, 11, 14). 
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~ Like E. Furman (11), we found that 
a mother’s capacity for cooperation 
_ could frequently not be assessed during 
‘the initial interview but only after a 
‘period of working with her. The 
< mothers of two young children, for ex- 
ample, seemed at first to be quite under- 
© standing, but it soon became evident 
that they could not deal with the spe- 
 ¢ific area—need for closeness to the 
“mother—in which their children were in 
_ ‘particular need of help. Other mothers 
_ who appeared rigid or overanxious dur- 
ing the initial stage were amazingly 
_ capable of following guidance and of co- 
Operating effectively, often in the face 
of difficult home situations, after a 
_ Meaningful understanding of the dy- 
namically significant factors had been 
‘obtained. 


RESULTS AND CONCLUSIONS 

It is not the purpose of this paper to 
ive a detailed account of the results 
f this study and of the analysis of vari- 
bles.’ The results of this pilot study 
e been encouraging. Ten out of 12 
hildren under seven years of age and 
Out of 8 children over seven years of 
showed marked improvement or a 
Teturn to normal speech within treat- 
Ment periods ranging from 4 to 12 
‘Months. The number of therapeutic en- 
“Counters ranged from 4 to 14 in the 
nger group and from 10 to 33 in the 
T group, a difference which was 
üd to be significant at the 1 per cent 
el of confidence.” Thus our first hy- 
hesis was confirmed. The reasons for 
improvement varied from case to 


Mann-Whitney U Test, for two samples. 


657 


case. Thus our second hypothesis had to 
be modified. 

Because of the limited time and the 
lack of additional therapists, this re- 
search had to be done under great pres- 
sure. However, the fact that we had to 
do research under service conditions 
strengthened our motivation to search 
for therapeutic techniques which would 
be economical in terms of staff time. In 
observing systematically the relation- 
ships between 19 mothers and 20 stut- 
tering children, we gained a deeper 
understanding of the feelings of these 
mothers and of their reactions to the 
child’s communication disorder. We 
were able to follow the vicissitudes of 
the disturbed relationship between the 
stuttering child and his mother from the 
onset of stuttering in early childhood 
into adolescence. The father’s role in 
the child’s communication disorder 
needs further investigation. 

The final results of this treatment 
plan can be evaluated only through a 
follow-up study. In the meantime we 
feel encouraged to make the following 
recommendations: 

Therapy with stuttering children 
should start from a sound theory con- 
cerning the interpersonal aspects of lan- 
guage learning in children. The prin- 
ciples derived from the theory and the 
techniques employed should be adapted 
to the age of the child treated. The 
mother of the stuttering child should be 
included in the treatment program. 

Therapy will be more economical if 
undertaken as soon as possible after 
the appearance of compulsive repeti- 


Tesearch report was forwarded to the U.S. Public Health Service, National Institutes of 
Health. Detailed case histories will be presented in a forthcoming book (34). 
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tions in a child’s speech. For preventive 
purposes, professional people working 
with young children and with mothers 
should be made aware of the possible 
impact which mother-child separation 
during the child’s second and third year 
may have upon language development in 
the child. If separation cannot be 
avoided, measures should be taken 
which provide a minimum deviation 
from the child’s familiar patterns of 
communication, and the continuity of 
the original pattern should be re-estab- 
lished as soon as possible. 

A psychodynamically oriented ther- 
apy with stuttering children and their 
mothers can be carried out successfully 
within the framework of a public school 
system, provided the therapist has ade- 
quate psychological training or super- 
vision in working with children of all 
ages and with adults, and provided the 
administration of the program permits 
individual treatment and flexibility of 
schedule. It is advisable that the thera- 
pist working with mothers and children 
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ADOLESCENT TREATMENT IN AN ADULT 
HOSPITAL* 


JOHN B. SCOFIELD, M.D.t 
Indianapolis, Indiana 


Over a six-year period the C. F. Menninger Memorial Hospital has admitted 
46 patients between the ages of 13 and 18. Our experience suggests that a 
psychoanalytically oriented treatment center for adults can treat adolescents 
successfully if provisions are made for their special educational and recrea- 


tional needs. 


INCE 1953! THE C. F. Menninger 

Memorial Hospital has provided 
treatment for adolescent patients in a 
hospital designed for adults. During the 
ensuing six-year period, 46 patients be- 
tween the ages of 13 and 18 have been 
admitted. It is the purpose of this paper 
to discuss some aspects of our experi- 
ence in the treatment of adolescents. 


TREATMENT SETTING 


‘The Menninger Hospital is a psycho- 
analytically oriented psychiatric hospi- 
tal of 118 beds and a day hospital with 
facilities for about 60 additional pa- 
tients. A Family Care Program makes 
use of 30 homes. The hospital building, 


three occupational therapy shops, can- 
teen, gymnasium and school building 
are located in a campus arrangement 
within a residential area of Topeka, 
Kansas. The two-story hospital building 
is divided into three units, a 13-bed 
unit for patients needing special nursing 
care or maximum security and two 
larger areas of about equal size. During 
the past year these larger areas, which 
were formerly locked, have gradually 
become open units. Each area houses 
males and females of all ages and diag- 
nostic categories. Patients engage in oc- 
cupational, educational and recreational 
activities beginning at 8:30 in the 
morning until 5:00 in the evening. 


“Presented at the 1960 Annual Meeting in a Workshop, “Treatment of the Disturbed Adoles- 
cent in a Residential Treatment Center,” Melvin Moroff, Ph.D., Chairman. 

Formerly at the Menninger Foundation, Topeka, Kansas, 

‘Prior to 1953 the lower age limit was 18. A few younger patients were admitted for short 
periods. However an adolescent treatment program was not instituted until December of 


1953 (1). 
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| There are 22 staff and resident phy- 
Sicians in the hospital. Each psychiatrist 
“has from 8 to 12 patients under his 
care and spends between 10 and 30 
minutes each day with every patient. In 
the total patient group, about 35 per 
cent have a psychotherapist who is not 
the hospital doctor. 

All patients are admitted to the hos- 
pital on a voluntary basis. For the most 
‘part they come from upper or upper- 
| middle economic circumstances and 
from all areas of the country. Though 
patients in all diagnostic categories are 
admitted, the majority are psychotic or 
have characterological disorders, the 
number in each group being about 
F equal. Most patients have had extensive 
psychiatric treatment elsewhere. 


ADOLESCENT PROGRAM 


_ Our decision to begin a treatment 
| program for adolescents was motivated 
primarily by an increased number of 
admission requests for this age. group. 
_ Several factors concerning our operation 
. put us in an advantageous position to 
take this step. Consultation was availa- 
ble to us from the staff of the children’s 
"Service at Southard School.? Our experi- 
-ence in establishing special programs of 
treatment for adult patients encouraged 
‘Us to expect that there would be suffi- 
Cient flexibility to accommodate con- 
siderable change. We could select our 
Patients. Our staff patient ratio was 
high, and the challenge was attractive. 
We were encouraged by reports from 
Others (2-4) that similar efforts had been 
uccessful. 

__ The program was initiated by admit- 
‘tng eight patients between ages 16 


me age of 13. 
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and 18 during the first year. Since then, 
a total of 46 patients have been in treat- 
ment. Only one has been as young as 
13 on admission; two were 14. Two- 
thirds of the group have been males. 
Twelve were diagnosed as suffering 
from a schizophrenic reaction and 
characterologic diagnoses were made in 
the remaining 34. All came from upper 
and upper-middle economic circum- 
stances. 

Symptomatology in the character dis- 
order group included promiscuity, steal- 
ing, reckless driving, property destruc- 
tion, school difficulties, and experimen- 
tation with drugs. The absence of the 
symptom of alcohol addiction differ- 
entiated the adolescent group from the 
“adult delinquents” in the hospital. The 
females consistently manifested con- 
fusion of sexual identity as a major 
characteristic of their illness. An appre- 
ciation for some popular fad in music 
was one of the few interests shared by all 
members of the group. Only 7 had 
graduated from high school; however, 
the educational deficit was often ob- 
scured by considerable verbal facility. 

Three psychological factors were con- 
sistently found which seem basic to an 
understanding of these patients: 1) the 
presence of very strong oral-dependent 
needs, 2) the need to deny any inclina- 
tion or willingness to be dependent on 
adult authority figures, 3) a pattern of 
behavior which, under a banner of de- | 
fiant independence, leads repeatedly to a 
position of dependence at the price of 
some degree of self-destruction. 

Our adolescent treatment program- 
has been constructed with several princi- 
ples in mind. The pathological interac- 


: 
Southard School is the Menninger Foundation residential treatment center for children up to 


, 
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tion between the youngster and his 
family should be minimized. There 
should be external control sufficient to 
protect the patient and his environment 
from his destructive behavior, but flexi- 
ble enough to permit him to assume re- 
sponsibility as quickly as his own con- 
trols safely permit. There should be the 
opportunity for the adolescent to 
identify himself with adults in a con- 
structive way. Help should be given him 
to set and attain realistic educational 
goals and to experience constructive ac- 
complishment. He should have recrea- 
tion and social activities. He may or 
may not need formal psychotherapy. 
As for all patients in our hospital, 
the structure of treatment for an adoles- 
cent patient is based on the relationship 
of the patient and his hospital doctor. 
At the time of admission all aspects of 
the patient’s life in the hospital, from 
reading his mail to scheduling a hair- 
cut, come under at least indirect super- 
vision of the doctor. At the beginning 
of hospitalization the patient is confined 
to one area, with little responsibility for 
choosing where he is going or what he 
is going to do. The orientation he re- 
ceives from the doctor and from other 
patients conveys the idea that antisocial 
behavior is unacceptable, and the 
amount of responsibility he can gain will 
be determined to a great extent by his 
behavior. In addition to time spent with 
the patient, the doctor is in daily con- 
tact with the social worker, nursing staff 
and adjunctive therapists. During the 
first week, a tentative treatment plan 
is formulated with the adjunctive ther- 
apy department and a schedule of 
hourly activities is set up. The doctor 
will determine whether the patient needs 
to be accompanied by an aide at all 
times or whether less supervision is 
indicated. 
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Our occupational and recreational ac- 


ake. A ° 
tivities include various forms of craft 


work, ceramics, carpentry work, music 
activities, gardening, play reading, pub- 
lishing the weekly newspaper, and sports. 
To meet special needs of the adolescents, 
the adjunctive therapy department added 
new activities and an education depart- 
ment was formed. 

Currently, two full-time teachers com- 
prise the hospital school faculty. They 
have been permitted a close liaison with 
the city school authorities and have been 
authorized to function as an accredited 
annex to the local high school. Twenty- 
nine of our adolescents have attended 
the hospital school and about half that 
many have gone to the city high school. 
The music therapy department provides 
band and chorus activities similar to 
those that would be offered in a small 
high school. 

An athletic program began with a 
weight-lifting group for the male adoles- 
cents and has enlarged gradually to 1m- 
clude track, basketball, baseball and 
touch football. The girls participate in a 
similar sports group with weekly ses- 
sions at the Y.W.C.A. swimming pool, 
a local bowling alley, and recreational 
activities on the hospital grounds. 

The significant happenings in all ac- 
tivities are reported daily to the hospital 
doctor by the adjunctive therapists and 
the nursing personnel. 

After the past has been studied suffi- 
ciently to provide an understanding of 
the patient and his illness, the focus of 
treatment moves to the reality events © 
the current situation. So long as be- 
havior is the major symptom of illness, 
the work of therapy will be primarily 
directed toward helping the patient deal 
effectively with the problems of today 
and tomorrow. The past will become a 
matter of concern only as it is directly 
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related to the situation at hand. 

As action ceases to be the primary 
mode of communication, the role of the 
hospital doctor changes in the direction 
of formal psychotherapy, and external 
controls are diminished as the patient 
demonstrates his ability to take them 
over himself. As alloplastic symptoma- 
tology and external control give way to 
autoplastic symptoms and ego control, 
Phase One ends and a new treatment 
plan must be formulated. This formula- 
tion involves three major considera- 
tions: What kind of further treatment, 
if any, is indicated? Where should it be 
continued? What immediate goals 
should be set for the patient regarding 
education and employment? 

In the majority of our cases, the 
severity of illness and the stressful in- 
teraction between the patient and his 
family have been of such intensity that 
a recommendation for continued treat- 
ment outside the home situation has 
been indicated. For a patient who re- 
mains in treatment at our hospital, a 
typical course would be as follows: 
After the patient had been in the hospi- 
tal about 10 months, he would begin 
psychotherapy three hours a week with 
a therapist other than his hospital doc- 
tor. About 6 months later, after 16 
months in the hospital, he would move 
into a Family Care Home and continue 
his schoolwork, which he began a month 
or two after entering the hospital. By 
this time he is taking at least half of his 
Classes at the public high school. The 
hospital doctor maintains contact with 
the patient, his family, the school, and 
the Family Care Home. He retains veto 
power over all major decisions such as 
automobile driving, out-of-town trips, 
and spending money. The role of the 
hospital doctor diminishes as the patient 
Improves, and after he has been out of 
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the hospital about a year, his only treat- 
ment contact is with the therapist. By 
this time he is working or attending col- 
lege and plans to move closer to home 
after treatment is terminated. 

Much could be said concerning the 
importance of social work with the par- 
ents. In our experience, effective case 
work is a most important element of 
adolescent treatment. It is a distortion of 
proper emphasis to dismiss this area 
with the observation that we have seen 
a close correlation between the success 
of case work with the parents and the 
success of treatment (5). 


REFLECTIONS ON OUR EXPERIENCE 


If we were to plot the course of our 
venture in adolescent treatment, it 
would bear at least one important simi- 
larity to the treatment course of an indi- 
vidual adolescent patient. The major 
difficulties were encountered in the be- 
ginning. In retrospect it is possible to 
see that many of the problems we strug- 
gled with in the early days stemmed 
from the hospital’s concern that the 
adult hospital environment was not go- 
ing to be suited to younger patients, who 
have different needs, different interests 
and different problems. Partly as a re- 
sult of this self-consciousness on the 
part of the adult hospital personnel, and 
partly because of the natural response 
to anything labeled an experimental 
project, a subculture was created by and 
for the adolescents which set them apart 
from the established hospital structure. 
This occurred despite the fact that our 
explicit intention was quite the opposite. 

Several important actions were taken 
which served to encourage a clear sepa- 
ration between the adolescent and adult 
hospital patients. Initially all adolescent 
treatment was conducted or supervised 
by one hospital doctor. The boys were 
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given adjacent rooms in an area of the 
hospital somewhat isolated from the 
rest of the floor, and they christened 
themselves the “J. D.s” (juvenile de- 
linquents). Previous staff attitudes 
toward bedtime, loud record-players, 
and orderly housekeeping were re-evalu- 
ated in relation to the “needs” of the 
new group, and increased flexibility 
seemed indicated. Much attention was 
directed to the dynamics of the group, 
and efforts were made to exploit the in- 
fluence of the adolescent group leader. 

A rather predictable reaction to this 
rearrangement occurred among the 
adult patients. A group formation be- 
came evident which reflected a strong 
feeling that the rights of the majority 
were being seriously infringed upon by 
the “J. D.s” and that the authority of 
the hospital was being subverted by 
“this bunch of spoiled kids.” Their con- 
cern over the amount of staff attention 
diverted to these intruders was like the 
concern of an older sibling watching 
mother tend the new baby. A few of 
the younger adults identified themselves 
with the adolescent group; for the most 
part, the overtly psychotic patients ig- 
nored and were ignored by the adoles- 
cents. 

Staff enthusiasm for treating adoles- 
cents first began to diminish among the 
night nursing staff, those furthest re- 
moved from the support of the doctor. 
Increasingly the feeling was expressed 
that “these kids are not sick, they’re 
just spoiled brats, and the doctors are 
being taken in by their clever manipu- 
lations.” The day shift, working closely 
with the doctor, began to view the night 
shift as “just not having the talent neces- 
sary to treat this kind of patient.” The 
afternoon staff wasn’t sure, Gradually 
the feeling spread among all the nurses 
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that they were spending most of their 
time being policemen for this group, 
with no time left for the other patients, 
who could profit much more from their 
attention. 

The hospital doctors spent much time 
trying to convince members of the nurs- 
ing staff that they should have no 
trouble deciding what was “inappropri- 
ate” behavior, what was “inappropriate” 
dress, what was “inappropriate” talk, 
and when to take “appropriate” action. 
The nurses felt that they were being 
given a philosophy book when they 
needed a disaster plan. Most of the staff 
tension focused on the episodes and 
threats of sexual misbehavior. What to 
do with the patients who are infatuated 
with each other? When two patients are 
restricted from each other, can they be 
in the same room at the same time, and 
if so, how far apart must they sit? What 
about dancing at parties, and what kind 
of dancing? The staff felt much more at 
home in dealing with aggressive be- 
havior. 

Unfortunately during these early days 
none of the staff had ever had the ex- 
perience of seeing an adolescent respond 
to treatment. The reassuring recollection 
of a similar case that improved and 
made it all worthwhile was not availa- 
ble. Adult patients who needed this 
much control were generally acutely ill 
and responded quickly to treatment. 

Probably the most significant aspect 
of the management problem presented 
to our staff members by this new kind 
of patient was that for the first time 
they were put in the position of trying to 
treat a group rather than an individual 
patient. Until the adolescent has reached 
the point in treatment where he and the 
hospital begin to share the same goals, 
group identification can provide con- 
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able strength for resistance to treat- 
t (6). To identify himself with his 
or in a positive way, the adolescent 
pour member must not only overcome 
his own inner conflict, but must also risk 
“losing face in the group. The de- 
pendency needs of the disturbed adoles- 
cent act ultimately as a major force 
“moving him toward an effective treat- 
ment relationship. To the extent that the 
group can gratify and strengthen denial 
of dependency needs, this motivation is 
dissipated. It should be mentioned that 
group formation after the patient has 
“made a positive identification with the 
hospital can serve a constructive pur- 
pose, particularly as the patient moves 
T out of the hospital. 

When it became apparent that the 
adolescent group was functioning as an 
antitreatment sanctuary, we initiated 
efforts to diminish the cohesiveness of 
the group. Our first step was to move a 
few adults into the “J.D.” wing. The 
Older patients were either ostracized or 
Converted. In either event they were not 
influential, and this move was unsuccess- 
ful. The next step was to scatter the 
Youngsters in the adult area. Rather 
quickly tension diminished in both the 
Older and the younger groups. 

This marked the beginning of a basic 
change in our thinking about treating 
adolescents in an adult hospital. We 
have since moved rather consistently in 
‘the direction of minimizing the distinc- 
tion between older and younger patients. 
We have observed that the adults exert 
4 stabilizing influence on the adolescents 
in every area of activity, and gradually 
the special adolescent activities have 
; been enlarged and modified to include 
_ Older patients, 

The inclination to look to the adoles- 
= cent culture outside the hospital to find 
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guidelines for the hospital’s attitude 
toward teenage behavior, dress and so- 
cial custom has diminished in keeping 
with our changing philosophy. We are 
less reluctant to face the reality that 
the teenager who needs hospitalization 
is not able to cope with some of the 
responsibilities and temptations inherent 
in “normal” adolescent life and to ac- 
cept the fact that hospitalization does 
involve the sacrifice of some of the 
prerogatives that teenagers outside the 
hospital enjoy. The patient with a prob- 
lem of ego control sufficient to warrant 
hospitalization is not likely to make 
romance a constructive experience. 
Many other responsibilities need to be 
assumed successfully before automobile 
driving can be undertaken. 

A staff whose experience has been 
limited to work with adults is likely to 
have considerable difficulty applying 
effective control soon enough and firmly 
enough to the youngster showing symp- 
tomatic behavior. The fear of appear- 
ing punitive often leads inexperienced 
staff to withhold the control the pa- 
tient is demanding (7). Much could be 
said concerning the inevitable counter- 
transference problems which arise in 
treating these youngsters. Good super- 
vision is invaluable for even experienced 
staff treating adolescents. 


DELINQUENT ACTION DURING 
TREATMENT 

Considering the extensive delinquen- 
cies our patients engaged in prior to hos- 
pitalization, it is remarkable that seri- 
ous misbehavior has seldom occurred 
after treatment has begun. Occasional 
running away, exhibitionistic drinking, 
and rare sexual activity have comprised 
the majority of delinquent actions. One 
car has been stolen; there have been no 
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pregnancies; homosexual activity has 
not occurred so far as we know. 

We have observed some interesting 
patterns of interaction between the ado- 
lescent and authority associated with the 
delinquent behavior that has occurred 
during the course of treatment. In our 
treatment structure the doctor assumes 
a position of authority which is unique 
in the degree that it approaches being 
absolute. In few other situations is the 
concept of authority so much embodied 
in a single person. The adolescent out- 
side the hospital has many authority 
figures that function more or less inde- 
pendently of one another, each assuming 
limited authority over his own domain. 
In contrast, the hospital doctor is in a 
position to monitor staff observations of 
the patient’s activity during the entire 
day, with direct responsibility for super- 
vising it. Here we have the opportunity 
to observe the interaction between the 
adolescent and authority in pure cul- 
ture. 

In our experience, when significant 
delinquent action has occurred after a 
relationship has developed between the 
adolescent and the doctor, this action 
seems to have been motivated in al- 
most every case by a change in the doc- 
tor-patient relationship. This change 
involves movement in one of two direc- 
tions as the patient experiences it— 
either he is moving closer to the doctor, 
or the doctor is moving away from 
him.’ 

The disturbed behavior which typi- 
cally occurs just before the patient be- 
gins to identify himself openly with the 
doctor can be seen as the basic adoles- 
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cent struggle now focused on one re- 
lationship. The dangerous pregenital 
urges aroused by the increasing close- 
ness create a need to take dist: ce (8). 
Some form of running away is : kely to 
occur at this time. 

The patient about to be giver greater 
responsibility, move out of the i. spital, 
be referred to a therapist, or take a trip 
home is very likely to resort to some old 
misbehavior a short time before the 
change occurs. Any action by the doctor 
which indicates that he sees the patient 
better able to stand alone arouses a de- 
gree of termination anxiety which may 
trigger delinquent action. In our ex- 
perience, forces outside the doctor-pa- 
tient relationship rarely seem to moti- 
vate delinquent behavior. 

We have observed a curious pattern 
of behavior which precedes delinquent 
action. This might be appropriately de- 
scribed as a “declaration-of-intent pro- 
cedure.” Before our patients engaged in 
significant misbehavior, they first took 
action which seemed to serve notice on 
the doctor in a cryptic manner that de- 
linquent action was being contemplated. 
Often the procedure included a step 
that put the doctor in the position of 
unwittingly taking some action which 
ultimately facilitated the misbehavior. 
This warning can be understood in part 
as a request for control. However, the 
signal is often so well disguised as to 
be poorly suited to that purpose. More 
often the effort seemed to be to get the 
doctor’s authorizing signature on 4 
declaration to commit delinquency with- 
out his reading the fine print. If the 
procedure has been properly executed 


* An apparent exception is the delinquent action which involves interaction between the pat- 
ents and the patient. However, it can often be discovered in such a situation that the patient’s 
action has been motivated by the feeling that the doctor has abdicated his role of protector. 
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‘and a reasonable waiting period for con- 
trol action has been allowed, delinquent 
action can “legally” proceed. Let me 
cite an example: 


A 16-year-old boy requested that his doctor 
ee tọ it that some borrowed school books 
returned to a female classmate in an- 
area of the hospital. This procedure 
the written authorization of both 
i involved. A second similar request 
was granted a few days later. The fact that 
iss could have been returned at school 

tient himself without involving staff 
Snel significance only after it w dis- 
covered a short time later that an active 
sexual relationship had begun between these 
two patients. 


_ It can be speculated that this curious 
interaction reflects the process necessary 
to maintain an externalized superego 
arrangement on a fair and square basis. 
There is in this the implication that the 
adolescent wishes to establish a partner- 
‘ship with authority before he engages in 
delinquent action. If this is true, it pro- 
vides support for the theory (9, 10) that 
antisocial behavior begins in partnership 
with the permissive parent. 


‘TREATMENT RESULTS 


Based on the evaluation by the doc- 
tors who treated our 46 adolescent pa- 
tients, we estimate that about 75 per 
cent of them have shown significant im- 
provement. We have had considerably 
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greater success in treating males than 
females, Based on our experience with 
only 3 patients in this age group, it is 
our impression that patients under the 
age of 15 should not be treated in an 
adult hospital. However, several of our 
male 15-year-olds have done very well. 

Our experience at the Menninger 
Hospital leads us to believe that the 
older adolescent patients can be effec- 
tively integrated and treated in an adult 
psychiatric hospital. Using the tech- 
niques of intensive, individual treatment, 
it seems likely that the adult hospital 
offers advantages that would not be 
available in a treatment setting where 
patients are isolated with their peers. 
The close association with adult patients 
can exert a stabilizing influence on the 
adolescent, and the adult environment 
can be exploited to encourage matura- 
tion. The opportunity to minimize the 
destructive influence of group formation 
during the early phase of treatment is 
an important advantage. Our experience 
indicates that an adolescent population 
in the neighborhood of 15 per cent is 
optimum. 

If adequate school and recreational 
facilities can be provided, the structure 
of the psychoanalytically oriented adult 
hospital need not be modified to treat 
younger patients effectively. 
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Several boys in long-term residential treatment who were entering puberty 
engaged in much surreptitious smoking. The staff fell out in a major way 
around whether or not to grant official permission to smoke, with the thera- 
pists pitted against the milieu group. Smoking was finally initiated, with 
much resultant staff upheaval and patient reaction. In discussing these events, 
the author regards the ambivalent reaction of the treating adults to the young- 
sters movement into puberty as a significant variable. 


E PURPOSE of this presentation is 
to tell about a problem encountered 
by a residential treatment unit when two 
patients grew up. The unit was estab- 
lished by Dr. Fritz Redl at the National 
Institute of Mental Health in Bethesda, 
Maryland, as part of a research pro- 
gram for the study of the hyperaggres- 
sive child. Six boys between 8 and 11 
years old were selected for study; they 
were chosen because they were the most 
aggressive boys available at the time; 
and they were entered into a program 
of intensive residential care which was 
the focus of the research. The youngsters 
surprised no one by being lurid in their 
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fantasy, obscene of speech, and given to 
violent temper outbursts. They were dif- 
ficult and demanding—at once infantile 
and precocious, and as hard to diagnose 
precisely as to treat with specificity. And 
in time, they grew up, entered puberty, 
and confronted the staff with the in- 
evitable problems of newly arrived 
adolescence over and above the many 
other issues in management that are par 
with such patients. 

Obviously in such a complex environ- 
ment as a research-residential treatment 
center, nothing is simple, and every de- 
cision affects many people. In particu- 
lar, the highly charged developments 


x = 
Presented at the 1960 Annual Meeting in a Workshop, “Treatment of the Disturbed Ado- 


it i r n 
EN in a Residential Treatment Center,” Melvin Muroff, Ph.D., Chairman. 
erly Acting Chief, Child Research Branch, National 


Bethesda, Maryland. 


Institute of Mental Health, 


669 


670 


that are part and parcel of puberty and 
growing into adolescence are bound to 
provoke sympathetic or dissonant vibra- 
tions on many levels. To illustrate this 
I am selecting a relatively narrow issue 
to present—the events around the young 
patients’ starting to smoke. It is not per- 
haps the simplest relevant issue that 
might have been culled out of the resi- 
dential life. Such matters as use of the 
telephone, the kind of pictures allowed 
in one’s room, or permission to wear 
certain articles of clothing might have 
been easier to discuss or present. On the 
other hand, smoking was certainly not 
the most complex aspect of growing up 
that had to be faced—the whole ques- 
tion of dating behavior, or the manner 
of handling allowance money, or what 
went into the boys’ holding jobs and 
earning money—might all with greater 
justice have demanded description and 
analysis. But as I see it, smoking in our 
culture is singularly symbolic: It seems 
to lack roots in the biologic changes that 
underlie masturbation, dating behavior 
and heterosexual fantasy patterns, and 
it certainly is not the realistic evidence 
of maturation in the social role that 
handling a job and one’s own money 
would seem to be. Superficially, smok- 
ing appears to me to be connected with 
the expression of metaphoric rather than 
“real” changes toward adulthood. Hence 
the emotional vortex around smoking 
can perhaps be examined in especially 
pure form. 

Since I seem to have struck a per- 
sonal note here, let me follow it up 
quickly by saying that I am, myself, a 
nonsmoker and that I have no strong 
feelings one way or another about chil- 
dren smoking. I have occasionally 
thought that there must be something 
missing in my make-up since so many 
people about me seem to feel so keenly 
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on these issues while I am relatively 
untouched. I can recall an incident at a 
state hospital children’s unit with which 
I was associated where we chanced to 
admit a rather tough little 10-year-old 
who was at once as infantile and im- 
mature as she was hardened and shop- 
worn. When she first arrived she told 
us she had been a habitual smoker for 
some years. Since it was the custom 
there to allow newly arrived youngsters 
who were already smokers to continue 
the practice, she was allowed to smoke. 
For the next several days the ward 
Offered a view of this undersized little 
moppet, at any time of the day or 
evening, carrying a big doll in one hand 
and a lighted cigarette in the other— 
and the staff exploded. A number of the 
attendants, the teachers, and other staff 
members couldn’t endure the sight. They 
couldn’t even say why: It was just 
wrong, she was too young, and—well, 
they couldn’t stand it. So we stopped it, 
but to this day I’m not sure exactly why. 

This brings me to the final reason 
why I selected smoking as the focus for 
this presentation. For at NIMH, too, we 
had quite a struggle about this before it 
was all over. Feeling ran high, there was 
a real split in the staff, and for a time 
we had the makings of a sort of drama 
in our midst. This, it seems to me in 
retrospect, was reminiscent of what 
many a family goes through in the face 
of adolescent changes, and it was this 
facet of the episode in particular that 
prompted the choice. 

In any case, here is what happened: 

In the earlier days of the program the 
six boys had been housed in a closed 
hospital ward and attended a specially 
designed in-hospital school. Smoking 
had been evident by then, but rarely a 
problem. As often as not it could be 
handled by a joking comment or a mil 
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reproof, but there was little force to the 
boys’ demands for the privilege and 
relatively little staff dissent on policy. 
Staff practices varied considerably, how- 
ever, even at this early date, nor was it 
entirely undesirable that this should be 
so—we didn’t insist that each staff 
member act identically, merely that each 
implement the agreed-upon policy in his 
own way. This meant quite a variety of 
ways, since some staff members were 
for and some against smoking. But those 
days saw no major difficulties in this 
regard. 

The boys had been admitted during 
the latter part of 1954 and early 1955. 
By mid-1957, we felt they were ready 
to start in public school and to move 
out of the hospital into a more open, 
socialized, halfway house. They accom- 
plished this move in the summer and fall 
of 1957, and for the next year we had 
a chance to work with them in a new, 
and very different, open setting. At this 
point, quite a few changes were taking 
place. The boys had grown bigger; they 
had to test their newly acquired con- 
trols against the fact that they were no 
longer in a locked ward; the staff was 
now working with boys who were older, 
who had a lot of contact with the com- 
munity, and who needed quite a differ- 
ent style of management than hereto- 
fore. There were also major staff 
changes: I had been the ward adminis- 
trator for the closed hospital setting, but 
with the boys’ transfer to the cottage a 
new director came on the scene, a num- 
ber of new staff were attached at all 
echelons, and the complexities of re- 
lationship and management in many 
areas increased enormously. Naturally 
enough, the smoking issue was compli- 
cated by all this. 

The first director in charge of the 
cottage program had left after one year. 
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His successor, Nicholas Long, Ph.D., 
was newly arrived at the time of the 
incidents to be described. Dr. Long 
came in August of 1958 bringing with 
him a profound conviction about the 
efficacy of psychological methods of 
management. He brought with him, too, 
a group of men who knew him and had 
worked with him elsewhere. To some of 
these new arrivals he assigned leading 
roles in the cottage hierarchy, and in 
time he developed his overgroup both 
from this imported nucleus and from the 
better-trained people he found already 
working at the cottage (the cottage 
mother and child care supervisor had 
been on the job for some time when 
Dr. Long arrived, whereas the program 
director and the activities supervisor 
came with him). 

One of the director's major prob- 
lems was to forge a single, integrated 
team out of these administrative per- 
sonnel and the rank and file of the child 
care workers. The latter were some thir- 
teen strong and many of them had been 
associated with the project for a long 
time. Indeed, in a few instances their 
tenure paralleled that of Dr. Redl him- 
self. Most of them, of course, were of 
more recent vintage, but in any case 
they were at many different levels of 
training and were quite vocal. 

While thus molding his staff into 
shape and welding together its disparate 
elements, the director had also to cope 
with two other elements exercising 
enormous influence on the clinical man- 
agement of his patients—the one, my- 
self, his clinical supervisor; the other, 
the therapists of the various patients, 
two of whom will be hereinafter desig- 
nated as therapist 1 and therapist 2 
(easily distinguishable in that therapist 
1 was treating one of the six patients 
and therapist 2, two). 
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I can dispense with my role quickly. 
I told the new director that so far as I 
was concerned it was up to him to 
handle the clinical management of the 
patients—we would have lots of meet- 
ings in which policy would be discussed. 
I would expect him to consult carefully 
about any changes with the individuals 
concerned. He could ask for advice 
any time, but what was done in the 
cottage, how it was done, or by whom 
would be his decision. This placed me 
in a spectator-consultant role, to some 
extent “out of it” with respect to the 
ensuing issues. 

The therapists were in a different 
position. They were seeing their patients 
four times a week for regularly sched- 
uled interviews. Each had been with 
these youngsters over two years at the 
time of which I write and had worked 
closely with the various staff members in 
the residential part of the program 
around a variety of clinical issues, so 
that they had had a good deal of oppor- 
tunity to consult about, suffer with, and, 
in a deep clinical sense, know their 
patients. They had formulated many 
conceptions about their youngsters’ 
needs, how they operated, what was best 
to do with them and what best to avoid, 
in a wide variety of circumstances. 

This in part was the human situation 
that attended the circumstances I shall 
describe. The two boys involved in the 
story were the oldest youngsters at the 
cottage, both around 14. Although non- 
smokers when they first arrived, they 
had both been asking for permission to 
smoke practically from the time of ad- 
mission. When they found lighted ciga- 

rette butts, they puffed them, and when, 
as occasionally they could, they talked 
some adult in the area, such as the 
ward janitor, into slipping them a ciga- 
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rette, this was a high and gay occasion, 
Since, on the one hand, they both had 
a history of fire-setting and, on the 
other, they were still too young, policy 
had decreed that no smoking was per- 
mitted. As I have noted, staff was not 
of one mind about this. Some voices 
were raised against the policy, some in- 
deed kept asking (a little wistfully?) at 
the periodic meetings of the total ward 
staff, “How come they aren’t pressuring 
us harder to let them smoke?” but the 
policy stood firm. 

In terms of concrete implementation 
of this stand, however, the youngsters 
were exposed to a wide range of vagaries 
which became wider and wider as the 
years advanced. Indeed, after the move 
to the cottage, and as we get closer to 
the episode under discussion, it was 
clear that counselors ran the gamut in 
their enforcement of this debated stand. 
Some, recognizing their role as incom- 
patible with open permission to violate 
rules, yet actively sympathetic with the 
youngsters’ aspirations to smoke, 
marked out a few places where they 
felt it wouldn’t hurt if the boys did have 
a few puffs. For example, if the boys 
went off to the woods, lit up at the roller 
rink, or grabbed a smoke in the exit way 
of the cottage (between the rules that 
applied indoors and the regulations that 
governed out of doors) these counselors 
simply made sure they weren't around 
when the smoking took place. (How 
reminiscent of some of the tactful 
duennas of the highly aristocratic Span- 
ish families of yore with their teenage 
charges.) For the majority of the staff, 
of course, a rule was a rule—if you 
weren't to smoke, you weren't, and if 
they caught a boy at it, they restricted 
him, took away some privilege, or other- 
wise made him feel it. There were also 
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some who, while less strict, would never 
countenance smoking if they found out 
about it, although their handling usually 
would not pass beyond a verbal admoni- 
tion (“You know that’s not acceptable 
behavior”) and a demand that cigarettes 
and matches be handed over. 

Then alas, there was the rare but al- 
ways serious case of the counselor who 
lacked the inner security that gives the 
capacity to enforce any sort of rule. 
Such an individual might either blatantly 
ignore smoking which was equally as 
blatant or might tell a youngster to stop, 
only to be completely paralyzed when a 
mouthful of smoke was puffed in his 
face and he was asked truculently what 
he was going to do about it. Such coun- 
selors often couldn’t think of anything 
effective to do, whereupon the young- 
ster would continue elaborately in the 
infraction. 

The fact that new staff members were 
present alongside the old didn’t help 
matters. Sometimes an insecure new- 
comer would ask an old China hand 
what to do, only to be told coolly that 
he was on his own. Since some of the 
Newcomers had had more formal train- 
ing than the old-timers, they were sensi- 
tive about going to upper administra- 
tive staff for help and just floundered 
along as best they could. 

There were any number of meetings 
at which the matter of smoking came 
up. Most of them took place at the 
cottage, where the counselors threshed 
the issues out together. Some took place 
in my office, where the director and 
the therapists met to exchange views. 
Often these discussions served merely 
to perpetuate the divisiveness and am- 
biguity of the issue. Every shade of 
viewpoint was expressed and no strong 
stand taken except for a final conclusion 
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to continue the no smoking policy. (It 
was interesting to observe how vigor- 
ously some of the counselors who per- 
mitted smoking on the sly stood up at 
the cottage meetings and fought against 
its formal license.) 

The most active and united group of 
staff members who opposed smoking 
were the therapists. At the time under 
discussion, therapists 1 and 2 were the 
only ones regularly attending top-level 
meetings, and on this issue they formed 
a univocal block. In brief their position 
was as follows: There were numerous 
hints in the therapeutic material that 
smoking was intimately connected with 
impulsive behavior, with lack of con- 
trols, with permission to act out, and 
with lurid aggressive and erotic fantasies 
of all sorts. In particular, they pointed 
to the fire-setting behavior so ubiquitous 
in the patients’ history and in-hospital 
course. Consequently, it seemed to 
them, granting permission to smoke at 
this point was simply putting an im- 
primatur on acting out. In view of the 
youngsters’ tendencies to distortion, the 
freedom to engage in a once “forbid- 
den” activity of this kind would in their 
opinion be construed by the boys as 
potential license for every kind of mis- 
behavior. All that would be accom- 
plished, in effect, would be to prove 
once again that the superego is corrup- 
tible. 

The solution to this problem, as the 
therapists saw it, lay not so much in 
the pat permitting or forbidding the 
boys to smoke, as it did in the careful 
unscrambling of some of these problems 
first, both in therapy and in the resi- 
dence, with the end in view that, as and 
when smoking did start, it would not 
be contaminated by other issues and 
would not in turn signalize a general 
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letting up on controls and freedom 
from external reality limitations. More- 
over, the therapists noted, the boys had 
not been smokers heretofore, they were 
not addicted and did not “need” the 
smoking as other youngsters newly ad- 
mitted from a gang culture might, they 
did not belong to some group where 
smoking was a necessary element for 
membership. Permission to smoke was 
therefore something that could realisti- 
cally be deferred until later. 

The counter argument that always 
welled up from the child care staff, and 
one that gained force with the passing 
years was expressed by the director in 
the meeting with the therapists: The 
two boys in question were now ap- 
proaching their fourteenth birthday (the 
magic fourteenth, when one is really and 
unquestionably in the teens). These boys 
were, after all, tense, acting-out teen- 
agers whom one would expect to smoke 
and who would certainly have been 
smoking long ago in any other environ- 
ment. It would make for better rela- 
tions with the staff if the youngsters’ 
logical desire for this privilege could be 
Supported rather than made to provide 
4 constant source of irksome frustration, 
and it would be a valuable communica- 
tion from the newly reorganized staff to 
the boys that the youngsters’ more ma- 
ture status was being recognized and 
accepted and that more mature behavior 
in general was now in order. It was evi- 
dent that the boys were smoking, 
whether the staff liked it or not, and 
that the existing policy was more a 
source of friction than control, More- 
over, the argument ran, the covert 
smoking was a greater fire hazard than 
regulated overt smoking would be. 
Wouldn't it then be far more reasona- 
ble to structure this behavior and make 


it acceptable under proper social con- 
ditions? 

The boys, for their part, reacted in 
predictable terms to this mélange of 
attitudes. Bob had started with his cur- 
rent therapist in the fall of 1956 (his 
previous therapist had departed the 
previous summer) and during the very 
first session had raised the question, 
“Will you fix it so I can smoke?” When 
Bob had asked one of the counselors 
for this privilege, he had been told to 
ask his therapist. So he did. Therapist 1 
had temporized with the suggestion that 
perhaps when Bob was 14 or 15 and 
as he made progress in treatment and 
could handle many things better, it 
would be something that could be con- 
sidered. The boy seized on this as a 
commitment that his privilege would 
be forthcoming on his fourteenth birth- 
day. He often referred to smoking dur- 
ing the ensuing months of treatment 
(quoted from the psychotherapy record): 


Bob brought in pictures of his school friends 
today and proceeded to sort them into piles 
of the “good” guys and the “troublemakers.” 
While doing this, he secretly pulled out a 
packet of matches and started to light a butt 
which he'd picked up on the way to therapy. 
As usual there was a quality of baiting me 
to become excited about this and also he 
seemed to be testing whether the old controls 
and limits which the playroom had repre- 
sented were still operative. He took a puff 
on the cigarette and I frowned concern. I 
commented as casually as I could (in the 
face of this defiance), “I guess you guys still 
think it's unfair that you can't do all the 
things adults do, or maybe there's something 
new about the smoking business that I don’t 
know." He took another puff and I then asked 
solicitously, “Has there been some new trouble 
about smoking?” He angrily put out the butt 
and was silent, Then he slowly started to light 
matches, then scraps of paper on the table, 
and finally to burn his shirt. I asked, “Do 
some of the kids at school carry matches?” 

“The teacher caught Harold today and sent 
him to the principal's office,” Bob blurted 
out. When I asked what would happen to 
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Harold, Bob guessed, “Maybe he'll get kicked 
out of school.” (I later realized that Harold’s 
picture was one of those which Bob was 
trying to categorize before this episode 
started.) Apparently the identification with 
Harold on the smoking bit brought Bob too 
close to his own general pathology and he 
then proceeded to show other disintegrative 
facets of it. 


It appeared to Bob's therapist that, as 
in the quoted example and the many 
other such episodes in therapy, smoking 
and impulsive behavior always went 
hand in hand—indeed, this was a pri- 
mary area of distortion which needed 
untangling, and the only degree of clari- 
fication that had been achieved was 
Bob’s capacity to differentiate between 
the smoking permitted by the less re- 
sponsible adults in the program (or by 
those peripheral to it) and the smoking 
forbidden by his therapist and by others 
in authority. 

With Ralph, smoking took on equally 
pathological aspects as viewed within 
the therapy. When in his most vicious 
and destructive frame of mind, Ralph 
described himself as an H bomb or as 
a live volcano, He joked about the 
therapist's proffered candy as “fiery” 
and he drank water after losing a game 
in therapy to cool off the flames kindled 
by his disappointment. Moreover, his 
behavior in the setting reflected these 
attitudes. When both his therapist and 
the cottage mother left simultaneously 
for a few days (to come to Ortho, of 
course), part of his response was to light 
a serious and dangerous fire. 

Here then were three camps: The 
therapists were against smoking, the pa- 
tients for it, the staff divided. All this, 
of course, functioned as additional pres- 
sure on the new director, who was try- 
ing to consolidate a difficult position. 
Unlike the ward from which the patients 
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had come, there was more room in the 
new setting in which to smoke: One 
could walk out the back door of the 
cottage to the shelter of adjacent trees; 
there were more friends and companions 
at school and at in-town activities who 
were smokers and with whom one could 
associate; but most of all, here was the 
fourteenth birthday on the horizon, and 
was that not the official signal? 

From the time the shift to the cottage 
had occurred, everyone had been aware 
of all this, both the internal dissension 
and the greater stimulus provided by the 
new, looser environment. Many cottage 
meetings and several top-level meetings 
were held about behavioral issues, but 
no matter how it was discussed, the final 
decision where smoking was concerned 
was always to keep it among the for- 
bidden privileges, with the consequences 
already described, Thus one year passed. 
Staff turnover was high, as noted. The 
first cottage director left in July 1958 
and Dr. Long took his place in August 
of that year, bringing several new men 
with him. 

Dr. Long worked hard to pull the 
staff together and coordinate practices; 
nonetheless, during his second month 
at the cottage the youngsters’ smoking 
was getting out of hand and a good deal 
of playing with fire (starting fires in 
wastebaskets, etc.) was cropping up. 
Scarcely a day went by without a re- 
port of some patient smoking some- 
where. Inconsistency was rife in the way 
various staff members handled these 
episodes. The director discussed this 
with his staff at the cottage, although 
the therapists were not present, and in 
an unprecedented move decided to 
handle it as a cottage issue pure and 
simple, that is, without reference to the 
therapists. This was not done willfully 
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—it seemed to the staff that this was a 
cottage issue and should be settled by 
those immediately involved in cottage 
life. 

A committee of cottage staff was 
therefore appointed to draw up a plan 
for a smoking program, which they 
worked on for about a month. A first 
draft was considered on October 21 and 
a final plan adopted October 28. The 
plan was not adopted easily. There were 
the ubiquitous and omnipresent dissent- 
ing opinions on both sides of the idea, 
but this time, without the therapists 
present to lend their voices to the dis- 
cussion, a majority spoke for allowing 
smoking and the plan was put into effect 
that very night. 

The plan involved the drawing up of 
a very formal contract. It applied only 
to the two boys who were at their 
fourteenth year. The others were still 
“too young to smoke.” It stipulated that 
cigarettes were to be purchased by the 
staff members out of the patients’ per- 
sonal funds. It specified certain times 
of day when smoking was permitted, it 
named specific areas where smoking was 
to take place, it described how ciga- 
rettes would be procured, and it in- 
cluded a careful statement of the condi- 
tions under which the privilege could be 
withdrawn. Aware of the oft-repeated 
warnings from the therapists that to 
grant permission to smoke was in literal 
fact a formal sanction for explosive and 
dangerous acting-out behavior, and sen- 
sitized, too, by the many premonitions, 
intuitions, and opinions from other staff 
members that this was not good for the 
boys, the final contract was as compre- 
hensive and as binding an arrangement 
as could be devised, and was presented 

to the two boys in a very official man- 
ner. The youngsters were asked to sign 
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the document, and two witnesses sol- 
emnly added their signatures. Smoking 
was in—and the problems began. 

It is difficult to present a true picture 
of how much the therapists knew about 
what was going on. While writing this 
account of the matter some 15 months 
after these events took place, I sat down 
with the therapists and certain of the 
Cottage staff to review what had hap- 
pened. Their stories are markedly in 
conflict to that day. 

Therapist 1 said he first received the 
news of the permission to smoke from 
his jubilant patient, who announced it 
in one of the therapy sessions much to 
therapist 1’s amazement and dismay. 
Therapist 2 described her aghast feeling 
when she came across the news by acci- 
dent through some reference in the daily 
charting. In rebuttal the program su- 
pervisor and staff director of the cottage 
insisted that the plan was announced 
to the therapists in a meeting before the 
contract was signed. Thus the two ac- 
counts differ radically, and to this day 
neither side is prepared to give an inch. 
I can only regard the continued ex- 
istence of this dispute as symptomatic of 
how sizeable a problem in fact existed. 
And what an unreconcilable diversity of 
Opinion. . . 

In any case the therapists received 
news of the decision with a sense of 
Surprise and shock. They felt their per- 
sons slighted, their opinions flouted, 
their recommendations held at naught, 
their observations and experience ig- 
nored. They drew an analogy between 
the young adolescents’ premature and 
inappropriate lunges for a chance to do 
things on their own and this act by the 
staff and the director as attempting a 
Kind of independence from the thera- 
pists’ counsel. The director’s protests 
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that he did not realize they would feel 
this way evoked the caustic comment 
that this was a little too naive to be 
quite true. Rather, they theorized, he 
wanted to do something at once to 
establish his autonomy and to sell him- 
self to the boys as “a nice guy.” As for 
the rest of the counselors, the therapists 
saw their action as yet another instance 
of staff tending to fall in with the pa- 
tients’ acting-out propensities and, in- 
deed, a joining with the youngsters in a 
covert though unverbalized effort to cir- 
cumvent the therapists’ views and role. 
They quoted Adelaide Johnson. 

Moreover, it appeared to the thera- 
pists that since the smoking program 
would be administered by the staff, the 
counselors were trying to buy the boys 
off by giving them a gift in order to 
make life easier for themselves. And in 
an illegal manner at that, for the pa- 
tients were too young to buy cigarettes 
in Maryland and staff would have to do 
that for them. Nor was I, the clinician 
in charge, any less culpable. Had I not 
given into the hands of a new director 
the right to change at a stroke a policy 
that had stood for years? And was not 
the end result of this policy shift to 
thrust fire into the hands of known fire- 
setters? In short, the therapists were 
quite put out. 

Meanwhile, back at the cottage. It is 
a truism in residential work that each 
new privilege a youngster gains is likely 
to provide another arena for testing the 
self, the adults, and the entire emotional 
environment. Nor was this episode any 
exception. Since the contract stipulated 
Certain times during which smoking was 
Permitted, the boys saw to it that these 
times were given wholly to the act, that 
no jot or tittle of what was due them 
Could be held back. Smoking was now 


677 


their right and any failure to yield it to 
them was an act of the most dishonest 
malice evoking the appropriate hyper- 
aggressive reaction. On the other hand, 
although the contract had stated quite 
clearly that smoking could take place 
only within certain geographic limits 
and that specific ways of disposing of 
ashes and butts were to be observed, it 
scarcely seemed worth the resulting 
blow-up to make an issue of carelessness 
in dropping ashes on the floor, or to 
challenge the patient if he took one step 
out of the prescribed area. 

There were numerous ways in which 
the youngsters could make the staff 
look like a bunch of picayunish, carping 
fussbudgets in the handling of the de- 
tails of smoking behavior, and the boys 
eagerly realized all of them. Moreover, 
since this smoking was so enormously 
cathected, to respond to any and every 
minor violation by a suspension of the 
privilege would have been a heavy- 
handed approach indeed. For that mat- 
ter, it quickly became evident that to 
stop a boy’s smoking was an issue of 
really major character to be entered into 
only in the face of the most severe pro- 
vocation, if at all. The usual reason for 
doing this—and it was done seldom— 
was in response to a boy smoking in 
flagrante in some off-limits area at the 
cottage. Smoking continued at the roller 
rink, school, store, etc., but for the most 
part the staff felt it wiser simply not to 
notice. Even at the allotted time and 
place, when tension was high or some 
crisis was taking place, the two smokers 
sometimes used this period as the occa- 
sion for a great deal of obscene talk 
and gesture, with much teasing, threat- 
ening, taunting, tantalizing and mutually 
stimulating behavior—to such an ex- 
tent, in fact, that at times the program 
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had to be handled with each boy smok- 
ing in a separate room in the company 
of a staff man who “specialed” him 
throughout. Usually, however, the boys 
smoked together quite compatibly. 

At first, the external equipment as- 
sociated with smoking posed quite a 
problem. The boys were not content with 
getting lights from staff, they wanted 
lighters of their own. It was always a 
matter of some concern to watch the 
flow of different lighters in and out of 
the cottage and to wonder where in the 
world they were coming from. Some of 
the stories that at least one of the two 
boys gave to account for the variability 
of his lighter supply were at best dubi- 
ous. 

Then, with fire so much in the wind 
and with the power to ignite it so greatly 
enhanced, the tendency to start fires by 
lighting matches and little bits of paper 
in ash trays, and bigger bits of paper, 
and pools of lighter fluid, and bigger 
bits of paper soaked in lighter fluid, 
was much in evidence. One of the boys 
had a hard time on one occasion dous- 
ing such a blaze that he had started in 
a wall receptacle. In addition there were 
items like pipes and cigars and cigarillos 
that had to be considered and decided 
about—and a good reason given if any- 
thing had to be refused. 

Next the matter of legally obtaining 
the cigarettes in itself proved to have 
intriguing complications. In addition to 
the cigarettes regularly purchased by the 
staff out of the patients’ money, there 
were numerous other possible sources 
of supply, for example, one’s fellow pa- 
tients, or staff members. This situation 
led to difficulties. If financial transac- 
tions between staff and patients always 

cause trouble, how much more do such 
exchanges between the patients them- 
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selves. At one time a cigarette-poor boy 
owed 30 cigarettes to a cigarette-rich 
boy. When all such credit transactions 
were ruled off limits, lunch money, al- 
lowances, advances on allowances, and 
the like became involved. Peculiar ethi- 
cal situations emerged: If the staff per- 
mitted the boys to smoke, did not the 
staff have the responsibility of seeing 
that there were cigarettes there to be 
smoked? (No matter what the contract 
said.) How could one provide a smoking 
period without providing a cigarette? 
The mere talk of smoking proved for 
a time to be incendiary. If the matter 
came up at the regular meeting the boys 
held with the staff, there were inevitable 
demands to increase the frequency of 
the smoking intervals or the length of 
each interval. Indeed, why couldn’t they 
smoke all the time, anywhere? The very 
granting of the privilege somehow be- 
came evidence of how niggardly and 
ungiving a staff it was. Moreover, talk 
of smoking evoked pleasurable memo- 
ries of previous successes in defying 
rules: Hey, remember the time when 
we smoked here, and there, and weren't 
caught? And remember the time when 
—and the time that—and so on and on 
until pandemonium would break loose, 
which would rend the fabric of the 
meeting and create enormous difficulties 
in restoring order. P 
When the smoking program had origi- 
nally been established, the committee 
which had designed the smoking COn- 
tract was kept in existence in order to 
study the manner in which the boys 
responded to the new way of doing 
things, to assess the problems, to meet 
and discuss them, and to present recom- 
mendations to the staff group. Alas, 
once the initial job was completed, ye 
committee met again but its work di 
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not “click” and no effective follow-up 
ensued. In essence, then, it seemed that 
the dire predictions of the therapists 
were proving all too true. 

However, to some staff members 
many other things besides the described 
difficulties emerged from the experience. 
Indeed, in their view quite a bit hap- 
pened that was good and useful. Rec- 
ognizing that it is at best difficult to 
assess the character of positive factors 
in such instances, they nonetheless were 
able to point out that the need to have 
more money stimulated increased in- 
terest in working and earning. The very 
character of progressive debt involve- 
ment was a lesson of a sort to all con- 
cerned. Moreover, in their opinion, a 
valuable structural element was intro- 
duced into the boys’ lives. Prior to the 
smoking program, the after-mealtime 
and evening periods tended to be loose 
and unprescribed. These were periods 
When latent trouble often flowered into 
full-blown being. Now, for the two 
smokers these periods became occasions 
of pleasurable assignment—it was their 
important smoking time, and they were 
thus provided with a definite gratifying 
“something to do.” 

The smoking experience had a rather 
Surprising potentiating effect on com- 
Munication between staff and patients. 
During smoking time, a great deal of 
fasy-flowing conversation ensued, some- 
times of rather dramatic character and 
often with an openness only rarely to 

achieved under other circumstances. 
In addition, in the view of the staff and 
Contrary to the therapists’ observations, 
once the smoking of the older boys was 
legitimized, smoking by the younger 

YS practically disappeared. It was as 

ugh a whole area of criminality had 

en wiped out. These informants also 
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felt that after the initial surge of reac- 
tion and testing, fire play, too, tended to 
come under much better control than 
ever before. Indeed, they stated flatly 
that after some weeks the amount of 
extracurricular smoking at the cottage 
dropped sharply and that while at home 
the boys confined their cigarettes largely 
to prescribed times and places. All in 
all, they concluded, smoking gradually 
came to be an accepted part of cottage 
life and eventually dropped out of sight 
as a pressing problem. The therapists 
have never agreed with this. Since the an- 
nouncement of the end of the program 
and the closing of the cottage came only 

a few months later, it is hard to sepa- 

rate out subsequent causes and effects. 

With this, we leave the incident. 

In attempting to analyze the issues 
implicit in these events, we held a meet- 
ing 15 months after the actual initiation 
of smoking (and 7 months after the 
patients had all been discharged). At 
this get-together we considered what 
was basic to all this and what we could 
learn from it. A number of points 
emerged: 

1. The problems inherent in the covert, un- 
authorized smoking behavior can be 
grouped into two categories—the primary 
category, which included the enormous 
staff exploitation and divisiveness about the 
matter, plus the severe fire hazard that 
accompanied the behavior; and a second- 
ary category, which involved the stealing 
of cigarettes, matches and money, as well 
as the inclusion of the younger boys in 
the behavior. 

2. There is an enormous difference between 
acting out that takes place with the pa- 
tients aware that they are doing something 
forbidden, and acting out that they do with 
the knowledge that it is officially permitted 
and sanctioned. The youngsters may do the 
same amount of smoking, or breaking 
windows, or hitting people under the one 
set of circumstances as under the other, 
but the meaning of the act will be entirely 
different. The mere fact that we can’t con- 
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trol speeding at a particular time on a 
certain dangerous stretch of road does not 
mean that we permit it or even condone 
it. The presence of official disapproval isa 
vital bit of psychological reality and the 
fact that it is hard to control some par- 
ticular kind of behavior is not a reason for 
allowing it. On the contrary. 

. It is a moot question whether these chil- 
dren or any children should be allowed to 
smoke, to begin with. There is ample evi- 
dence that it is a health hazard—why be 
in a position of permitting and hence en- 
couraging it? 

Smoking is something that adults do in our 
culture and these same adults are then 
asked to stop youngsters coming into adult- 
hood from engaging in the practice. How 
else can the adults respond except in a 
conflicted, ambivalent way? If it were a 
question of breaking windows, it is likely 
there would be no manipulation of staff, 
no variability in handling, none of the 
complexities described. After all, every 
one of us knows where he stands on that, 
unequivocally and unshakably. But where 

smoking is concerned? 

Smoking is a clinical issue—it is not a 

question of right or wrong, good or bad, 

too old or too young, or anything of the 
sort. It is a question only of what meaning 
this behavior has to this patient at the 
point at which we consider him. Only with 

a knowledge of the particular situation in 

mind can we make decisions that are 

therapeutically sound. 

6. Smoking is a social phenomenon, Young- 
sters encounter it at school and elsewhere, 
they do it, and it is absolutely impossible 
to control no matter what the rules or how 
vigilant the staff. When youngsters view 
smoking as a part of growing up, how 
are you going to stop them, and in any 
case how can you justify your position 
to them if you try? 


we 
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It was obvious at the close of this 
discussion that there was no final an- 
swer, no concrete recommendations that 
we had to offer to the field—certainly 
not as a group. Indeed the most salient 
emergent from this meeting was the fact 
of our continued divisiveness. 


* * * 


It remains, then, only to use the pre- 
rogative of those who write papers and 
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to express a strictly personal point of 
view. Mine is this: The most amazing 
aspect of all these events for me is that 
a staff as sophisticated and as well- 
trained as ours handled this issue as 
awkwardly as it did. Here was no mere 
matter of untrained blundering. The 
people concerned were for the most part 
extremely well informed about the ins 
and outs of residential treatment. The 
therapists and the cottage overgroup 
were all professionals with advanced 
training plus years of solid experience in 
good residential environments. If they 
didn’t know all the answers to the ques- 
tion of smoking, they certainly had de- 
veloped solutions to the problems of 
intrateam communication. Nor, in my 
opinion, were the omnipresent personal- 
ity clashes and frictions of such magni- 
tude as to have led to such a breakdown 
in our work. I am therefore strongly in- 
clined to view this entire affair, at least 
to some extent, as growing out of the 
nature of smoking itself, and by infer- 
ence out of our cultural struggle with 
the problems of emerging adolescence. 
I have heard it said frequently and 
in divers places that one of the problems 
adolescents face in our culture is the ab- 
sence of any puberty rituals, the rites 
de passage, to mark the major transi- 
tions of social role. And I am inclined 
to believe that these views are correct. 
Our adult culture certainly does not will- 
ingly go out of its way to provide such 
milestones for youth except quite late 
in the game and only implicitly at that, 
by stipulating dates for the initiation of 
voting privileges, induction into the 
armed services, the age at which mar- 
riage can take place, and the like. But 
there is nothing which says that these 
rites de passage must come only from 
the adult world. There is every reason, 
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as I see it, to believe that they come into 
nce by virtue of the needs of the 
dlescents for self definition—the 
ingsters will create the ritual if the 
idults do not. And these child-created 
als exist aplenty. In minority groups 
may take the form of Pachuco 
ks or special articles of clothing. 

J In the larger social sense we can 
certainly discriminate two such child- 
designated rituals—one, the right to 
drive, and two, the right to smoke. 
ere are somewhat more variable ele- 
nents evident in dating behavior, make- 
up, lateness or hours, telephone usage 
and the like, but these two rights seem 
icularly poignant and ubiquitous, at 
st where the boys are concerned. 
nce, in dealing with these, I think 
We must take into account the fact that 
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the participation in the sun dance that 
our more primitive neighbors employ. 
Hence, I would conclude, tamper with 
them at your peril. They are there, they 
must be respected. Let there be struc- 
ture of whatever sort you like around 
them—an ordeal to be passed, an age 
to be attained—that has at least some 
perceivable social validation, a criterion 
of a clean-cut envisionable kind that can 
be met, but do not put such things off 
into the indefinite future either within 
residential treatment or out of it. I think 
we should look on our puberty rituals 
the way we regard puberty itself: We 
may not think a particular child is ready 
for it; we may wish to heaven it weren’t 
on the horizon for this disturbed boy 
or that acting-out girl. But when it 
comes it comes. We must be ready to 
cope with the consequences of the one 
as we are with the other—neither will 
be put off by any act of ours. 
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The rapid growth of school guidance programs and the number of adoles- 
cents in psychotherapy have led to the necessity for clarifying procedures 
and relationships between school counselors and psychotherapists. This paper 
develops the position that school guidance and psychotherapy should be col- 
laborative and complementary. It discusses procedural and relationship prob- 
lems and presents a rationale, along with illustrative evidence, in support of 


this position. 


HE ORIGINAL REQUEST for this paper 
La as follows: “Describe and dis- 
cuss the ways in which a number of 
different types of adjunctive treatment 
services in the community can be used 
and are being used to supplement in- 
dividual psychotherapy.” After some 
consideration it occurred to us that, as 
we had always viewed our work and our 
relationships, this statement reflects a 
misconception of roles and relationships. 
As school guidance people we have al- 
ways thought of the school and the serv- 
ices we offer in school as being central, 
We identify the problem, we try to 
work with it, and we refer to the psy- 
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chiatrist for the aid his speciality can 
provide to round out the help necessary 
for a given child. Moreover we continue 
to live and work with the problem, hour 
in and hour out, day in day out. We 
like to think of our school guidance 
program as collaborative and comple- 
mentary, rather than as adjunctive and 
supplementary. We shall touch upon 
our theoretical rationale for this posi- 
tion later. 

All professional personnel in the 
Newton Public Schools participate 1n 
the guidance program, each according 
to his role and his skills. Often identi- 
fication of the problem begins with a 
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teacher: 


Harold, a seventh-grade boy, was first noticed 
by his homeroom teacher as needing help. 
Returning to her room one day she found 
him, head down on his desk, crying. The boy 
quickly protested that he was all right and 
left immediately, Miss A recalled Harold’s 
increasing withdrawal and isolation that fall 
and her concern about his poor academic 
work. She had thought of Harold before, but 
the crying incident stimulated her to take 
some immediate action. She consulted with 
the school guidance counselor and together 
they carefully went over Harold’s complete 
school record. The boy was bright, had 
achieved well, and had been well accepted 
by his peer groups up to the seventh grade. 
There were no known physical health prob- 
lems. The boy’s seventh grade teachers were 
experienced, able people. They expressed 
liking for him and concern that he was doing 
so poorly and was so obviously unhappy. As 
a result of reviewing the record it was decided 
that the homeroom teacher should interview 
the mother. 

The interview led to the mother’s acceptance 
of an appointment with the guidance counse- 
lor and her agreement that the counselor 
might interview the boy. As a result of the 
Interviews the mother further agreed to a 
Psychological appraisal, which was made by 
one of the school psychologists from the Di- 
vision of Counseling Services. 


lt is not our purpose to give a case 
history here. Suffice it to say that the 
Interviewing and data collecting by the 
counselor and psychologist brought 
them to the conclusion that psycho- 
therapy was needed for the boy and 
Possibly for the parents. A conference 
was held with the homeroom teacher, 
School guidance counselor, school psy- 
chologist and the parents, out of which 
came acceptance by the parents of a 
referral to a child guidance clinic. Since 
as usual there would be a long wait, the 
School planned its strategy accordingly. 

€ school system’s visiting psychiatrist 
Was first consulted for her interpretation 
of the collected case material. Plans 
Were then worked out so that the 
Mother was accepted for supportive 
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work by the local Family Service Bu- 
reau (which is staffed with well-trained 
psychiatric social caseworkers), The 
psychologist would see the boy at school 
on a weekly basis for psychological 
counseling. 

The guidance counselor would have 
several tasks. She would be available 
to the boy for any immediate emerg- 
ency needs; she would work with the 
boy’s teachers to see how they could 
contribute to helping him in their roles 
as teachers; and she would try to see 
what could be done to re-establish peer 
relationships. Eventually the boy was 
accepted for psychotherapy by the child 
guidance clinic. The guidance counselor 
then arranged for conferences between 
the clinic personnel and the school per- 
sonnel to discuss a collaborative ap- 
proach to handling the boy. Sometimes 
this is done by the psychologist. We 
have no rigid rules about procedures. 
We do insist that someone accept full 
responsibility for the total case manage- 
ment. 

We could give additional illustrations 
where other personnel of the school 
system’s Division of Counseling Services 
became involved. The supervisor of at- 
tendance in school phobia and delin- 
quency cases, the remedial reading spe- 
cialists for learning disability cases, the 
school social worker in cases involving 
the multiproblem or “hard core” fami- 
lies, the speech and hearing therapists, 
and the supervisor of special education 
have also been involved in casework. In 
all of our work each staff member con- 
tributes according to his role and works 
collaboratively and cooperatively as a 
member of a team. The captain of this 
team is the one who has assumed the 
responsibility for management of the 
case. 
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Obviously many problems arise. The 
first one is that of having enough time 
to do the job the way it should be done. 
Because of insufficient time, short cuts 
are sometimes employed, which may 
cause trouble or result in inadequate 
management of a case. We might elimi- 
nate this difficulty by rigid assignment 
of the task to a particular position, but 
our experience indicates we have more 
to gain than lose by retaining flexibility. 
Another problem has to do with com- 
munication, chiefly communication with 
those outside the school system. At first 
our counselors were frightened and 
awed at conferring with psychiatrists in 
the clinic. Over the years we have 
learned that psychiatrists are just as 
frightened at conferring with school peo- 
ple, and we have worked hard at struc- 
turing our relationships so that they are 
truly on a collaborative, complementary 
and cooperating basis. 

Perhaps the most difficult problem 
has to do with role perception and per- 
formance. Frequently a teacher feels 
that he can and should take on the func- 
tion of the guidance counselor. Since 
this particular position developed in the 
schools and most of its practitioners are 
former teachers, this notion is under- 
standable. Also, until recently, the oc- 
cupation of guidance counselor did not 
have any clear-cut rationale or body of 
knowledge and skills which really dis- 
tinguished it and gave it an identity of 
its own. 

This difficulty is not as serious, how- 
ever, as the one created when the 
teacher tries to act as psychologist or 
psychiatrist. We do not wish to be mis- 

understood. We have no objection to a 
teacher’s acting as a model for behavior, 
values and attitudes. Nor do we object 
to his direct attempts to indoctrinate 
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his pupils with values and attitudes, nor 
to his insistence on certain behavioral 
norms. These tasks are clearly within 
his role as teacher and he can usually 
carry them out well. The teacher can 
often make very effective observations of 
behavior and judgments of personality. 
These, too, are clearly within his role 
function. 

It is when he attempts to explain why, 
or tries to make psychological assess- 
ments or to engage in psychotherapy 
that the difficulty arises. Often a teacher 
is unaware that he is engaging in psy- 
chotherapy. However, there is that rare 
Occasion when a teacher is under the 
mistaken notion that he can engage suc- 
cessfully in psychotherapy; or, equally 
bad, the rare example of the teacher 
who is convinced that psychiatry and 
psychology are pure nonsense and that 
he can give advice which is better than 
anything the clinicians have to offer. 
We have had a few examples of con- 
scious sabotage of the clinician’s work, 
and of course we have instances of un- 
conscious sabotage by teacher or prin- 
cipal. 

On the other side of the coin, we 
occasionally find clinical personnel in- 
sufficiently appreciative of the knowl- 
edge and skill possessed by guidance 
personnel, teachers and principals in the 
schools. School personnel resent being 
treated as nonprofessionals with no code 
of ethics. They resent attending a con- 
ference on a particular child and being 
treated as patients. (You know— the 
stock answer to a question being “How 
do you feel about it?”) We also find 
some clinical personnel seemingly un- 
aware of the realities of life in the Op- 
eration of a school program. 

All in all, however, our experiences 
have been far more on the positive side 
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than on the negative. An outstanding 
~ demonstration of this has been the pilot 
_ project training unit by the Judge Baker 
_ Guidance Center which for three years 
” has operated as an integral part of New- 
-toms Division of Counseling Services, at 
the same time retaining its autonomy. We 
think we have in this example about as 
perfect an illustration as one could devise 
of a collaborative, complementary, co- 
‘Operative arrangement between clinic 
and school. 

Tntake was completely within the con- 
"trol of the Baker Unit. Referrals to the 
Division of Counseling Services by the 
schools were continued in the estab- 
lished way. The school psychologists, 
_ the supervisor of attendance, and the 
school social worker were designated to 
_ screen and refer cases to the Baker Unit. 
_ Teachers, principals, school counselors, 
= school nurses, Division of Counseling 
Services personnel and the Baker Unit 
staff participated together in diagnostic 
and treatment conferences. Out of these 
conferences, followed by individual con- 
ferences with selected people, grew un- 
"derstanding about a child and his prob- 
lems which inevitably led to more under- 
Standing management of the child in 
_the school situation. 

The Baker Unit was concerned with 
 predelinquents and delinquents, and the 
‘Supervisor of attendance often gave very 
A Valuable authoritative support as a part 
_ Of the total treatment program. Assist- 
= ant principals or housemasters in charge 
of discipline were much relieved when 
3 they learned that reasonable imposition 

_ Of limits was actually conducive to 
_ treatment. Some of them had guilt feel- 
-Ings about doing the job they were sup- 
_ Posed to do. When the psychiatrist at 
_ the conference stressed the necessity for 
_ the child to learn standards, this idea 
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became really acceptable. The senior 
author has stressed to school personnel 
that we should stop trying to be ama- 
teur psychiatrists but do our own jobs 
well in the light of the best available 
knowledge on personality dynamics. Re- 
inforcement by the clinical team was 
very useful. 

In introducing the Baker Unit we 
used as much time as was necessary 
to get full expressions of opinion and 
complete understanding and acceptance 
of roles. The Baker staff members by 
attitude and deed demonstrated their 
respect for school personnel as profes- 
sional colleagues and we did the same 
toward them. The Division of Counsel- 
ing Services retained its role and ad- 
ministrative independence, so did the 
Baker Unit. Joint staff meetings were 
held systematically for planning pur- 
poses, and policy was fashioned and 
agreed upon at these meetings. 


* * * 


We have stressed repeatedly that the 
school guidance program and psycho- 
therapy should be collaborative and 
complementary. What is the rationale 
and philosophy of current school guid- 
ance practice which argues for this posi- 
tion in addition to the empirical evi- 
dence which we have been presenting? 

It is possible to gain some insight 
into the rationale and philosophy of 
current school guidance practice by ex- 
amining some historical roots of pres- 
ent-day guidance. 

Guidance can be traced historically 
in the educational writing of men such 
as Plato, Castiglione, Rousseau and 
Froebel. For a long time there has been 
concern with education as a process of 
guidance aimed at the fulfillment of 
individual potentialities. However it 1s 
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only in the last century that there has 
been an attempt to build a science of 
child study. In 1884 Francis Galton 
advocated individual child study leading 
to recommendations about the treatment 
of the child at home and in school as 
an adjunct to vocational guidance. The 
UNESCO Report, Psychological Serv- 
ices for Schools (7), gives Galton the 
credit for establishing the earliest psy- 
chological service or child guidance cen- 
ter. This preceded similar organizations 
by ten years and preceded actual child 
guidance clinics by thirty years. Yet 
Galton had founded an anthropometric 
laboratory and a mental testing move- 
ment, which serves to point out that the 
emphasis was on a quantitative ap- 
proach, not concerned with the abnor- 
mal or pathological but with the normal. 
This concern with the normal was a 
theme of the British Child Study As- 
sociation, founded in 1893 with the ob- 
jective of studying the normal as well 
as the abnormal. The Association paid 
particular attention to the minor devia- 
tions among normal children in addition 
to identifying abnormal or pathological 
children. The influence of the Child 
Study Association expanded, and courses 
in child psychology began to spring up. 
William McDougall was assistant and 
director of the first psychological labora- 
tory in England at University College, 
London, where a systematic observation 
of individual children was conducted. 
He later began a center like that of Gal- 
ton at Oxford and one of his students 
in 1907 began similar work in Liver- 
pool. This approach spread, and the 
UNESCO report (7) notes that similar 
developments took place in France, Italy 
and Switzerland. 
In America Stanley Hall founded the 
journal Pedagogical Seminary in 1891, 
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devoted to educational and child psy- 
chology. At the same time E. L. Thorn- 
dike, Titchener and Watson began to 
influence American psychology. As a 
result of the latter group’s influence, the 
American emphasis in psychology in the 
schools became focused on intellectual 
and educational tests, while Frank Par- 
sons, a social worker, established the 
vocational guidance movement which 
soon spread to the schools. The focus 
in school guidance in America became 
heavily test-oriented, with social work 
overtones. A split occurred in the de- 
velopment of guidance in America 
when the Commonwealth Fund set up a 
number of child guidance clinics which 
became concerned with treating abnor- 
mal or pathological children, while the 
tradition of guidance in the schools in 
America has been concerned with the 
normal child. 

This emphasis on the normal child 
was not confined to the United States 
but was reflected in the work of the 
pioneers of child study in England, 
France and Switzerland. The school, by 
the very nature of its function, is more 
concerned with the disturbances within 
the normal range. Guidance has tended 
to emphasize helping all the children 
adapt to the reality of school participa- 
tion. The argument is that the role of 
the school is educative and environ- 
mental, and the assumption is made 
that the child has a relatively healthy 
ego which will respond to individual- 
ized techniques of a nontherapeutic na- 
ture. 

This historical perspective establishes 
the school’s concern with the normal 
range of children and, in general, its 
limitations of its role with the abnormal 
and pathological child to identification 
and referral. 


LANDY AND SCANLAN 


Given this background it is possible 
to understand that the reaction of many 
school guidance practitioners may be 
negative when the question is raised 
whether they have a responsibility for 
providing adjunctive treatment services 
for disturbed adolescents. The report 
of the Thayer Conference (2) of school 
psychologists provides ample evidence 
that there is a point of view which sees 
the function of school psychology as 
one limited to the identification and 
referral of the disturbed adolescent who 
needs therapy. The idea of therapeuti- 
cally oriented services might well be 
viewed as a function that is not ap- 
propriate to the schools. This position 
can be understand historically, but that 
does not mean that the position is justi- 
fiable in terms of the individual child 
who has a need for collaborative treat- 
Ment service. 

The background presented here per- 
mits an understanding of why the em- 
phasis in guidance as a collaborative 
Service to psychotherapy must remain 
on the role-reality behavior of the indi- 
vidual adolescent. This emphasis is simi- 
lar to the rationale developed by Alex- 
ander and French (1) and their focus 
on the ego, and by Erik Erikson (3, 4) 
in his concern with “identity.” In other 
Words, the emphasis is on helping the 
individual achieve adequate ego func- 
tioning, not as an end in itself but as 
the means whereby adequate role-real- 
ity behavior may be achieved in the 
reality of the school. This approach is 
Similar to that of Alexander and French 
ìn that 1) the emphasis is on treating the 
Individual as though he were healthy 
and 2) the adjustments made for this 
Individual may be made in terms of 
time-structure adjustments (such as 
Schedule, curriculum adjustments) and 
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in terms of supportive relationships. In 
other words, the guidance person en- 
gages in supportive techniques rather 
than in techniques aimed at reconstruc- 
tive goals. 

Environmental manipulation is an 
important dimension. But the guidance 
worker may also engage in a type of 
relationship counseling that is more than 
supportive and that leads to some in- 
sight with actual re-educative goals. The 
difference between the re-educative goals 
and the reconstructive goals lies in the 
guidance focus upon the current role 
reality and the mastery of this particu- 
lar segment of the environment, which 
necessarily means correct perception of 
the environment and himself by the 
adolescent. The psychotherapist, on the 
other hand, is focused on reconstructive 
goals, which deal with intrapsychic con- 
flict. This distinction between psycho- 
therapy and counseling has been made by 
Perry (5). 

If the respective roles of the therapist 
and the guidance service in the school 
are defined as in the foregoing there 
should be no conflict but rather a com- 
plementary and collaborative relation- 
ship. This is not only essential for har- 
monious relationships between the ther- 
apist and the guidance service but is 
probably quite essential for the adoles- 
cent in treatment, since he may become 
confused and disorganized if the respec- 
tive roles are not complementary but 
conflict or overlap. In working with such 
a complex situation as an individual 
human being in treatment, it is difficult 
to draw a hard and fast line between 
the role of guidance and the role of the 
individual therapist. It is possible to say 
only that case responsibility within the 
guidance service should rest with one 
individual, although he may coordinate 
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many guidance functions as they bear 
on each case. This is absolutely neces- 
sary if a working relationship is to be 
set up between the guidance caseworker 
and the individual psychotherapist. 

Although some guidance workers 
might resist providing a therapeutically 
oriented collaborative service, there is 
little rational defense for this resistance 
where the individual adolescent who is 
in therapeutic treatment also continues 
to go to school. Vocational counseling, 
problems of education and curriculum 
choice, and even social activities and 
disciplinary problems are inevitably in- 
terwoven with the therapeutic experi- 
ence, To deny rational planning for the 
individual adolescent in treatment is 
tantamount to denying that this indi- 
vidual child behaves as a whole, The 
adolescent in treatment will inevitably 
bring treatment-related problems into 
his guidance relationships; and events in 
school and experiences in his guidance 
relationships will certainly have some 
impact upon his therapeutic relation- 
ship. The child’s contact with teachers, 
counselors and various special services 
in the school must be rationally inte- 
grated with the child in therapy if the 
positive effects on and for the child 
from both experiences are to be maxi- 
mized, It borders on professional irre- 
sponsibility to fail to develop this degree 
of coordination and integration. 

The problems that arise in trying to 
achieve this integration are many and 
severe. If the guidance service is com- 
plex, it is necessary that one guidance 
worker take central case responsibility 
and coordinate work with other guidance 
and school personnel. This avoids the 
problem of the child’s therapist having 
to deal with numerous people. It pro- 
vides one individual in the school sys- 
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tem who knows the child and his 
treatment needs and who is thus able 
to coordinate the school’s program for 
him within the school, as well as the 
program with the psychotherapist out- 
side the school. This individual should 
be of a high order of competence and 
integrity and have a professional guid- 
ance identity. 

It also seems important that the rela- 
tionship between the psychotherapist 
and the guidance worker be equalitarian 
rather than superordinate and subordi- 
nate. If there is a really complementary 
relationship, then this presumably would 
be a relationship between two profes- 
sionals each having his own competence 
in different but related areas. 

From the standpoint of the individual 
adolescent in treatment this comple- 
mentary relationship can be very help- 
ful. The psychotherapist helps him un- 
derstand and gain some mastery over 
his intrapsychic conflicts, which frees 
energy for increased constructive activ- 
ity in his role-reality behavior. It is 
quite essential that these first attempts 
at constructive role-reality behavior be 
successful in order to reinforce his con- 
tinued development in this direction. 
The guidance worker offers the child 
help in attempting to master the role 
reality of school life. In addition, the 
guidance worker can provide support 
not only in his successful attempts but 
also in maintaining his ego strength in 
the face of unsuccessful attempts when 
the child cannot get to the therapist. For 
example, an acting-out child might be 
able to talk to the guidance counselor 
in the course of the school day and thus 
master tensions that had been created by 
incidents of that very day. 

The individual child who has such 4 
degree of intrapsychic conflict that he 
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cannot deal adequately with role reality 

is often beyond the techniques of the 

guidance worker. Yet such a child in 

treatment may find sufficient ego strength 

to be able to use effectively the help of 

the guidance counselor, although it 
‘would be impossible for him to do so 
without the aid of treatment itself. At 
the same time guidance can help the 
child in treatment to generalize the in- 
sights of therapy and to apply these in 
his everyday behavior. It has been re- 
marked that the patient in therapy does 
not get better on the couch but rather 
must get better in life. The guidance 
counselor can make the process of get- 
ting better in life more gradual, less 
traumatic, and more efficient. However, 
the idea of ego counseling as the core 
of guidance activity means that the child 
in treatment who has insufficient ego 
strength to benefit from ego counseling 
undoubtedly has such a low level of 
ego strength that continuance in school 
is probably unwarranted. In this in- 
stance the guidance worker can arrange 
for home instruction, membership in 
special classes, or institutional place- 
ment. It should be noted that the use of 
special classes for adolescents in psycho- 
therapy can be very dangerous because 
of teacher and student reaction and the 
stereotyping of such classes. Stark and 
Bentzen (6) document the type of diffi- 
culty that can arise from the use of a 
special class where the reaction of the 
teachers and the students is not care- 
fully controlled. 

The heart of a therapeutically ori- 
ented collaborative service in the school 
must conform to the heart of the guid- 
ance service, Fortunately, the narrow 
limitation of guidance to testing is 
breaking down. There is developing a 
corps of professional guidance practi- 
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tioners who have had, at a minimum, 
two years of graduate work in psychol- 
ogy with an emphasis on clinical and 
counseling psychology that results in 
considerable counseling skill. In some 
instances the guidance counselor may 
have a doctorate in counseling or in 
clinical psychology. Where a competent 
guidance counselor has training of this 
order there should be a complementary 
relationship between himself and the 
psychotherapist, and the core of the col- 
laborative service should be ego coun- 
seling on an individual basis with the 
guidance counselor. In addition the 
guidance counselor should coordinate 
the individual adolescent’s total school 
program and have major case responsi- 
bility for the adolescent within the 
school system. 

The difficulty arises that the desirable 
levels of competence and training are 
not always to be found. In such in- 
stances the relationship between the 
psychotherapist and the guidance worker 
would be different. The psychotherapist 
in this situation should expect to em- 
phasize largely environmental adjust- 
ments and advise against any attempts 
at ego counseling by the guidance 
worker; he should expect only coordi- 
nate activity and educational and voca- 
tional counseling. If individual counsel- 
ors or teachers are found to be destruc- 
tive to the therapeutic relationship, it is 
probably simpler to have the adolescent 
transferred to a different counselor or 
teacher than for the psychotherapist to 
attempt to modify the destructive atti- 
tude. 

Therapeutically oriented collaborative 
services seem feasible to any great ex- 
tent only in those guidance situations 
that provide professional personnel of 
the minimum levels of training and 
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competence mentioned. Even then the 
work load is an additional contingency 
that must be considered. 

Given these levels of competence and 
training, ego counseling which focuses 
on the role reality of school behavior 
can be an invaluable source of as- 
sistance to the psychotherapist. Such 
counseling focuses on the perceptive 
and executive activities of the ego. The 
emphasis is on the present and the fu- 
ture rather than on the past. Transfer- 
ence phenomena are not analyzed but 
rather utilized to sustain the relation- 
ship. The assumption in ego counseling 
is that the forward-going and the retro- 
gressive impulses do not have the same 
strength, but that the forward-going 
life impulse is the stronger and will in- 
crease in relative strength the more it 
grows. Ego counseling in the schools as 
the core of guidance focuses on one as- 
pect of Freud’s statement of the things 
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a normal person should be able to do 
well. Of the two—lieben und arbeiten 
(to love and to work)—it is work 
which is focused on. The work of the 
child is his school activity, and it is 
upon this role reality of school behavior 
that guidance ego counseling focuses. 
The problem of general work produc- 
tiveness is the problem of general school 
productiveness. The aspect of the ca- 
pacity to love is a problem that guid- 
ance in the role of a collaborative serv- 
ice leaves to the psychotherapist. 

This, then, is the heart of the comple- 
mentary relationship envisioned here, 
and the goal of both the psychotherapist 
and the guidance psychologist is cer- 
tainly congruent. For both hope to help 
the adolescent to a healthy personality 
that actively masters the environment, 
possesses a unity, integration and 
identity, and is able to perceive both self 
and world correctly. 
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SOCIAL GROUP WORK AS ADJUNCTIVE TREATMENT 
FOR THE EMOTIONALLY DISTURBED ADOLESCENT: 
THE EXPERIENCE OF A SPECIALIZED 

GROUP WORK DEPARTMENT” 
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Social group work provides a method for enhancing individual psychotherapy 
of adolescents. Disturbed adolescents are often socially isolated and unable 
to use normal peer contacts for reality practice and sublimation. The small 
therapeutic group affords opportunities for mastery of materials and activities 
and use of the group worker and other members as sounding boards and 
models for identification. Group work and individual treatment are mutually 
furthered by collaboration and by the adolescent's selective use of each 
experience. 


didactic group discussions to analytic 
group psychotherapy. Settings have been 


|e ADOLESCENT, in his search for 
identity, leans heavily on his peers 


and is apt to form intense group ties. 
It is therefore not surprising to find 
Practitioners from many disciplines— 
educators, recreationists, psychologists, 
Psychiatrists and social workers—at- 
tempting to capitalize on the adoles- 
Cent's proclivity for groups. The ap- 
Proaches employed have varied from 
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equally varied and have included schools, 
social agencies, residential treatment 
centers, child guidance clinics and even 
street corners (1, 11, 13, 16, 17). 

All of these group ventures with 
adolescents have certain aspects in 
common. All are systematic professional 
attempts to utilize group motivational 
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forces for helping individuals in groups 
and, as such, each must take into ac- 
count fundamental group dynamic ele- 
ments which are very likely the same in 
all primary groups (15, p. 294). On the 
other hand, quite striking differences are 
to be found among the various ap- 
proaches. Such differences are ac- 
counted for in part by theoretical dis- 
agreements among practitioners regard- 
ing personality and group dynamics. In 
the main, however, therapeutic tech- 
niques vary according to whether the 
aim of the group experience is to un- 
cover and deal with unconscious ma- 
terial or to provide an ego-supportive 
climate with channels for sublimation 
and opportunities to develop social re- 
lationships. Approaches to groups 
which have the former as their pri- 
mary aim derive their theoretical ori- 
entation and method of operation from 
the field of practice which has come to 
be known as analytic group psycho- 
therapy. Those approaches which are 
mainly supportive and are directed 
toward strengthening the ego in many 
instances stem from the practice of so- 
cial group work, which had its origin 
in the informal education and recrea- 
tional work carried on at neighborhood 
centers and settlement houses. 

In line with its central purpose, 
analytic group psychotherapy seeks to 
recreate family life in the group so that 
members can abreact early family crises 
(4). It conceives of the group as a “com- 
presence of patients” (17, p. 10), rather 
than as a group in the commonly under- 
stood sense, and the individual member 
is expected to retain his autonomy to 
a greater extent than he would in the 


* Concrete attempts were made to carry on group work with the emotionally disturbed during 


this period, but these were sporadic (2, p. 12 
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usual group. Emphasis tends to 
placed on helping the family member 
use the group situation to work throug 
his problems as an individual rathe 
than on stimulating cooperative efforts 
among members for the purpose of m 
solving common problems or achie 
common goals. In fact, Slavson ma 
tains that in this type of group “. . . th 
never is a group problem or a g 
project or a group aim” (17, p. 10). 3 
climate is highly permissive, the group 


In contrast, social group work, having 
a somewhat different aim, is concerned 
with fostering cohesive tendencies 
groups. To this end its practitioners 
members organize and structure 
group experience. Considerable atten= 
tion is devoted to the cooperative plan- 
ning of activities, the decision-making” 
process, and the mastery of social and/or 
physical skills. As a result, unlike the 
group psychotherapist, who is conceived 
of ideally as being “generally passive” 
and scrupulously neutral” (14, p. 432), 
the social group worker may assume @ 
variety of roles, such as teacher 
skills, program adviser, or mediator. In 
general, he is more active than the group. 
psychotherapist in initiating activity, 
guiding group interaction, and limiting 
the amount of acting out. al 

In the earlier phases of its develop- 
ment, social group work concentrated in 
large measure on service to individu 
whose problems were not exceptional OF 
at least were presumed to be socion 
economic rather than emotional 1 
origin.! During the past decade, ho 
ever, social group workers in increas 
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numbers have been undertaking work 
with the emotionally disturbed in hos- 
pital, clinic and neighborhood settings 
and have created a distinctive form of 
social group work practice sometimes 
designated as therapeutic group work 
(4, 8). The assumption underlying thera- 
peutic group work is that the ego- 
building devices which have been em- 
ployed regularly by social group work- 
ers with relatively stable individuals, 
when used with appropriate modifica- 
tions, have utility for personality de- 
velopment of individuals with person- 
ality disturbances. This type of social 
group work practice is distinguished 
from others by several features, one of 
the most prominent being “intensified 
individualization and less emphasis on 
group goal” (7, p. 23). The therapeutic 
group worker shares with the group psy- 
chotherapist an intense concern with the 
psychodynamics of each member’s be- 
havior. However, unlike the group 
therapist, who by design does not ac- 
tively involve himself in programming, 
he seeks to use his understanding of 
psychodynamics in helping the group 
to plan its activities. 

The approach to be described in this 
Paper—that employed by the Depart- 
ment of Neighborhood Clubs, Boston 
Children’s Service Association—is a 
Variant of therapeutic group work. Its 
Unique characteristics stem from the De- 
partment’s tradition of work with social 
Isolates, that is, with youngsters who 
have difficulty in making use of group 
or Tecreational resources by virtue of 
Physical or emotional handicaps. 

a The Department is a specialized 
group work unit which is part of a 
multifunctional child welfare agency. 
Emotionally disturbed or physically 
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handicapped youngsters who are suffer- 
ing from social isolation in their own 
neighborhoods are referred to the De- 
partment by medical, psychiatric and 
casework agencies. The group service 
the Department then provides becomes 
an integral part of the total treatment 
plan for the child. 

Broadly speaking, there are two types 
of clubs conducted by the Department. 
One type, similar to that encountered 
in other therapeutic group work depart- 
ments, is made up entirely of disturbed 
or handicapped children, these children 
having been referred to the Department 
individually or as members of an al- 
ready existing natural group. The other 
type is one which contains a single dis- 
turbed or handicapped child, the other 
members having been drawn from 
among the children who reside in his 
immediate neighborhood. Here the as- 
sumption is that the disturbed youngster 
can relinquish some of his maladaptive 
behavior and develop more mature so- 
cial responses through relationships and 
experiences with more socially adequate 
peers and a trained adult in a protected 
group situation, one in which he can 
test out his feelings and attitudes with- 
out ego-destructive consequences. 

The rationale for this mode of group 
composition has much in common with 
the ideas presented in the 1940's by 
Orgel on identification as a socializing 
force (12). In this group the leader en- 
courages the development of a program 
which will be useful and helpful to all 
of the members. His objective is to set 
in motion an experience in which mem- 
bers will find the kinds of satisfactions 
that will enable them to move toward 
greater identification with the group as 
a whole, including rather than excluding 
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the disturbed youngster in the process.” 

In the group formed by the Depart- 
ment the disturbed adolescent finds a 
semiprotected social milieu in which the 
threats of deprecatory exposure, compe- 
tition and retaliation are diminished. 
The atmosphere here is relatively struc- 
tured in terms of activity and somewhat 
limiting so far as opportunities for re- 
gression and direct catharsis are con- 
cerned. At the same time, because of the 
acceptance and support afforded them 
by the leader, members have greater 
freedom to display attitudes and emo- 
tions than they have in everyday life. 
The environment, while protective, is 
also challenging to the disturbed young- 
ster because of the kinds of program 
activities employed. These activities are 
designed to increase the youngster’s 
self-confidence as he has the opportunity 
to master various physical and social 
skills in the presence of his peers, who 
constitute what Levy terms “a validat- 
ing audience” (9, p. 346). 

The leader, far from being present 
as a tabula rasa onto which members 
project fantasies with complete freedom, 
limits the extent and quality of the 
transference by being quite active. He 
involves himself directly in the program 
of the group and encourages the mem- 
bers to use him in ways which promote 
their identification with him and their 
borrowing of the social skills which he 
indicates as useful and rewarding. In this 
situation the disturbed adolescent can 
use the leader and the other members as 
sounding boards and as models for 
identification at the same time that he 
experiments with various affective and 
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behavioral patterns. 

Like other therapeutic group work 
services, the program of the Department 
can be directly useful to the psycho- 
therapist as he attempts to help the 
adolescent “. . . take full advantage of 
normal societal processes” (10, p. 777). 
Collaboration with practitioners carry- 
ing on such a program also places the 
psychotherapist in a better position to 
evaluate the adolescent’s responses to 
these processes because it extends the 
therapist “. . . into areas which are 
usually closed to him” (3, p. 385). 

The particular importance of the De- 
partment’s work with adolescents, how- 
ever, derives from the fact that the ap- 
proach employed by the Department 
enables its workers to bring a social 
group work service to withdrawn, iso- 
lated adolescents who are severely re- 
stricted in their social contacts. The De- 
partment can thus be called upon to 
give group work service in some cases 
where the surrounding circumstances 
would ordinarily preclude the provision 
of social contacts for the youngster. 

The Department has had occasion 
over the years to collaborate with a 
number of psychotherapists engaged in 
the treatment of adolescents. Currently, 
for instance, half of the thirty groups 
conducted by the Department are made 
up of boys or girls in the 14- to 16-year 
age range, and many of the disturbed 
adolescents in these groups are receiving 
or will receive individual treatment. The 
following case examples illustrate the 
integral role which therapeutic group 
work can play in the total treatment of 
the adolescent. 


*Group formation and composition, as well as other aspects of the Department's practice, are 


discussed elsewhere in detail (5, 6, 18). 
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CHRONIC SEPARATION ANXIETY IN 
AN ADOLESCENT GIRL 


Gloria, age 16, was referred for group 
help by a child guidance clinic, with a 
diagnosis of school phobia, after having 
been in psychotherapy for seven years. 
She had been able to attend school for 
the first three grades, although she had 
become very upset in the classroom on 
such occasions as family illness or the 
prolonged absence of a favorite teacher. 
Gloria dropped out of school completely 
in the fourth grade after the death of two 
grandparents who had played dominant 
roles in her immediate family and fol- 
lowing attempts on the part of her par- 
ents to establish themselves indepen- 
dently. Psychotherapy began the follow- 
ing summer and for the next six years 
Gloria’s contact with school consisted 
mainly of a series of sporadic and un- 
Successful attempts at attendance. 

At a time when an adolescent girl’s 
world is normally expanding, Gloria’s 
outside contacts were becoming in- 
creasingly circumscribed. Her existence 
consisted chiefly of tutoring lessons at 
home with two teachers, baby-sitting for 
the tenant upstairs, and cooking, doing 
housework, or going shopping in the 
company of her mother. It was only 
With extreme reluctance that Gloria 
would allow her mother and father to go 
Out alone of an evening. In contrast to 
her younger sister, who had many so- 
cial contacts, Gloria had only two 
Casual acquaintances outside her family. 
Both of these girls were physically at- 
tractive and “socially successful.” 
Gloria, while idealizing the girls, could 
associate with them only if and when 
they came to her home, thus keeping the 


ta stionship on a superficial and tenuous 
asis, 
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On the more positive side, Gloria 
was able, when accompanied by her 
father, to attend a dancing class at the 
local community center and many times 
expressed a desire to join in more teen- 
age activities. In the year preceding her 
referral to the Department, two Junior 
Red Cross volunteers, girls of Gloria’s 
age, went weekly to her home to work 
on craft projects with her. Although she 
made good use of these projects and 
expressed interest in the girls’ outside 
activities, she was never able to leave 
home to attend any social events with 
them. 

Gloria and her mother related to their 
succession of therapists over the seven 
years mainly in a passive and dependent 
fashion. Although Gloria expressed 
some of her feelings regarding her close 
ties with her mother, neither she nor 
her mother took any steps that would 
enable her to function independently. 
They seemed to be using therapy mainly 
to allay the secondary anxiety aroused 
by their own recognition of the inap- 
propriateness of their way of life. Thus 
in a sense therapy served to justify the 
symbiotic tie between mother and 
daughter, and the basic defenses as 
manifested in Gloria’s isolated existence 
were largely untouched. 

It was at this point that referral to 
the Department of Neighborhood Clubs 
was made. The clinic’s decision to refer 
was based on the following considera- 
tions: 

1. Gloria was at a crucial stage. The adoles- 
cent years offered a chance for change that 
might not come again. There was the possi- 
bility of either independence and establishment 


of a separate identity on the one hand or of 
an isolated and inactive adulthood on the 


other. 
2. Individual therapy 
passe. 


had reached an im- 
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3. Gloria had expressed a yearning for con- 
tact with girls her own age. 

4. It appeared that because Gloria had kept 
up to her grade through tutoring and had in- 
terests and skills appropriate to her age and 
sex, she would have a basis for a beginning 
relationship with her peers. 


After consultation with the clinic and 
the school, the group worker held a 
series of interviews with Gloria and her 
mother at home in which matters such 
as possible activities, meeting times, and 
the like were discussed. No difficulties 
were encountered during these interviews 
until the worker began to explain the 
specific procedures involved in group 
formation. At this point Gloria began 
to display some resistance. She disliked 
the idea of the worker approaching pro- 
spective members as a social worker and 
asked that she simply introduce herself 
as a friend of Gloria’s family. She was 
understandably sensitive about exposing 
her problems to outsiders and when the 
worker said it would be necessary to 
explain the purpose of the group to the 
other girls, she tried to control the situ- 
ation by suggesting that she could get 
friends of her own to join, seeking in 
this way to avoid the necessity of an 
explanation, 

The worker encouraged Gloria in her 
efforts to obtain members and she did 
manage to bring in one very popular 
girl. When she could not find any other 
members, however, she was able to 
allow the worker to secure members 
from school and agreed that the worker 
would discuss the group’s purpose with 
them. With the help of the school guid- 
ance office four other girls were drawn 
into the group. All of the girls selected 
had experienced some difficulty in mak- 
ing friends at school and were generally 

dissatisfied with their level of academic 
and social achievement. On the other 
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hand, they were all interested in social 
contacts and had a normal range of 
adolescent interests. These girls repres 
sented, for the most part, desirable but 
not unattainable ego models for Gloria. 
During the club’s first year, meetings 
were held in Gloria’s home. The fa- 
miliar crafts activities, which demanded 
little in the way of close interaction, her 
mother’s presence as hostess, and the 
home setting all contributed to Gloria’s 
ability to assume the role of a member 
with a minimum of discomfort. This 
experience was not without its painful 
aspects, however, as Gloria’s mode of 
life was soon challenged by pressure 
from the other members, who began to 
ask for trips around the community. 
Gloria found this suggestion extremely 
frightening, as it entailed separation 
from her mother. Her differences with 
the other members on this matter culmi- 
nated in an angry exchange at one meet- 
ing, with Gloria tearfully telling the 
others that they didn’t care for her and 
could go without her. The leader al- 
lowed this challenge to Gloria’s adjust- 
ment to materialize and did not inhibit 
the expression of hostile feelings. She 
then helped the girls to work out a 
compromise. They decided to go to â 
movie, but Gloria’s mother was to be 
permitted to attend. While not disrupt- 
ing Gloria’s tie with her mother this 
would permit the group to move out of 
the emotional and physical confinement 
of the home. This activity was carried 
out, although not without a prominent 
display of trepidation on Gloria’s and 
her mother’s part, and was followed at 
the end of the year by a trip farther 
away from the community. On this 00- 
casion all of the mothers were invited, 
which legitimized the presence of par 
ents at a club activity and deemphasize 


difference between Gloria and the 
ther girls. 
" These special activities served to in- 
ject elements of the outside world into 
Gloria’s experience without yet requir- 
ing any major modification in her re- 
tionship with her mother. The carrying 
ut of activities of this type also indi- 
ated to the members that the leader did 
“not simply view them as figures to be 
‘exploited for Gloria’s benefit but saw 
them as individuals in their own right 
who had legitimate demands which 
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‘could be made and met. 


the situation by the clinic and the school 
it was decided to discontinue home 
ring. Gloria was encouraged to at- 
d school and agreed to try. She felt 
able to go to only one class (conducted 
by a teacher who had been her favorite 

tutor), her mother coming to school with 
and remaining in the building. Even 

, however, represented a substantial 
ift in her pattern of adjustment. 
Gloria’s father entered treatment and as 
the mother gained support from him 
‘She began to press Gloria to leave home 
lor class and to go on trips with the 
~gfoup. Since three of the former mem- 
bers of the group had moved out of the 
community, new members had to be ob- 
lained. The new worker, just as the first 
ker had done earlier, discussed with 
ria how she would interpret the pur- 
€ of the club. Difficulties in taking 


necessity for explaining to prospec- 
ve members the limitations on activi- 
Outside the home was faced. Gloria 
her mother were very upset by the 
— bility of exposure but were able to 
Control their anxiety and to accept this 
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procedure after talking over their feel- 
ings in individual sessions with the 
group worker and the therapist. 

Shortly afterwards, as Gloria was 
willing to try, arrangements were made 
to have club meetings in a room at 
school, with Gloria’s mother remaining 
at home. The only place available was 
one section of a very large art room, a 
place in which many other students cir- 
culated. The group worker had serious 
reservations about this, particularly on 
Gloria’s account, but after consulting 
with the therapist she decided that the 
exposure to other youngsters it entailed 
might have some advantages for Gloria 
at this point. This proved to be a sound 
decision. Other youngsters who came 
into the room often drifted over to 
watch the activity that the group was 
engaged in and to chat, without knowing 
that Gloria was a “special” member. 
Having this informal contact with many 
young people in a familiar setting, 
Gloria was then able to go with the 
group to special events where many 
people were present. The group worker 
supported Gloria by assuring her that 
she would take her home whenever she 
became too anxious on these occasions 
but that she (the worker) would then 
return to the group. 

At about this time Gloria’s parents 
felt secure enough to take a trip together 
for a week. Gloria stayed with a neigh- 
bor and the group worker maintained 
individual contact with her during her 
parents’ absence. She had her first date 
during the spring, her teacher having in- 
troduced her to a boy who had also 
had anxieties about attending school. 
With constant support from the group 
worker in the form of discussion of pro- 
posed activities, Gloria was able to ac- 
company the group without her mother 
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on cook-outs, for bowling, and to 
restaurants. 

By spring Gloria was taking two 
courses at school and walking to school 
by herself. When the art room eventually 
proved to be a mixed blessing, there 
being too much commotion due to the 
presence of outsiders, she took the initia- 
tive, after a discussion in club, in ob- 
taining the home economics room for 
meetings. When the group recessed for 
the summer, Gloria secured a driver's 
license, visited group members occasion- 
ally, and for the first time admitted miss- 
ing the other girls when they did not 
often contact her. She continued to 
make up courses at school. 

At the start of the third year Gloria 
was able to respond to the demands of 
the school that she attend classes full 
time. At this point also, the problem 
of new members came up once again— 
all but one of the second-year members 
had been graduated from high school. 
Gloria and the group worker together 
assessed the changes that had occurred 
in her feelings and behavior and the 
progress she had made. They concluded 
that since Gloria could handle her 
separation fears well enough to move 
around without her mother, her problem 
would not be presented at all to the new 
girls. Gloria also decided that if any ac- 
tivity or trip proved to be too threaten- 
ing for her, she would make up a so- 
cially acceptable excuse that would en- 
able the others to go through with their 
plans. As the year went along Gloria 
was able to meet the demands of the 
school and the group and even brought 
in a new member who, she explained, 
“needed help in making friends.” She 
was still anxious any time she left home 
without her mother but continued to 

move out in her contacts with others. 
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Upon graduation from high school she 
applied to a local college some ten miles 
from her home. She was accepted and 
is currently attending this college as a 
day student. 

In this particular case, direct discus- 
sion with the youngster of her anxieties 
in relation to experiences in the group 
was left mainly to the psychotherapist. 
The worker did talk over with Gloria 
the one major crisis situation which oc- 
curred in the group when, during the 
first few months, the other members 
were very angry over her resistance to 
trips. At that time the worker discussed 
with Gloria the place of anger in group 
life and tried to help her see that hos- 
tility need not destroy relationships. For 
the most part, however, in working with 
Gloria the group worker concentrated 
on preparing her for those outside con- 
tacts which required that she give up for 
a time her ties with her mother and on 
supporting her as she attempted these 
activities. 

Actually, Gloria’s behavior within 
the group itself presented few problems. 
It is interesting that she participated 
adequately in the usual program of the 
group—discussing, planning and carry- 
ing on activities such as cooking and 
crafts or talking over school problems, 
boys, and the like. Her comments and 
actions were, for the most part, those 
which the other members would expect 
of a fellow teenager. With one excep- 
tion, the other members did not de- 
velop close friendships with Gloria and 
there was some instability in the group 
with a number of drop-outs and addi- 
tions occurring throughout the three 
years. Disruptive conflict remained at @ 
minimum, however, and the group 
worker was able to focus on enabling the 
members to assume increasing respons 
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“bility for planning their activities and on 

helping Gloria to see the strengths she 
had in facing the challenges of group 
life. 

For Gloria, whose fear of separation 
resulted in increasing social isolation at 
atime when peer relationships are cru- 
cial, the group experience afforded 1) a 
protective vehicle for nondestructive ex- 
posure to a wider social world, 2) a 
series of gratifying social experiences 
which reinforced her desire and ability 
to search further for peer contacts, and 
3) a range of alternative ego models 
and adaptive patterns to experiment 
with in the process of constructing an 
adult identity. And, while this was go- 
pE on, the group experience furnished 
grist for the therapy mill,” providing a 
Wedge of reality to disrupt the passive 
equilibrium that Gloria and her mother 


_had for so long presented to the clinic. 


AN IDENTITY CRISIS IN AN 
ADOLESCENT BOY 


In the next case, that of a boy aged 14, 
psychiatric treatment did not begin until 
after he had been a member of a group 
for two years. In this instance the group 
experience played an important part in 
Preparing this youngster for individual 
therapy. 

Bill was referred to us by a school 
guidance department, along with six 
Other boys in their early teens. Prior 
to referral Bill had received three 
Months of individual counseling from a 

al psychologist. He was described 

n school as a moody, uncommunica- 
tive boy functioning below his intellec- 
tual level, with few friends or extra- 
curricular interests other than solitary 
g es in the woods and bug collecting. 

| Sessions with the school counselor, 

ill revealed great preoccupation with 
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sexual differences and procreation, ex- 
pressing this in fantasies about mutila- 
tion and sexual experimentation with 
animals. His women teachers were seen 
both as highly attractive and desirable 
on the one hand and controlling and 
fearsome on the other. 

It was apparent to the school psy- 
chologist that this was to be a long- 
term case and one which would require 
involvement of the parents in treatment. 
He therefore attempted to help Bill’s 
parents accept referral of the family to 
a child guidance clinic. He was unsuc- 
cessful in this attempt, the parents main- 
taining that Bill’s problems were not 
serious enough to warrant such a re- 
ferral. It was at this point that the school 
psychologist, after discussing our de- 
partment’s service with the parents, re- 
ferred Bill to us for group help. His 
rationale for doing so was as follows: 

1. Because of the severity of Bill’s disturb- 
ance, continuation of individual treatment out- 
side a clinic setting and without the involve- 
ment of his parents was likely to prove 
hazardous. 

2. To allow Bill to go on without any out- 
side help was equally risky. His depression 
and isolation were increasing, as was the 
likelihood of his literally engaging in some 
of the practices about which he was fantasy- 
ing. He needed support and controls in order 
to shore up his defenses and, with this, an 
opportunity to express and sublimate his im- 
pulses, The social-reality and recreational ac- 
tivities provided by a group offered a means 
of implementing these processes. 

3. The frequent contacts between the group 
worker and the parents which would come 
about as the worker involved them in a 
natural way in such matters as arrangements 
for the trips, summer camp, and special events 
that would be a part of Bill’s group life would 
provide continuing access to the family. In 
this way, through the group worker, the origi- 
nal plan of referring Bill and his parents to 
a child guidance clinic might eventually be 
effected. 


In exploring the family background, 
the group worker found that relatign- 
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ships between the parents, already 
strained during Bill’s earliest years, had 
been aggravated by outside events. 
When Bill was five, his father was in- 
jured in an automobile accident which 
resulted in severe impairment of his 
vision, While the father was at home 
conyalescing, Bill’s mother gave birth 
to a daughter and shortly afterwards 
underwent a hysterectomy. After re- 
cuperating, the mother found a job and 
went to work while the father remained 
at home for some months, caring for 
the baby. It was the mother who became 
the breadwinner. She held a better job 
than the father, drove the family car, 
and in general assumed the dominant 
role in the family. Bill’s previous rela- 
tionship with his father, which was said 
to have been a close one, was disrupted 
by the latter’s incapacitation and with- 
drawal and, although at times they 
shared activities such as boat building, 
there was an anxious competitive quality 
to their relationship. 

The six other boys in Bill’s group had 
the common problem of being unable to 
make friends at school, although their 
specific way of approaching peer rela- 
tions varied. Club meetings were held 
at school in a basement room which 
furnished tables for crafts and sedentary 
activities as well as space and wrestling 
mats for active games and roughhous- 
ing. During the initial stages, materials 
and refreshments were provided by the 
worker, with the boys later sharing ex- 
penses, Individual crafts projects were 
emphasized at first, affording the boys 
an opportunity to be given to by the 
worker and enabling them to engage in 
individual activity until they became 
more comfortable with one another. 

As familiarity with the situation in- 
creased, tensions were more freely ex- 
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pressed in the form of scuffling and ag- 
gressive, sexualized horseplay. The first 
manifestations of the boys’ hostility 
toward the power and authority of the 
worker appeared at a meeting at which 
clay modeling was introduced. This 
meeting culminated in a messy battle, 
after which the boys ignored the work- 
er’s requests to clean up and attacked 
most vigorously the one member who 
complied. The original attacks of mem- 
ber upon member reflected both the 
feelings of the boys toward one another 
as rivals for the affection of the leader 
and a displacement of repressed hos- 
tility toward him. 

As they began to be aware of the feel- 
ings they held in common toward this 
adult, they were not only able to rebel 
individually against him, as in the case 
of their refusal to clean up the clay, but 
in subsequent sessions were able to act 
in concert. In the course of sports activi- 
ties such as dodge ball and soccer, the 
worker, through his nonretaliatory par- 
ticipation, gave implicit assurance to the 
boys that he did not intend to use his 
power to overwhelm or humiliate them. 
Utilizing the team structure provided by 
the games, the boys then joined together 
in cooperative attempts to “get the 
leader.” 

The leader felt he could safely g0 
further in providing outlets for these ag- 
gressive impulses and when, shortly 
afterwards, the boys asked for wrestling, 
he acceded to their request. Structure 
and control in the form of rules regard- 
ing holds, duration of rounds, and 
breaks for soft drinks were introduced 
to prevent unbridled release of hostile 
or homosexual impulses. Once again the 
leader felt it desirable to participate di- 
rectly in the activity with the boys. In 
permitting himself to become a primary 
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target for group aggression he was able 
to modify their terrifying fantasies of 
the destructive power and intent of 
adults. At the same time, at the ego 
level, this activity gave them an oppor- 
tunity to test out and exercise bodily 
strength and skill. Bill’s initial approach 
in wrestling was to grab the worker's 
feet and to lie inert, hanging on tightly. 
Later he was able to become more ac- 
tive, and he requested this activity a 
second week. By the close of the second 
session of wrestling, the leader was able 
to direct the activity of the group into 
cooperative tumbling, with Bill assum- 
ing the important role of “flipper.” 

After this initial cathartic and testing- 
out phase, trips in the community for 
cook-outs, bowling and sightseeing were 
introduced. As the boys, with the work- 
ers encouragement, began to handle 
their feelings on a verbal level, fighting 
and physical acting out diminished. It 
was not long before they began in a 
veiled way, through dirty jokes and the 
like, to reveal their interest in girls. The 
accepting attitude of the worker enabled 
them to express some of their anxieties 
More directly. These anxieties centered 
largely on the association of intercourse 
With violence and injury. Bill at first as- 
sumed an air of sophistication in these 
discussions. Soon, however, he could 
reveal some of his own concern and 
confusion regarding maturation, the 
functioning of women’s bodies, and 
Pregnancy. 

In responding to the boys’ concerns, 
the worker: 1) encouraged expression of 
their feelings about sex and helped 
them to recognize that these were typical 
Concerns of boys their age; 2) explored 
with them their association of sex with 
Violence as this seemed to be an area 
in which they were particularly con- 
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fused; and 3) along the way, gave spe- 
cific information on sex to dispel mis- 
conceptions and counteract misinforma- 
tion. 

At the end of the first club year Bill 
and one other club member went to 
the Department’s coeducational summer 
camp. In the larger camp community 
Bill took the role of a follower but was 
able to make friends and developed a 
very strong interest in a girl camper. 
Bill persisted in phoning and writing to 
this girl after camp and although little 
contact was established between them, 
his mother, who was unable to accept 
any manifestation of adult sexuality on 
Bill’s part, became quite upset over 
these activities. She attempted to dis- 
courage further contacts between Bill 
and the girl and violent arguments 
ensued. 

As Bill’s conflict with his parents in- 
creased and internal tensions mounted, 
he began to act out his feelings in the 
group, attacking the other members and 
verbally abusing the worker. He missed 
meetings or would arrive late accom- 
panied by a buddy and bully the weaker 
boys. His provocative behavior, which 
reflected in part his desire to be ejected, 
angered the other members and several 
times the suggestion was made that he 
be “kicked out” of the club. By accept- 
ing Bill’s rebellious behavior and the 
hostile reactions of the others to it, the 
worker was able to keep Bill in the 
group. With the resolution of this crisis, 
the boys, including Bill, began to bring 
up personal material about their feelings 
toward teachers and parents and to re- 
late more honestly their beginning ex- 
periences with girls. This airing of 
mutual concerns brought about for the 
first time genuine camaraderie among 
the members which was reflected in the 
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activity pattern of the group. The boys 
were now able to plan and carry out 
such projects as all-day canoeing trips 
and grown-up “evenings on the town,” 
consisting of suppers cooked at the 
agency and movies. 

In the spring, Bill's battle with his 
parents over growing up and achieving 
reached a crucial stage. Their conflicts 
centered on his obstinate refusal to do 
his homework, hanging around in the 
woods with companions objectionable 
to his parents, and belligerently insisting 
to his mother that he was going to camp 
again to meet girls. The boy’s anxiety 
regarding his sexual and destructive im- 
pulses was intense. During previous 
crises the worker had discussed the 
possibility of referral to a child guidance 
clinic with Bill's parents, but the pros- 
pect had been too frightening. However, 
the relationship that had been developed 
between the worker and Bill’s parents 
in the course of their contacts enabled 
them at this time of acute suffering to 
accept the idea. Thereupon they took 
the initiative for applying to a child 
guidance clinic and diagnostic pro- 
cedures were completed before Bill’s 
summer vacation. 

Bill’s increasing turmoil was evident 
in his second summer at camp. He 
slavishly followed an older boy with de- 
linquent tendencies and vacillated be- 
tween depressed passivity on the one 
hand and rebelliousness toward staff 
members on the other. He was, how- 
ever, able to handle coeducational rela- 
tionships more appropriately than he 
had been the previous year. 

Bill began individual therapy in the 
fall with his mother, and a little later his 
father also became involved in treat- 

ment. His relationship with his parents 
became exceedingly stormy during this 
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period and his school work deteriorated 
markedly. In individual therapy sessions 
he began to relate stories of delinquent 
exploits and drinking bouts, complained 
bitterly about not being allowed to have 
a shotgun, and threatened to run away. 
Initially there was some question 
whether Bill was actually engaging in 
this uncontrolled activity. Contacts be- 
tween therapists and group worker at 
this point provided a reality check for 
these stories and gave a focus to the part 
that the group would play in helping Bill 
deal with his destructive fantasies. As 
his tales became wilder and on occasion 
manifestly impossible (“We ran out of 
vodka so we drank a pint of kerosene”) 
the depth of his disturbance became 
more apparent and the possibility of dis- 
continuance of therapy and hospitali- 
zation were considered. His turmoil 
and disorganization reached a peak 
when, after exposing himself to his 
younger sister, he ran away and hid all 
night in a chicken house. At this point 
Bill was finally able to face and deal di- 
rectly in individual therapy with his fears 
of going crazy. With the support of the 
therapist, he could now control the €x- 
tremity of his fantasizing and drop his 
threats to run away from home. 

During this period the group became 
more important than ever to Bill. The 
things he talked about from week tO 
week at meetings reflected what was 80 
ing on in therapy and at home. When 
he first revealed rather guardedly that he 
was seeing a psychiatrist, he was re- 
lieved to discover that Dana, his closest 
friend in the group, had been in therapy 
for some time and that the parents of 
another member were also seeing a PSY” 
chiatrist. As they talked over such mat- 
ters as problems faced by teenagers and 
experiences they had had with psycho- 
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logical tests, the boys gained consider- 
able mutual support. Next they turned 
to the group worker and, identifying 
him as a “head shrinker,” interpreted his 
every word and action. This practice 
was turned into a rather humorous 
game, with a running commentary of 
“What did you say?” “How do you 
mean that?” “Well, why do you ask?” 
“You seem to be upset,” ete. 

Bill found support and some degree 
of reassurance in the group on the mat- 
ter of his being in psychotherapy. New 
tensions, however, began to arise, for, 
with the emergence of chaotic and de- 
structive impulses in the course of psy- 
chotherapy, Bill began more and more 
to use the group as an audience for wild 
sexual and delinquent tales. These tales 
involved such things as women with 
gigantic breasts, participation in homo- 
sexual experiences in which a friend’s 
penis was almost cut off, and stealing 
cars and driving 100 miles an hour. The 
other members, who had always ac- 
corded Bill high status and had tried to 
match his yarns, at this time began to 
get anxious. Not only were the stories 
becoming more obviously bizarre, they 
also touched on problems that most of 
the boys were concerned about person- 
ally. 

As the stories grew more exagger- 
ated, the boys retreated into an anxious 
silence. Finally, they used the occasion 
of Bill's absence at a meeting to express 
their fears directly by asking the worker 
whether these stories were literally true. 
In the course of exploring this with the 
worker the boys were able to recognize 
that Bill was not trying to “show off” or 
hoodwink them with his stories but that 
this was his way of expressing the things 
that were bothering him. The boys then 
decided that it didn’t help anyone to let 
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Bill keep on thinking that they believed 
everything he said. As a result, the boys 
moved to control Bill’s exaggerations by 
jokingly suggesting that he was stretch- 
ing the truth in his stories, even though 
they continued to empathize with him. 
Bill’s response was first to insist that 
what he said was completely true. Grad- 
ually, however, he began to tone down 
his tales, It is interesting that he did so 
without appearing to feel rebuffed by 
the group’s reaction. Actually he seemed 
to feel relieved at the controls their re- 
sponses provided. 

At this time the therapist maintained 
regular contact with both the group 
worker and the school, and considerable 
interpretation was done with Bills 
teachers. By spring the turmoil had set- 
tled somewhat and Bill’s parents were 
able to make more reasonable demands 
on him, scholastically, accepting the idea 
of his not continuing in the college 
course, In his social relationships Bill 
was now taking a more active interest 
in the sportsmen’s club and in the local 
chapter of DeMolay. 

Within the club his proficiency in fish- 
ing proved to be an avenue for re-estab- 
lishment of Bill’s status and he made 
several eminently successful boating and 
fishing trips. He had secured a part-time 
job in the laboratory of the town hospi- 
tal and this not only furnished him with 
an effective sublimatory experience but 
gave him the prestige of a paid work- 
ingman with the other club members 
as well. 

The termination of the club upset Bill 
greatly. He did not express his hurt di- 
rectly in the group but on the day the 
club ended he had a tearful interview 
with his therapist in which he theatened 
to run away for good. He came to camp 
for his last contact with the group 
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worker, who was on the camp staff, de- 
termined to retaliate for this fantasied 
desertion. He proceeded to mobilize the 
negative feelings of several other ado- 
lescent boys and girls and organized a 
rebellious group whose complaints alter- 
nated from, “You push us around and 
try to make us do everything,” to 
“There's nothing to do at this crumby 
kids’ camp.” These youngsters were 
ready to pack their bags and depart en 
masse when Bill, after talking with the 
group worker, realized the power and 
organizing skill he had achieved and de- 
cided, in his words, to “stop twisting the 
knife in my own ribs” and have some 
fun. 

Drawing on enjoyable coeducational 
experiences from previous summers, 
Bill, seconded by a clubmate, organized 
a day-long carnival involving a treasure 
hunt for the “little kids” and a cabaret 
dance in the evening at which he pre- 
sided as “head bartender.” He was 
helped through the worker's handling of 
his rebellion and the positive leadership 
role offered him in its place to use his 
final stay at camp constructively, in the 
service of self-organization. Instead of 
being felt and acted upon simply as a 
prelude to abandonment, his last camp- 
ing period eventually provided him with 
ego-building experiences which enabled 
him to face separation with fewer feel- 
ings of resentment and helplessness and 
a greater sense of his own adequacy. 

Bill still has many problems to re- 
solve. Improvement in his behavior and 
relationships in school and in the com- 
munity has been effected, however, and 
this has been achieved through the com- 
bined efforts of individual psychother- 
apy and group work. The group expe- 
rience contributed to these improve- 
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ments by 1) providing Bill a relation- 
ship with an adult male who was able to 
accept his hostility, limit his impulsive- 
ness, and support his realistic strivin 
for independence. 2) It acted as a sou 
of support and control in the persons of 
other adolescents who could maintain 
him as a group member even at the 
height of his anxiety and yet make de- 
mands for reality-oriented behavior as 
they pressed him to exercise restraint in 
his expression of anxiety-laden fantasies, 
3) It afforded an opportunity for him to 
develop skill in masculine, status-giving 
activities and to experiment safely with 
various adult roles. 


SUMMARY 


The two preceding cases, while differ- 
ent in many respects, both illustrate how 
social group work can be used effec- 
tively in conjunction with individual 
psychotherapy, even in situations where 
there appear to be serious obstacles to 
its application. We have found collabo- 
rative treatment of disturbed adolescents 
to be helpful in many cases where there 
are serious character problems, includ- 
ing acting out, severe constriction and 
withdrawal, tenuous reality testing, and 
emotional isolation because of physical 
handicap. 

This use of social group work has & 
dual advantage: First, it provides the 
adolescent during this critical phase of 
his development with a group experi- 
ence which he would otherwise be unz 
able to obtain because of his own sê- 
clusiveness or the negative reactions 
others toward him. Second, it enhances 
the process of individual therapy. 

The kind of group experience We 
have described in and of itself provides 
opportunities for ego building which the 
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disturbed adolescent sorely needs. It fur- 
nishes him with a situation in which he 
can 


|. Experiment with various modes of rela- 
tionship under conditions which protect him 
from social ostracism. 

2. Identify with others and develop a 
clearer sense of his own identity. 

3. Learn how to discharge his impulses in 
appropriately sublimated forms. 

4. Increase his self-confidence as he masters 
various physical and social skills in the pres- 
ence of a “validating audience.” 

5. Share adolescent fantasies with his peers, 
which reduces guilt and modifies autistic dis- 
tortions. 


In addition to these inherent benefits, 
the group experience has a direct bear- 
ing on the process of individual treat- 
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ment. The information and data that 
emerge in group sessions provide the 
therapist with significant material for an 
ongoing, continuing diagnostic evalua- 
tion of the adolescent. The group also 
provides the disturbed adolescent with 
an outlet for expressing and channeliz- 
ing some of the tensions that are gener- 
ated in individual therapy, tensions that 
might otherwise be too difficult for him 
to manage. This is supportive not only 
for the adolescent, but also for the ther- 
apist, who can proceed more comfort- 
ably knowing that this safety valve 
exists. Conversely, the feelings aroused 
in the adolescent in response to pres- 
sures in the group provide material for 
individual treatment. 
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SCHOOL REFUSAL: A COMPREHENSIVE VIEW OF 
SCHOOL PHOBIA AND OTHER FAILURES 
OF SCHOOL ATTENDANCE 
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and 
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This paper is a review of the literature on breakdown in school attendance. 
The symptom is not confined to phobic conditions but can occur in any type 
of neurotic or psychotic disorder in children and adolescents. It is an aspect 


of a failure to develop an extension of relationships from within the family 
to relationships within the community. It has links with the later problems 
of absconding from hospitals and prisons and desertion from the Armed 


Services. 


~~ PHOBIA” has been the sub- 
l ject of a large number of papers 
in recent years and the topic has 
aroused a great deal of interest in the 
psychiatric and educational field. The 
purpose of early papers was of necessity 
to show that the condition existed and 
differed from voluntary absence from 
school. That purpose has been amply 
achieved, as can be seen from the litera- 
ture summarized below. It is our aim to 
discuss the meaning of the symptom in 


relation to the community and to per- 
sonality development. Clinically the 
cases can be grouped into three cate- 
gories. These are the psychoneurotic 
states, character disorders and the psy- 
choses of childhood, and each is con- 
sidered along with treatment needs. 


THE LITERATURE 

In the United States nearly thirty 
years ago, Broadwin (1) noticed an 
atypical group with psychoneurotic ele- 
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ments when studying truancy, and a 
similar observation was made a few 
years later in England by Partridge (2). 
The term “school phobia” did not ap- 
pear in the literature until 1941 (3). 
The first planned studies, which com- 
pared the differences between truants 
and children who were refusing to go to 
school for irrational reasons, were made 
by Warren (4) and Hersov (5). Both 
writers confirmed, to a large extent, that 
truants were showing indications of con- 
duct disorders which would often in- 
clude delinquent trends, whilst those 
who failed to attend school for irrational 
reasons were showing one aspect of a 
neurosis which often involved the whole 
family. 

Compulsory school attendance pro- 
vides a framework within which the ma- 
jor part of the child’s behavioral life is 
enclosed. It therefore provides an area 
where symptoms of different types of 
disturbance may be expressed (6, 7). 
Failure to attend school may imply tru- 
ancy, which is taken to be absence from 
school on rational grounds, consistent 
with the known character of the child in 
his setting. The truant is often rebelling 
against adverse home circumstances. 
Lack of satisfaction, whether at home 
or at school, is probably the most im- 
portant condition contributing to tru- 
ancy (8). Failure to attend may also be 
due to withdrawal of the child from 
school because of the parents’ own 
needs, or to the inability of child and 
parents jointly to accept normal social 
obligations. These can be considered to 
be social problems. Truants can be so- 
cially maladjusted (9) but can be helped 
by social measures, 

The school-phobic child remains at 
home despite threats, bribes and punish- 
ments from parents and others drawn 


SCHOOL REFUSAL 


into the problem. Many cases conform 
to a definite pattern. There is fear of 
school and of leaving mother. Somatic 
symptoms usually accompany the acute 
anxiety: The typical picture is of the 
child yomiting or having abdominal pain 
at breakfast time. Although the distress, 
sometimes amounting to panic, is con- 
sistent, the term “school phobia” is too 
specific. The descriptions of clinical cat- 
egories by various writers differ and in- 
clude a wide range of underlying psy- 
chopathology. Suttenfield (10) and 
Hitchcock (11) considered it to be a 
specific phobia and thought that anxiety 
had become detached from a certain sit- 
uation in early life and displaced onto 
the school situation as a neurotic fear. 
According to some writers, the reason 
for the anxiety was due to faulty family 
dynamics, especially between the mother 
and child (12-17). This point has been 
taken further and consideration given to 
the parent-child relationship in a time 
of social change (18). Other papers (3, 
19-21) show that the condition can be 
taken as a form of separation anxiety, 
and another group (4, 5, 22-24) accepts 
the condition as a phenomenon mani- 
fested by different psychopathological 
types. Amongst the latter it has been ob- 
served that cases of school refusal can 
occur in neurotic and borderline psy- 
chotic cases, and even in children who, 
whilst actually present at school, absent 
themselves from the learning process. 
School refusal has been referred to 1m 
papers on other topics: For instance, 
Bransby (25) takes it to be a factor in 4 
survey of absences among 10,000 chil- 
dren; Burns (26) mentions the problem 
in a paper on preschizophrenic symp- 
toms; Campbell (27) in an article on 
manic-depressive illness in children, Ka- 
gan (28) in a study of twins; Harrington 
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and Hassan (29) consider a case in a 
study of depression in girls during la- 
tency; McWhinnie (30) in a classifica- 
tion of psychotic disorders in childhood; 
and Warren (31) in a follow-up study of 
adolescents who had had phobic symp- 
toms. Influential factors in the outcome 
‘of treatment of school phobia in thirty 
~ Children have also been examined (32). 
~ Johnson’s paper (3) in 1941 con- 
tained the germ of many subsequent 
‘studies. It had long been recognized that 
= there was a type of emotional disturb- 
_ ance, associated with great anxiety, that 
Ted to serious absence from school. The 
"children who fled from school usually 
Went straight home to mother and sub- 
Sequently refused to leave home. Their 
fears could not be verbalized and their 
_ behavior was incomprehensible to par- 
_ ents and teachers alike. Eventually the 
_ mothers would be humiliated by criti- 
_ ¢ism from neighbors and relatives. The 
_ children would not show themselves un- 
| til others were home from school and 
_ ‘Out in the street. 
_ There were all degrees of this disturb- 
ance. The mother was thought to be in- 
T Consistent, demanding an independent 
Child yet at the same time asserting her 
Own absolute authority over the child. 
The teacher, a more consistent discipli- 
Marian, became the phobic object. John- 
_ 80n added to this in 1957 (33). She then 
ted that her ideas, formulated in 
1, could now be accepted as a sci- 
entific principle. It was felt that given 
: (a) a poorly resolved dependency situa- 
ton between the mother and child and 
W) coincidence of precipitating factors 
sing acute anxiety in the child, with 
@ threat to the mother’s security (e.g., 
momic or marital), school refusal 
uld become overt. The child’s anxiety 
~~“ need for dependence maintained an 
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attachment which the mother could not 
afford to forego. This principle has been 
shown to apply particularly in adoles- 
cence (18, 23, 34). When dependency 
in the child has been unduly prolonged, 
the urges that arise during adolescence 
from within lead to conflict with the ex- 
ternal pressures that already exist. The 
stability of the personality becomes pre- 
carious and any change in the balance 
of the forces in this conflict leads to a 
state of panic and to regression to ear- 
lier levels of childhood. 


INCIDENCE 


It is not yet possible to obtain relia- 
ble figures on a national scale, but in 
some child guidance clinics school pho- 
bia accounts for 2 to 8 per cent of the 
total referrals (21, 23). Boston, Massa- 
chusetts, an industrial and University 
city of some 800,000 people, has 25 
severe cases a year treated by a special 
child guidance team (35). Numbers 
seem to be increasing. It may be that, as 
attention becomes focused on the prob- 
lem and as child guidance treatment is 
accepted, cases become channeled 
through clinics instead of through the 
courts. It may also be that ideas of the 
pathological are changing, that as men- 
tal illness becomes milder, aspects of so- 
cial behavior may appear more clinical 
and become acceptable as a medical 
problem. 


COMMUNITY ATTITUDES 

Professional concern about the prob- 
lem is mounting. The National Associa- 
tion of Mental Health held the Fifteenth 
Inter-Clinic Child Guidance Conference 
on the topic, “Truancy—School Pho- 
bia?” (36) in 1959 and the British Med- 
ical Journal devoted space to a main 
leader (37) and correspondence to it 
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(38) in 1960. Similarly, teachers and ed- 
ucation welfare officers are acutely 
aware of the difficulty, and the British 
Psychological Society's Mental Health 
Subcommittee is undertaking a research 
project based on clinical records (39). 
This widespread concern may have aris- 
en because of the irremediable aspects of 
some cases, which are amongst the most 
severe psychiatric disorders in young 
people. 

There may be other reasons for the 
concern. Individual cases may represent 
a challenge to professional skills. The 
worker demands from himself a success 
where the parent failed and in doing so 
may repeat the processes in which the 
parents are involved. He may attempt a 
severity which is equally unsuccessful, 
or he may find himself protecting the 
family from the demands of reality by 
being too permissive. In these cases the 
resemblance of the doctor-patient rela- 
tionship to the parent-child relationship 
is particularly important, and the doctor 
comes to feel responsible for the child’s 
continuing symptoms in the face of his 
own efforts. A psychiatrist often feels 
responsible for a patient’s life if he is 
aware that the patient is suicidal. The 
child who refuses to go to school is be- 
ing self-destructive. Contacts outside the 
family are avoided, the career is jeop- 
ardized, and the future is cut off in a 
way that could be described as social 
suicide. Sometimes awareness of these 
problems cannot be tolerated and the 
patient has to be moved some distance 
—the suicidal patient to a mental hos- 
pital, the school-phobic child to a board- 
ing school. Treatment can never be ef- 
fective until the therapist is able to tol- 
erate the anxiety that becomes reflected 
within himself. 

The anxiety and frustration which 
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this topic causes in different groups of 
professional workers have a social in € 
addition to a personal cause, for as a So 
ciety we include in our aims that 3 
shall be equal opportunities for all. We 
are upset by those who, “contract out” 
and apparently refuse to take what is 
being offered them. They are becoming 
a new sort of deviate. A cartoonist de- 
picted a contemporary attitude when he 
drew a child standing in a doorway, Te ~ 
luctant to go out to play, with the 
mother saying, “But it’s fun to have 
snowballs thrown at you.” Fun is valu- 
able. A personal disinclination for some- ~ 
thing so approved could not be under- 
stood or tolerated. When education has 
only comparatively recently been insti- 
tuted for all in this country, and more 
recently still, the right to secondary ed- 
ucation, it is hard to accept that it need 
not be taken up by some children. There 
are open wards, open prisons and open 
schools, but it becomes a calamity if 
anyone actually walks out. 

The symptom of school refusal needs 
to be taken as a communication of dis- 
tress—an appeal that goes beyond the 
private communication within the fam- 
ily, as in the case of such disorders as 
enuresis or night terrors. Recent theories 
of suicidal attempts (as distinct from 
successful suicide) stress the appeal for 
help within the act (40). School refusal 
resembles suicidal attempts in making 
the distress public. In both there 1s the 
self-destructive element alongside the 
wish to injure those to whom they are 
closely tied. There are features 1n com- 
mon with the suicidal attempts of latet 
adolescence and there is a similarity 1 
the way that individuals of high intelli- 
gence interrupt their academic careers 
and are destructive in their family 
tionships. When a child refuses to 89 to 
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school it seems as though an attack is 
being made on society, and the whole 
machinery of school enforcement stands 
helpless in the face of such a child in a 
panic state. 

It seems to be the panic in the child, 
and the despair and loneliness that are 
part of it, that is the signal for help; it 
is this that needs to be recognized, or 
we remain bound even by the term 
“school phobia” into thinking that the 
return to school spells the cure. The 
conflict itself must be treated, since 
Dixon et al. have suggested that pho- 
bias, which are part of a pattern of anx- 
iety, are best not treated by decondi- 
tioning (41). 


PSYCHOPATHOLOGY AND 
TREATMENT 

School can be rejected by children 
with psychoneurotic, character or psy- 
chotic disorders. There is often some 
overlap between each of these three 
classes. The categories are not exclusive 
and vary in degree and kind, but each 
will be considered separately. 

The psychoneurotic states can them- 
selves be of different types. The state 
can be one of anxiety, or it can be pho- 
bic, obsessional, hysterical or depres- 
sive, and of all degrees of intensity. The 
children who show such symptoms are 
More likely to be in a young age group 
and are mostly preadolescent girls (42). 
This group often has the basic person- 
ality still intact and, apart from the 
School phobia, children in this category 
exercise their other social and intellec- 
tual functions quite well (14). The 
School refusal is a symptom of conflict 
in the parent-child relationship. Three 
main triangular patterns occur. These 
are clearly described by Hersov (5) as 
families where there is: 1) an overindul- 
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gent mother and a passive father domi- 
nated by a wilful, stubborn and demand- 
ing child; or 2) a severe, controlling 
mother and a passive father with a 
timid, fearful child who is likely to be- 
come rebellious during adolescence; or 
3) a firm father and an overindulgent 
mother bound to a dominating, wilful 
child who can, however, be friendly 
away from home. In addition, many au- 
thors have noticed that the mothers of 
these children are often highly involved 
with the maternal grandmother (22, 23, 
43). One study has paid attention to the 
fathers in particular (43). 

The overindulgent mother finds it 
essential for her own equilibrium to 
keep the child dependent on her. The 
child is presented with the alternative: 
. .. whether to be active and independent and 
pay the price of feeling alone and unprotected 
or to “belong” and be protected and pay the 
price of losing his independence. Present-day 
education, for social reasons, increases the 
intensity of this conflict. This is the psycho- 
logical basis of many social and cultural prob- 
lems (44). 

The following dream, which was of- 
fered by a boy in a treatment situation, 
may illustrate this point. The boy was 
on a sports field, lying helplessly on the 
ground, giggling and unable to get up, 
as his mother was tickling him. Other 
boys were playing at the other end of 
the field. Whilst teasing her son, the 
mother was asking him why he did not 
join in with the other boys. School with 
its reality pressures can be a rude awak- 
ening for such children. In some cases 
adolescence provides an extra pressure 
with its burst of sexual, physical and in- 
tellectual development. These increasing 
drives can be a threat to the child be- 
cause they are in opposition to his con- 
tinued need for dependence, and they 
can be unwelcome also to the mother. 
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As Helene Deutsch (45) states, “The 
stronger the neurotic disposition, the 
greater the mother’s intolerance of her 
child’s struggle for emancipation, and 
the greater her tendency to react with 
unhappiness and anxiety to his progres- 
sive separation from her.” Deutsch fur- 
ther describes controlling, anxious and 
indulgent mothers: 

The idea of the anxious mother is a compre- 
hensive t that can include everything 
from tender solicitude, the need to know that 
the child is always close, painful longing on 
every separation from him, hypochondriac 
worry about his physical and psychic well- 
being, to real anxiety states and phobias. . . . 
In a certain type of hysterical, infantile 
woman who was excessively tied to her own 
mother, the fear is a direct reaction to separa- 
tion . . . when the child goes out of sight, 
she is seized with anxiety. . . . The over- 
indulgent mother who subjects herself com- 
pletely to her children’s tyranny and who 
exerts her overprotection in this more passive 
way is certainly a woman whose inner fear 
springs from masochistic guilt-laden sources. 
The opposite type is represented in the domi- 
neering mother who drives the child into 
passivity and dependence by her own active 
attitude, and who exerts her overprotection 
with the help of aggressions. All these means 


lead to the same end, that is, the d de: 
of the child.... ee ei 


When the family dynamics are faulty, 
the family as a unit needs treatment. 
The aim is to adjust relationships by 
casework and psychotherapeutic tech- 
niques. Early treatment seems to give 
better results. A change of school alone 
is insufficient and even a voluntary re- 
turn to school, without treatment, makes 
a relapse more likely. The child’s readi- 
ness to return must be considered in 
relation to the mother’s ability to let go. 
Prognosis seems favorable if the child 
does not find it essential to have con- 
stant emotional and material gratifica- 
tion. Secondary gains of this type are 
an important element and such satisfac- 
tions can undermine treatment (46). 


*(20, 47). 


SCHOOL REFUSAL 


The degree to which the child was domi- 
nating the family does not jeopardize 
treatment; the greatest hazard lies in the 
mother’s inconsistency (12). This incon- 
sistency can sometimes be observed by 
her quavering voice and trembling ges- 
tures that accompany empty verbal as~ 
surances. It is as though the child were 
being told by nonverbal communication” 
that what has to be faced is even more 
terrifying than he had dared to think. 
The child’s symptoms actually become 
comprehensible as the response to con- 
tradictory verbal and behavioral cues 


Character disorders are “limitations 
or pathological forms of treating the 
external world, internal drives and de-i 
mands of the superego, or disturbances 
of the ways in which these various tas 
combine” (44). The children who refuse 
school and who come into this category 
may be handicapped not so much by 
what went wrong, but by those things” 
that failed to go right. We are not deal- 
ing here with the type of illness that 
comes to a normal personality andi 
where treatment returns the individual 
to his previous normal state. It can D& 
taken that a person begins with certain ing 
herited potentialities but requires essen 
tial experiences to help him respond b y 
continual adjustment to the demands im 
posed upon him, both through interna} 
and external processes. We are then 
concerned with the growth of persona 
ity and its adaptation to reality. If there 
has not been consistency and love 1 
the way in which a child is presen’®” 
with gratification and frustration f 
those around him in his earliest yè 
his successful development of 
strengths will have been impaired. 
will not have the foundation necess 
for a character that can bring into 2% 
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mony the tasks presented by the ex- 
ternal world and internal demands, 
which is the function of “the constant, 
organized, and integrating part of the 
personality which is the ego” (44). Chil- 
dren who have not been given the op- 
portunity, or who have not had the 
capacity, for incorporating standards 
into their personality find that school 
drains their limited resources. School, 
with its structured organization of rou- 
tine, timetables, syllabuses, is a definite 
reality and is hard to accept whilst they 
are as yet unorganized. Even the type of 
journey to school may affect the child’s 
perception of his mother’s accessibility, a 
variable linking maternal separation with 
maternal deprivation (48). 

Lack of adjustment is not so much a 
process of disintegration but is due to 
their unintegrated state. School refusal 
comes not so much as a crisis but as an 
almost inevitable culmination. Coolidge 
(34) in a study of school phobia in 
adolescence found that prolonged de- 
pendency had impaired ego strengths 
and had led to severe character disorder. 
In a clinical consideration of psycho- 
pathic personalities (49) it has been found 
that some poorly organized personalities 
reveal depressive features, which can in- 
clude homesickness. 

In these cases, a framework of disci- 
pline has been lacking and therefore 
must be supplied. It needs dispensing in 
graduated doses if it is going to be re- 
tained and assimilated. There are some 
cases where school placement combined 
with psychiatric treatment can be suc- 
Cessful in giving standards which are ac- 
ceptable because they come from indi- 
Viduals with whom the child is able to 
identify without fear. 

Psychotic conditions are present in 
Some of the cases seen, and failure to 
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attend school may be only one mani- 
festation of a serious disorder. Some 
authors mention certain children, who 
might comprise a separate group, who 
are severely disturbed and inclined to 
show paranoid, depressive or schizoid 
features, and it is felt that school phobia 
can be associated with psychotic symp- 
toms (14, 18, 23, 34, 55, 56). School 
is not the cause of this condition but it 
can increase the strain, and the resulting 
absence is the first symptom to be re- 
vealed in the process. 

There is a continuum between the psy- 
chosis of childhood, that of adolescence 
and that of adult life. The unintegrated 
personality of the child who never be- 
came an organized individual with his 
own identity has features in common 
with the disintegrated personality of the 
adult schizophrenic. There are degrees 
of lack of integration which fade into 
the normal. 

Laing in The Divided Self (50) lu- 
cidly describes the transition from san- 
ity to madness, the change from being 
schizoid to being schizophrenic, as being 
the attempt to deal with the anxiety and 
dangers arising out of the uncertainty of 
the sense of a personal identity. He por- 
trays the schizoid in words that could be 
used equally well for this type of school- 
phobic child, who may previously have 
been unnoticeable and conforming: 


. but can maintain the deception no 
longer. His whole life has been torn between 
the desire to reveal himself and his desire to 
conceal himself. We all share this problem 
with him and we have all arrived at a more 
or less satisfactory solution, We have our 
secrets and our needs to confess. We may 
remember how, in childhood, adults at first 
were able to look right through us, and what 
an accomplishment it was when we, in fear 
and trembling, could tell our first lie and 
make, for ourselves, the discovery that we 
are irredeemably alone in certain respects 
and know that within the territory of our- 
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selves there can be only our footprints. There 
are some people, however, who never fully 
realise themselves in this position. This genu- 
ine privacy is the basis of genuine relation- 
ship; but the person whom we call “schizoid” 
feels both more exposed, more vulnerable to 
others than we do, and more isolated. 


If there is a sense of personal identity 
and the corollary, other peoples’ reality, 
Laing considers such a person to be 
“ontologically secure” and the hazards 
presented by the world can be met from 
a centrally firm core. The feeling of 
being real and alive in his own right 
may never have been given to a baby. 
At first he is physically and emotionally 
so related to the mother that he is not 
aware of a separate identity. As Winni- 
cott describes it (51), the baby gradu- 
ally learns that there is someone out- 
side himself, someone who comes and 
goes—the mother with a life of her 
own. He later begins to develop a sense 
of his own identity. The mother lets 
him be himself, and a feeling of worth 
and autonomy grows. However, such 
a process may not develop along normal 
lines and the child may remain “pre- 
cariously differentiated from the rest of 
the world, so that his identity and au- 
tonomy are always in question” (50). 

This uncertainty makes relationships 
dangerous, and ontologically insecure 
children can feel threatened by the alien 
reality of school. These children exist 
only in their mother’s orbit and they 
are, by returning home from school, 
actually trying to preserve an identity. 
It is only in her orbit, or surrounded 
by the familiar things in the home, that 
they know what to be—home is the 
child’s reality even if it could be dif- 
ferently described as the place where 

the parents’ fantasies are acted out. The 
terror and panic the child shows when 
he is coerced into going to school may 
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not mean to him what it means to the 
school attendance officer. Laing quotes 
the case of a patient who breaks off an 
argument in an analytic group. He said 
to one of the protagonists that he could 
not go on. He continued: “At best you 
win an argument. At worst you lose an 
argument. I am arguing in order to pre- 
serve my existence.” School is broken 
off in the same way as this argument. 
Such children have a need to be at 
home and it is often when the security 
of the home is threatened that the crisis 
occurs. Investigation of precipitating 
factors has shown that if the mother is 
ill or threatening to leave, or even if the 
whole family moves to another district, 
the child’s balance can be upset. Reality 
is jeopardized. If mother were to go 
away, or die, it would be a matter of 
panic, not grief. The child would lose 
such identity as he had. 

Treatment of children with border- 
line or established psychoses must be 
quite independent of school attendance. 
Here, school attendance is the mark of 
normality by which one could deny the 
existence of the mental illness which is 
suspected or feared. There is the belief 
that if only the child would act normal, 
he would be normal. Attempts are there- 
fore made by parents, school authorities 
and those in medical charge to force the 
child back to school. The attempts fail. 
These are the patients who are likely b 
find their way to inpatient child psychia- 
tric units. The prognosis is a serious one 
even with the best treatment available, 
and Warren (31) supplies figures 1n a 
follow-up of phobic cases that give 
naught for our comfort. Out of 16 young 
adults originally admitted to an inpatient 
unit between the ages of 12 and 16 years, 
6 were quite well and 10 still showed 
symptoms six years later. The outlook 1s 
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poor for school-phobic cases when they 
have other phobic symptoms in addi- 
tion. Rodriguez (57), however, supplies 
more encouraging figures. 

Here we must emphasize the need for 
more inpatient units and more oppor- 
tunities to study the psychopathology 
and the therapeutic requirements of 
these children. It is also suggested that 
what is called for here seems to be not 
drugs or other physical methods, and 
not psychotherapy on a transference 
level, but the acceptance of regression 
to infantile levels, followed by the 
chance to incorporate into the personal- 
ity, for the first time, the factors that 
have been missing. These children have 
had no consistent models to build into 
themselves. They have not known what 
to be. The therapist has to provide a 
consistency in his framework of treat- 
ment that gives the patient a foundation 
from which to grow (52). Recent papers 
by Sperling (58) and Davidson (59) on 
the treatment of school phobia add to 
our understanding. 

The study and treatment of this group 
of patients would indicate that their con- 
dition has an importance that goes far 
beyond the question of failure in school 
attendance. It is the general question of 
breakdown in a social situation, a break- 
down that occurs in a comparable form 
in later stages of development. Three 
examples can be quoted: 

1) Psychiatric breakdown in univer- 
sity students. Davy (53) notes that 50 
per cent of schizophrenic undergradu- 
ates or those suspected of schizophrenia 
have had earlier attacks or symptoms. 

2) Desertion from the army. In a 
study of war neuroses (54) there is dis- 
cussed the compulsion to return home: 
“In cases in which the general symp- 
tomatology assumes a psychotic form, 


715 


it is not uncommon for the compulsion 
in question to manifest itself either in 
a fugue or in a consciously executed 
flight such as to constitute, from a dis- 
ciplinary point of view, either absence 
without leave or desertion, or else, 
where the individual’s sense of duty is 
sufficiently strong, in an attempt at sui- 
cide” (54). 

3) Absconding from approved schools. 
This is a frequent occurrence and usu- 
ally has not even the features of a suc- 
cessful prison escape. The youths almost 
invariably proceed straight home—a 
home which has been rejecting to them 
—and they are picked up there. The 
absconding leads to loss of privileges 
and deferment of their eventual dis- 
charge home, but rational features are 
not the operative ones. 


SUMMARY 


1. Failure to maintain school attendance 
may be due to factors with a rational explana- 
tion. These include (a) truancy without the 
knowledge of the family, (b) deliberate with- 
holding of the child from school by the par- 
ents, and (c) apathy on the part of both parent 
and child. The causes in all these cases should 
be considered as social, and social measures 
applied through the school welfare department 
should be looked to for the remedy. 

2. There are other cases where the causes 
are not rational and where social measures 
can provide no cure. The group with irra- 
tional causes has been described in many 
papers using the term “school phobia.” The 
present authors are using the term “school 
refusal” as one which does not indicate too 
specific a pathology. 

3. The cases of school refusal can be 
grouped under three headings. These are (a) 
psychoneurotic, including phobic, conditions; 
(b) character disorders; and (c) psychotic con- 
ditions. 

4. Treatment should be directed to the 
underlying psychiatric disturbance and not 
to the symptom of school refusal. 

5. Many of the cases represent severe per- 
sonality breakdown or failure of personality 
integration, There is a continuum in these 
cases, beginning with early childhood psychosis 
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and, later, breakdown in adolescence, student 
life and military service. 

6. The lengthening of the period of com- 
pulsory education to the age of 16 years may 
lead to an increase in the recorded number 
of school attendance breakdowns. If this 
occurs, it may constitute a shift in incidence 
from clinical, industrial or delinquent phe- 
nomena to those shown in school life. One 
should, however, consider the part that the 
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school régime itself plays as a contributory 
factor. 

7. The study and treatment of these cases 
should provide information as to essential 
emotional needs in the development of the 
normal personality. 

8. There is need for additional facilities for 
psychiatric investigation and treatment of 
school-age children and for joint research 
into the sociological and educational factors. 
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A MEANS OF INVOLVING FATHERS IN FAMILY 
TREATMENT: GUIDANCE GROUPS FOR FATHERS 


HERBERT S. STREANT 
Education Department, State University of New York, Long Island Center, Oyster Bay, New York 


Of the many institutions in our society that have changed their perspective on 
the father’s participation in the family, psychiatric clinics have been among 
the most prominent. Currently, an attempt is being made to involve more 
fathers in various treatment procedures. This paper deals with the writer's 
experience in working with a group of fathers, each of whom refused to par- 
ticipate in a one-to-one treatment relationship. While described as passive, 
weak, and poor treatment candidates they all responded positively to a Fathers’ 
Guidance Group. Feeling that their pathology would not be intensively ex- 
plored, they could discuss their conflicts and frequently resolve them within a 
sympathetic male group. 


T: ROLE OF THE FATHER in our SO- 
ciety has been difficult to grasp. As 
customs, beliefs, thought, and knowledge 
change, the father’s role assumes new 
forms. 

Our Victorian stereotype of the dis- 
tant, taciturn, and stern father has been 
undergoing modification. The more 
modern picture of the father is that of 
a gregarious young man interested in his 
wife and children, who likes his home 
and likes to work around it. He enjoys 
helping his wife with household duties 
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and with the routine of child care (3). 
We should like to believe that our 
current conception of the modern father 
is a realistic one, and that he is replacing 
the older types. Unfortunately, facts 
seem to show that society in general, 
and fathers in particular, find it ex- 
tremely difficult to define the role of the 
contemporary father (1, p. 63). 

Of the many institutions in our society 
that have changed their perspective on 
the father’s participation in the family, 
mental hygiene clinics, family agencies, 


‘Formerly Senior Therapist and Group Therapist, Jewish Board of Guardians and Child De- 


velopment Center, New York, N.Y. 


The author would like to thank Mr. Leslie Rosenthal, Consultant, Group Therapy Depart- 


ment, Jewish Board of Guardians, for his many suggestions and valuable assi 


istance. 


719 


720 


and child guidance clinics are among the 
most prominent. In contrast to earlier 
years, when clinics and social agencies 
tended to work largely with the mother, 
or with the mother and child, there is 
evidence that a new trend is in opera- 
tion. Currently, an attempt is being 
made to involve more and more fathers 
in various types of treatment proce- 
dures (2). 

While the literature is replete with 
case examples showing the soundness of 
various treatment methods as they per- 
tain to fathers, to this writers knowl- 
edge few attempts have been made to 
describe the processes inherent in the 
simultaneous treatment of several fa- 
thers in a guidance group.’ 

The aim in a guidance group is to in- 
crease the parent’s adequacy of func- 
tioning in his day-to-day relationship 
with the child. Theoretically, this aim is 
achieved by involving fathers in a group 
where discussion is held mainly on fa- 
ther-child relationships and father-child 
conflicts. 

This paper, therefore, will deal with 
the writer's experience in treating several 
fathers through the medium of a guid- 
ance group. The question to be an- 
swered is: Do guidance groups help fa- 
thers, and, if so, how do they help create 
a more favorable family climate for their 
members? 

In attempting to examine the writer’s 
experience with this group, several areas 
will be investigated: 1) the group com- 
position—the men themselves, their 
backgrounds, their families, their moti- 
vations for joining the group; 2) content 

of the sessions—what the fathers talked 
about, how they related to each other 
and to the therapist; and 3) an attempt 
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by the therapist to demonstrate how he 
related to the material brought out in 
the sessions. 

The group met at the Madeleine Borg 
Child Guidance Institute of the Jewish 
Board of Guardians for a little over a 
year. The men met once every two 
weeks in the evening for an hour and a 
half and participated in approximately 
20 sessions. 

When the group was initiated in Jan- 
uary 1957, it consisted of six men. Each 
was the father of two children, of whom 
at least one had been in treatment from 
two to three years. The wives of all of the 
men had been in treatment for approxi- 
mately the same length of time as the 
children. 

In June 1957, two fathers already in 
individual treatment joined the group 
and the membership then totaled eight. 
The attendance at meetings, however, 
remained around five. 

Most of these men were described by 
intake workers as passive, weak, de- 
feated fathers, but they were very 
strongly resistant to treatment for them- 
selves. They felt that the wife made the 
major decisions, particularly in the area 
of child rearing. They, the fathers, did 
not have time for, or interest in, getting 
involved with the agency. It seemed 
equivalent to invading the womens 
world, of which they wanted no part. At 
intake they frequently provoked rejec- 
tion or hostility and emerged as outsid- 
ers in the treatment of their families. It 
is important to emphasize that these 
very fathers, who were described as pas- 
sive, weak and not very active in partici- 
pating in their own families, became 1 
each case nonparticipants in the treat- 
ment of their respective families. 


'S. R. Slavson introduced the procedure of guidance groups for parents. The background of 


his work is described in a recent book (4), 


a 
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"The case of Mr. A provides a good illustra- 
tion. A mild but constant depreciator of his 
wife and children’s behavior, Mr. A’s major 
contributions to the family were his salary 
and an occasional exhibition of his athletic 

to his daughters. He delegated all 
ly decisions and child rearing to Mrs. A. 
Resentful of Mr. A’s disinterest and apathy, 
she felt compelled to fill the vacuum left by 
F her husband. Though there were constant 
arguments between the parents over Mr. A’s 
emotional isolation, the mother consistently 
“ruled with an iron hand and the father 
nodded to her decisions. 

The A children’s reactive behavior disorders 
complicated the tenuous family balance and 
their hyperactive and frequently contemptuous 
behavior only added insult to the injurious 
family relationships. 

Though against psychotherapy, Mr. A ap- 
rehensively went along with Mrs. A’s initia- 
tion of treatment for their daughters. Mr. A 
came for only one intake interview during the 
two years his “three girls” (wife and two 
daughters) were in treatment. This family 
‘situation is quite typical of many under dis- 
cussion. 


Though united in their resistance 
“against treatment, the fathers in the 
‘group varied widely in occupations and 
in family constellations. Among them 
_ Were a commercial artist, a jewelry-store 
_ Owner, a mailman, a salesman, and the 
Owner of a religious goods store. Most of 
the fathers were in their forties, and 
their children ranged in age from 3 to 
20 years. 

As indicated, all of these fathers were 
threatened by the prospect of treatment 
for themselves but responded to the idea 
Of a guidance group. Why should this 
happen? To ‘answer this question, some 
Of the men’s comments may serve as a 
clue, “If I want to talk, I can talk. If 
T want to listen, I listen. If I want to 
Shut up, I shut up” . . . “What a good 
Way to get away from the wife and kids 
"for the night, smoke a cigar and relax” 
_ ++. “It’s always good to know that other 
guys have troubles too” .. . “I wanted 

to be part of the plan here but they 
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weren’t too eager to have me”... “In 
a group you won’t get to that uncon- 
scious stuff” . . . “It’s good to be with 
men and men only.” 

It seemed then that the idea of group 
treatment was less disturbing to these 
men than individual treatment. The fear 
of having their own pathology explored 
was allayed. The opportunity to discuss 
universal problems and to leave their 
children for an evening was a possible 
reason for the unanimous response to 
the idea of a group. Evidently, too, the 
guidance group was perceived by some 
as a further opportunity to insulate 
themselves from the rest of the family. 

It should be mentioned that the group 
therapist had several ideas in mind when 
interviewing all the prospective members 
individually. The group was presented 
as strictly voluntary and experimental, 
and each individual’s defensive structure 
was supported. The man reluctant to 
talk in groups was told that we would 
be interested in evaluating what the 
group could offer to one who remained 
solely a listener. The father who bragged 
about how he handled his son skillfully 
was told that here might be an oppor- 
tunity to be an advice-giver. The men 
were further told that we would be talk- 
ing about father-child relationships prin- 
cipally and would not be directly con- 
cerned with marriage, in-laws, etc. 

Of the men available as potential 
candidates for the guidance group, none 
could be described as overtly destructive 
in the family constellation. On the con- 
trary, they seemed psychologically un- 
available as fathers and unavailable as 
treatment candidates. 

In reviewing the first four or five ses- 
sions of the group, we found that the 
continual theme appeared to be how 
tough it is to be a father and how much 
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more fun it is to be a child. The fathers 
all agreed that the demands placed on 
them were enormous and extremely dif- 
ficult if not impossible to fulfill. The fol- 
lowing were typical reactions to their 
children’s demands: “I have to give him 
more money for an allowance than I 
ever got” . . . “They keep wanting to 
watch television all the time and I never 
get my turn”... . “If you give one kid 
attention, the other one hollers, so you 
quit after a while” . . . “It’s too much. 
You'd think they’d realize that I had a 
hard day and I’m entitled to some rest.” 

The men drew a strong contrast be- 
tween the way children in this generation 
seek to be indulged and the firm and 
punitive way the fathers themselves had 
been handled by their own parents. The 
memory of the “lockshen strap”? was 
revived on more than one occasion. 

When the members were confronted 
with the fact that from time to time 
children need limits and are capable of 
arousing legitimate and honest anger in 
adults, most members of the group ex- 
pressed great surprise. Defensive ma- 
neuvers were erected to protect them- 
selves from seeing children any differ- 
ently. “He’s my child; I have to love him 
and give him everything,” said one fa- 
ther. 

Although the therapist tried very hard 
to support the defenses and resistances 
of the fathers by allowing them to ex- 
press resentment about their burdens, 
and although he suggested that they did 
not have to meet every one of their chil- 
dren’s demands, he was still seen as an 
ungiving person. He was attacked for 
not giving more information on tech- 
niques in child rearing. He was told that 


>A strap with appendages at the end, traditiona 


punish children. 
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he was too withdrawn and passive a 
person, and it was suggested that per- 
haps he could serve the men beer or 
cookies and coffee. 

Evidently these fathers wanted to be 
fed more than the therapist was feeding 
them. Though they complained bitterly 
that their children made too many de- 
mands on them, which they felt incapa- 
ble of meeting, they put themselves in 
exactly the same demanding position in 
regard to the therapist. Their behavior 
in the group was certainly in many in- 
stances a repetition of their children’s 
behavior at home. 


Mr. A, a humorous depreciator of his wife’s 
interaction with the children, made fun of 
events that other fathers described. Mr. T, a 
self-righteous moralist who insisted on adult- 
like behavior from his son, frowned upon 
any display of regression in the group. Mr. 
S, a very provocative man in his relationship 
with his son, aroused so much hostility in the 
other men that they tried their best to get him 
to withdraw from the group. His methods of 
withdrawal from the group were very similar 
to those he used in withdrawing psychologi- 
cally from his own home. Finally, Mr. L, who 
was Mother’s Little Helper at home, always 
insisted on helping the therapist in as many 
ways as he could find. 


t 


It can be concluded that the group 
was for many of its members a symbolic 
family. The men used each other and 
the therapist to act out neurotic prob- 
lems in old and current relationships. 
Though the men obviously protected 
themselves from freely interacting With 
each other by various defensive maneu- 
vers, their need to establish themselves as 
members of a symbolic family was evef- 
present. 

Frequently the therapist emerged aS 
the object to cathect unresolved prob- 
lems. He might be loved and hated as 


lly used by many European Jewish families to 
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were the members’ parents or siblings in 
the past. For example, at about the sixth 
session when the men were beginning to 
report some changes—“giving my son 
what he needs rather than what he 
wants” . . . “allowing myself to be really 
annoyed at my daughter and not feeling 
so guilty afterwards”—they openly at- 
tacked the therapist for being incompe- 
tent. 

When the therapist asked what was 
wrong with him and why they thought 
he was a poor therapist, the men said 
he made them work too hard, that he 
did not supply solutions to perplexing 
questions, or give them enough theoreti- 
cal data. This experience of seeing the 
therapist subject the members’ com- 
plaints to examination turned out to be 
a key session and changed the tone of 
the next several meetings. The fathers 
began to acknowledge openly in the 
group their own personal limitations as 
people, as husbands, and as fathers. 
They started to allow themselves to ad- 
mit directly personal as well as inter- 
personal problems. 

It is suggested that when the therapist 
allows himself to be subjected to exami- 
_Mation, the group members will eventu- 
ally subject themselves to a similar ex- 
amination. Typical statements made by 
the fathers after the session referred to 
above are the following: “I asked my 
son what is going on between us since 
we can’t get along very well and we had 
a great discussion” . . . “Johnny wasn’t 
going to bed on time and there was a 
fight every night. I looked at myself and 
saw that I really wanted him to stay up.” 

_Whether a group therapist allows 
himself to be subjected to examination 
or not, inevitably he will be. The na- 
ture of a therapeutic group is such that 
the group will respond to the therapist’s 
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unconscious. At the seventh session, 
when the therapist’s position in the 
agency was in doubt, the group chose to 
discuss separation anxiety. 

At about the thirteenth session, the 
therapist out of his own needs called a 
very early meeting right after Labor 
Day. The men spent most of their time 
talking about their hard-working youth- 
ful days and competed to see who got 
paid the least. 

It was interesting too that, after one 
of these sessions, a father exclaimed: 
“Sometimes kids know exactly what’s on 
your mind. You don’t even have to say 
anything; they pick up the subtleties.” 

Although the group was structured to 
discuss solely parent-child conflicts, they 
began to discuss marital problems, con- 
flicts with their own parents, and in- 
laws. Actually this evolved very interest- 
ingly. After criticizing their children, 
they attacked and criticized the thera- 
pist. Next they criticized their wives, 
then each other and finally themselves. 
This changed the classic structure of 
the traditional guidance group. Under 
the stimulation of the psychiatric con- 
sultant for this group, and with the 
group therapy consultant concurring, it 
was decided to let the group be an 
arena for all feelings in all relationships 
instead of limiting discussions to parent- 
child relationships. 

Coupled with a growing open ventila- 
tion of individual problems were various 
attempts to test the therapist. The mem- 
bers wanted to see if he was really hon- 
est in his convictions. Around the four- 
teenth session, after the therapist had 
supported statements of the members 
regarding the importance of their own 
individual pleasures, and they had be- 
gun to limit their children appropri- 
ately, they started to dawdle and stay 
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beyond the time allotted for the meetings. 
When the therapist was forced to say 
that he wanted to go home and relax 
because he had had a hard day, the fa- 
thers were quite impressed and later 
gave examples of having allowed them- 
selves to “take it easy” at home. 

Another phenomenon which seemed 
to evolve in this group was a develop- 
mental scheme. During the early ses- 
sions there was much discussion on oral 
problems such as thumb-sucking and 
excessive eating. After a while discus- 
sion turned to anal problems: toilet- 
training, problems of controlling, saving 

and withholding. 

Not only were oral and anal problems 
discussed as such, but the men’s be- 
havior toward each other and toward 
the therapist showed what level they 
were operating on. Still later, phallic 
and genital problems were discussed, 
such as masturbation and sexual rela- 
tions. The discussions in the group went 

aback and forth without giving the thera- 
pist much opportunity to predict what 
“would happen next. 

This developmental sequence offers 
us another clue to the members’ percep- 
tion of the group. Frequently the group 
fosters growing up. Having demanded 
to be “fed,” the members in turn often 
“fed” the surrogate parent by develop- 
ing better controls and demonstrating 
more mature behavior. After this t 
of experience, the men should be in a 
better position to help their own chil- 
dren develop. 

Perhaps, at this point, an attempt 
can be made to answer the question: 
“Do guidance groups help fathers, and 
if so, how do they provide a better fam- 
ily climate for their members?” 

To the first part of the question, “Do 
guidance groups help fathers?” the 
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writer’s answer is “Yes and no.” There 
are men who have attended group meet- 
ings very infrequently, and they have 
provided much information on some of 
the negative aspects of a guidance group. 

One man said, “You don’t talk 
enough about wives; that’s my problem 
—Pve got to get that fixed up.” This 
man is being helped toward individual 
treatment and perhaps that is what 
should have occurred in the first place. 
Another father said, “I don’t like all 
men in groups. We need women in here, 
too.” In other words, a fathers’ group 
may arouse in some men so much ho- 
mosexual anxiety that they withdraw. 
Moreover some men find more aggres- 
sion than they can tolerate; they become 
panicky and also withdraw. 

In a fathers’ group the major focus 
is on guidance, although in the group 
described this was somewhat modified. 
To some men discussion in this medium 
does not’ affect underlying pathology 
sufficiently and hence their relationships 
at home are not altered appreciably. 

On the positive side, a guidance group 
for fathers can provide a sympathetic 
male audience. This can offer strength, 
understanding, and support. New tech- 
niques on child rearing are picked up, 
tried and often integrated. A guidance 
group offers members the opportunity to 
feel “Im not so alone in this world; 
other guys have troubles too.” Offered 
a chance to regress in the group, they 
often show mature behavior on the out- 
side. After one member had brought 
out a tremendous amount of hostility 
toward his wife and daughters, which 
was subjected to considerable analysis 
in the group, he asked his wife, “How 
can I learn to understand you better? 

Many fathers who are outsiders in 
the family, if offered an opportunity tO 
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: participate in the treatment plan, can 
mobilize a greater willingness to partici- 
pate as members of their own families. 
Participation in a symbolic family can 
pave the way for participation in a real 
family. 

The aim in a guidance group is to 
increase the parents’ adequacy of func- 
tioning in the day-to-day relationship 
with their children. While there is some 
_ evidence that the children often react 
positively when the father is increasingly 
sensitized to their needs, further collab- 
oration is needed with the workers treat- 
ing other members of the family. It is 
important to have more impressions and 
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DISCUSSION 

ROBERTA P, Foster:* I looked for- 
ward to reading Mr. Strean’s paper on 
guidance groups for fathers, first, be- 
cause of my longtime interest in thera- 
peutic work with parents and, secondly, 
because of my more recent interest in 
various forms of group therapy and 
their application to work with the fam- 
ilies seen in child guidance clinics. 

Many of the questions which came to 
my mind in reading the paper were 
questions which I am sure Mr. Strean, 
with sufficient time, could readily an- 
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observations of the advantages and dis- 
advantages that accrue after a father 
enters a guidance group. 

All too frequently a child guidance 
clinic or family agency is confronted with 
a strong, seemingly powerful, control- 
ling mother and a threatened, weak, 
passive, defeated father. Fearful of treat- 
ment for himself, the father retires once 
more and becomes a withdrawn out- 
sider. A guidance group may be a 
means of uniting him with his family, 
giving him some strength to cope with 
the burdens of being a parent, and help- 
ing him to enjoy some of its potential 
pleasures. 
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swer. These have to do with matters of 
structure and timing, on the one hand, 
and with agency philosophy and policy, 
on the other. For example, how were 
the six fathers of the initial group se- 
lected? Why was the group started at 
this particular time, the children and 
wives of these men having been in 
treatment for two to three years? Was 
it structured as a time-limited group? 
It is not clear to me what the agency 

policy has been in regard to working, 
with fathers of children who are in 
therapy. There is reference to contact 


"Berkeley State Mental Hygiene Clinic, Berkeley, California. 
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with fathers at the point of intake; is it 
a routine procedure for fathers to be 
seen in connection with the application 
and initial evaluation of a child? Just 
what attempts are usually made to in- 
clude fathers in the treatment program? 
How many fathers are seen in individual 
therapy? Since one father is quoted as 
saying, “I wanted to be part of the plan 
here but they weren't too eager to have 
me,” I would wonder whether perhaps 
the stated reluctance of the fathers or 
the “resistance” observed by the intake 
worker was too readily accepted espe- 
cially when the available therapy time 
is, in most clinics at least, in very short 
supply. In what way, if any, is the 
clinic’s decision about offering treat- 
ment to the child and mother altered 
by the father’s unwillingness to partici- 
pate? In my experience, there are some 
cases where the father’s inability or re- 
fusal to participate contraindicates the 
clinic’s embarking on a therapy pro- 
gram. 

Since it is stated that the children and 
their mothers had been in therapy for 
two to three years, I would assume that 
the pathology in these particular cases 
was severe, and/or that the child’s 
symptomatology was bound up with 
problems within the family group which 
perhaps could not be satisfactorily dealt 
with unless the fathers were involved in 
treatment. If this is so, did it perhaps 
seem in retrospect that these fathers 
should have been in therapy from the 
start? Might their earlier participation 
have reduced the total therapy time re- 
quired? One might also speculate as to 
the meaning for the father and other 
family members of his inclusion in the 
treatment plan at such a late date. And 
one of course wishes that Mr. Strean 
had had the time to tell us more about 
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how the gains made by the fathers’ in 
the group appeared to influence the total 
therapeutic movement in these cases. = 


Mr. Strean has raised other important 


questions which might be investigated, 
The major question I should like to 
pose, however, is this: What should be 
the therapeutic goal or focus for such a 


group of fathers as these, who are de- ~ 


scribed as very resistive and as having 
dealt themselves out of the family life, 
as they likewise dealt themselves out of 
treatment? Because of their resistances, 
apparently, it was felt that they would 
need to be handled gently and their de- 
fensive structure supported. The pri- 
mary focus of the group, we are told, 
was to be on father-child relationships, 
and not on other problems in the marital 
or general life situation of these men. If 
this was the case (and it did not remain 
strictly so), then I would wonder about 
the wisdom of a treatment plan which 
seems to perpetuate these fathers’ isola- 
tion from their wives and children. In 
my own experience, it appears that 
many children’s problems are related 
to pathology in the interaction of the 
family group rather than merely reflect- 
ing the individual pathology of one OF 
another family member. If one focuses 
on the individual pathology of the par- 
ents and treats them as patients in theit 
own right, this to my mind may alter 
considerably what one attempts to do, 
or what one accomplishes, for the child, 
who is, after all, the primary concer. 
If one feels that something can be done 
to improve family interaction in spite of 
the fact that an individual family mem- 
ber may exhibit rather serious pathol- 
ogy, then I would like to suggest that it 
may be more useful to see the parents 
together, either in joint interviews or F 
a parents’ or family group in which bot 
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the father and the mother participate. 

These fathers appear fairly typical of 
many who are seen in a child guidance 
clinic. It is certainly true that many, 
when their children are referred to a 
clinic because of emotional and behav- 
ioral difficulties, minimize their own 
concern about the child and are more 
than willing to let their wives carry the 
total responsibility for initiating and fol- 
lowing through with a clinic study and 
recommendations. In my experience, 
however, it is the rare father who will 
not respond to the clinic’s insistence that 
both parents are essential to the evalua- 
tion of a child’s problems. In the clinic 
where I work, we do insist that the fa- 
ther, if he is living with the family, come 
in for an interview (usually both a joint 
interview with mother and an individual 
interview) as part of the application pro- 
cedure. Beyond this, we find that many 
fathers, when told that we feel they are 
an important part of the treatment pro- 
gram, find it possible, with all their psy- 
chological “resistances” and their real- 
istic problems in getting away from 
their jobs, to participate on a weekly 
basis in therapy. In some instances, we 
make the father’s participation in ther- 
apy a requirement, feeling that without 
it we will not be able to alter apprecia- 
bly the child’s symptomatology. In other 
instances, the father himself asks to be 
included in the treatment plan. 

For several years now we have op- 
erated parent groups which the father 
and mother of a given child attend to- 
gether. This meeting with other parents, 
as with Mr. Strean’s group of fathers, 
Provides the opportunity for sharing 
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problems and exchanging experiences 
and ideas on child rearing and its vicis- 
situdes. In addition, however, the two- 
parent group situation serves to high- 
light the kind of communication prob- 
lems which may exist between the 
mother and father and to provide the 
help of other group members in im- 
proving intrafamily communication. We 
have also been experimenting with the 
family group therapy approach, devel- 
oped by John E. Bell and others, in 
which the mother, father, child, and at 
times the siblings (if they are nine years 
of age or older) meet together on a 
weekly basis. This family approach 
seems especially valuable in focusing on 
problems in the interaction between 
family members, for example, where un- 
satisfactory patterns of communication 
are rigidified. 

It is imperative, I feel, that we con- 
tinue to explore varied approaches to 
child and family problems. A number of 
current studies show a healthy trend 
toward greater flexibility in our treat- 
ment approaches and a “new look” at 
family psychodynamics as an important 
key in our diagnostic thinking and ther- 
apeutic work. Guidance or therapy 
groups for parents will, I think, be uti- 
lized increasingly in child guidance clin- 
ics as a valuable method of dealing with 
many problems which have their roots 
in faulty relationships or communica- 
tion within the family. I hope that Mr. 
Strean will continue his interest in and 
experimentation with this approach and 
will report back to us at a later time 
as he gains new insights into this method 
of working with parents. 
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This paper presents a content analysis of the interactions within a counseling 
group of eight gifted, underachieving adolescents; the interactions were clas- 
sified in terms of topic, referent, and affect. During the first few sessions these 
clients discussed authority figures, “doing things,” and sex, and during the 
last few sessions they discussed peers, group members, self, and family, more 


than one would expect by chance. 


I IS NOT SUFFICIENT to demonstrate 
that some clients can be helped by 
group counseling.* The counselor also 
must try to understand why clients be- 
have as they do during counseling. One 
approach to further understanding of 
their behavior is content analysis of the 
interactions. Until quite recently the in- 
teractions between a counselor and his 
clients were accessible only to the coun- 
selor. With the introduction of the elec- 
tronic recorder all of this was changed. 
In addition to having an accurate record 


of the interactions for careful analysis, 
it is now possible to increase the objec- 
tivity of these judgments by having 
someone other than the counselor study 
and classify the interactions. 

This paper presents a content analy- 
sis of the interactions within a counsel- 
ing group of eight ninth-grade, gifted 
underachievers in terms of topic, refer- 
ent, and affect. The senior author clas- 
sified these interactions solely on the 
basis of tape recordings and transcripts 
of the recordings. He had no other con- 


*The research reported herein was supported through the Cooperative Research Program by 
the Office of Education, U.S. Department of Health, Education, and Welfare. This ere 
summarizes a doctoral dissertation completed at the University of Illinois by the sem 
author under the direction of the junior author. to 

‘The investigators chose the term group counseling rather than group psychotherapy 
indicate that they were treating normal pupils in a nonmedical setting. 
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tacts with these adolescents. None of 
the pre-, post-, or follow-up data were 
made available to him 

Pioneer work in the analysis of the 
recorded interview was done by Rogers 
(21), Covner (8), and Porter (19). Since 
this carly work, Rogers and his students 
have continued to make some of the 
most significant contributions to the 
study of the counseling process: Curran 
(9), Kaufman and Raimy (13), Peres 
(18), Raimy (20), Rogers and Dymond 
(22), Rogers, Kell, and McNeil (23), 
Seeman (24), Sheerer (26), Snyder (27, 
28), and Stock (29). A similar study by 
Gorlow, Hoch, and Telschow (11) also 
was a direct outgrowth of several studies 
by Rogers and his students. 

About this same time Dollard and 
Mowrer (10) developed their Discom- 
fort-Relief Quotient on the theory that 
Tesponses are incited by drives and rein- 
forced by drive reduction. They had 
hoped to measure the tension experi- 
enced by clients. Murray (15) developed 
ā system for studying motivation and 
conflict during psychotherapy which in- 
cluded categories for classifying both the 
client's and the therapists behavior. 
Since it is not the primary purpose of this 
Paper to review the literature, only a 
few of the most relevant studies are 
cited. For a thorough review of the liter- 
ature on content analysis of counseling 
and psychotherapy, the investigators 
Tecommend that of Auld and Murray 
2). On the basis of their review of 99 
Of the most important studies, they con- 
cluded that the content-analysis systems 
developed up to that time (1955) were 
not adequate to the task of marking out 
the main variables in therapy and that 
Most of the studies relied too much on 

© Opinions presented by clients and 
‘Neglected the clients’ unconscious mo- 
tives. They also said: “Content systems 
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are inevitably criticized for what they 
leave out. The practicing clinician often 
feels that the mgasured part of the thera- 
peutic transaction is pitifully small along- 
side the complex of stimuli that he senses 
as a participant observer. Yet it seems 
unfair to expect any single content- 
analysis system to describe all of this 
complex situation,” 

For a study of interactions and for 


ing group, significant 
have been made by Bales (3) and Cart- 
wright and Zander (7) in their studies of 
the group process; by Berelson (4) and 
Lasswell and Leites (14) in their studies 
in communications. 

Though some counselors and psy- 
chotherapists have said that it does not 
make any difference what clients dis- 
cuss, many believe that it does. In fact, 
many believe that best results are 
achieved when clients talk about them- 
selves and the topics that disturb them 
most. In general, Talland’s and Clark's 
research (30) supports this notion. They 
found that their patients rated as most 
helpful the topics which were most dis- 
turbing. Winder and Hersko (31) also 
found that themes could be identified 
from the topics, attitudes, and feelings 
expressed and that certain themes were 
discussed significantly more often dur- 
ing the early phases of treatment, oth- 
ers during the later phases. From these 
studies the investigators concluded that 
it would be useful to study the relation- 
ship between referent, topic, and affect 
as they are revealed in counseling inter- 
actions. : 

The data for this paper were obtained 
from a larger study described by Ohlsen 
and Proff (17). The present study was 
based upon tape recordings and typed 
transcripts of material from one of four 
groups of gifted, underachieving ninth- 
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graders included in the original study. 
It also was one of three groups that 
made significant growth guring counsel- 
ing, but not one of the two productive 
groups described by Noble, Ohlsen, and 
Proff (16). 


METHOD 


For classification purposes the data 
on the tape recordings were divided into 
grammatical clauses. Three steps were 
involved in the process of classifying the 
interactions for cach tape: 1) the ob- 
server listened to the recording to obtain 
a global reaction to the counseling ses- 
sion; 2) he divided the interactions into 
scoring units and transcribed them; and 
3) he classified all interactions in terms 
of affect, topic, and referent while listen- 
ing to the recording and reading the 
transcriptions. In making transcriptions, 
articles and conjunctions that were 
judged to be unessential were omitted. 
Impressions obtained from such things 
as tone of voice and earlier interactions 
were added parenthetically to clarify 
meaning and feeling. The comments 
made by the counselor, though not a 
part of this study, were placed in con- 
text in capital letters to distinguish them 
from those made by the clients. 

In general, the nine referent cate- 
gories were based upon the first, second, 
and third person pronouns and the per- 
sons, places, and things that were used 
as subjects. The four affect categories 
were posiitve, negative, ambivalent, and 
no affect. After considerable revision, 
eleven topic categories were defined: 1) 

self; 2) self and others; 3) members of 
the counseling group, 3a) the counselor; 
4) peers; 5) a client’s family; 6) authority 
figures such as teachers and other mem- 
bers’ parents; 7) other persons; 8) things, 
places, and ideas; 9) doing something or 
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manipulating things; 10) sex, courtship, 
and dating; and 11) diversional activi- 
ties—e.g., singing ditties. Though the 
topic categories were similar to the ref- 
erent categories, they were different be- 
cause they referred to the topic being 
discussed rather than to the actor (sub- 
ject of the sentence). 

Since identification of the speaker fre- 
quently was not possible from tape re- 
cordings, all the clients’ interactions for 
each session were combined and ana- 
lyzed as a group. In the fourteenth ses- 
sion this group became concerned about 
closure. They achieved closure by the 
end of the fifteenth session. Therefore, 
the sixteenth session was not used. The 
fifteen sessions utilized were placed 
in random order prior to the analysis 
to avoid preconceived judgments from 
listening to the tapes in sequential order. 
After the tapes were analyzed, they 
were returned to their original order and 
the coded data derived from them were 
placed in five groups of three sessions 
each. Progress was predicted in terms 
of these subdivisions. 

A preliminary analysis of the material 
included a category for unclassifiable 
data for each of the three dimensions. 
Interactions were so classified when they 
were garbled by mumbling or by several 
clients speaking at one time. In the 
final analysis of the data, these cate- 
gories were ignored. 

After necessary revisions were made 
in the directions and definition of the 
categories was improved, satisfactory 
percentages of agreement between 
judges were obtained. A tape recording 
from one of the other three groups was 
used to evaluate the reliability of the 
procedure. After the person who classi- 
fied the interactions used the prescribed 
procedure for one recorded session, he 
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two other judges with a written 
description of the procedure and an- 
swered their questions. When they com- 
pleted their classification of interac- 
tions, the investigators found that agree- 
ment between pairs of judges was not 
satisfactory (it varied from 72% agree- 
ment on referent to 22% on affect). 
Two revisions of the affect and topic 
categorics produced some improvement, 
but not adequate reliability between 
judges. At this point the entire research 
staff (the two principal investigators, the 
four postdoctoral research associates, 
and two graduate assistants), employed 
on the project at that time, met as a 
group and discussed each instance in 
which the judges disagreed. As a result 
of this work, the categories were re- 
grouped and redefined. With these new 
definitions for the categories three 
judges classified the interactions and ob- 
tained the following percentages of 
agreements between pairs of judges: re- 
ferent: 89.8 to 94.2; affect: 75.8 to 
78.8; and topic: 81.1 tə 85.0. 

The following hypotheses were 
tested: As counseling progresses 1) cli- 
ents talk increasingly about themselves 
and other group members and make 
fewer references to out-of-group per- 
sons, places, and things; 2) interactions 
Teflect less negative and ambivalent af- 
fect and more positive affect; 3) clients 
discuss fewer topics; and 4) clients make 
More positive self-references (and posi- 
tive references to other group mem- 
bers) and less negative self-references. In 
all the previous research, perhaps Gor- 
low, Hoch, and Telschow (11) contrib- 
uted most to the development of these hy- 
potheses, 


aS: 


"These results were summarized in thirteen tables which ca 
author. They also can be found in reference 17 (pages 104-117). 
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RESULTS’ 

The way in which the interactions 
were distributed among the various cate- 
gories would perhaps not be accounted 
for by chance more often than once in a 
hundred times (chi square test). When, 
however, the distributions of the inter- 
actions were compared with the pre- 
dicted patterns, the investigators re- 
jected most of the hypotheses stated 
above. 


is worth noting (and explains why chance 
did not account for some of the differ- 
ences observed). 


4. De aie of the relationship between 


affect and referent produced few significant 
differences which were systematic and 
meaningful. Throughout the first twelve 
sessions, clients did discuss themselves with 
more itive affect than could be ac- 
counted for by chance. 


n be obtained from the junior 
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5. Though examination of the relationship be- 
tween topic and affect suggests the extreme 
unlikelihood that chance could account for 
the observed differences, few meaningful 
patterns stood out. The discussion of au- 
thority figures was an exception. In the 
initial counseling sessions the clients dis- 
cussed authority figures with significantly 
more negative affect, later discussed them 
with both significantly more positive and 
negative affect, and finally discussed them 
with more positive affect than one would 
expect by chance. Whenever they discussed 
authority figures, they usually discussed 
them with affect. Except for the first few 
sessions, they also discussed the topic 
family with affect. Clients did discuss the 
topic self with more positive affect than 
one would expect by chance. 


DISCUSSION 


First, the point should be made that 
interactions can be classified, with satis- 
factory reliability, in terms of referent, 
affect and topic. Referent appeared to 
contribute very little to understanding 
the counseling process. The other two 
hold some promise for further research. 

These investigators question the com- 
mon procedure of combining the inter- 
actions from several counseling sessions. 
For example, some of the positive 
changes noted in the last half of the 
fourteenth session and in the fifteenth 
session were at least partially concealed 
within the block of the last three ses- 
sions. Moreover, the therapeutic climate 
within a group of young adolescents is 
very sensitive to changes in individual 
clients. It can be influenced markedly 
by the absence of one who impedes or 
inhibits the therapeutic process for oth- 
ers (12). These investigators also con- 
cluded that the therapeutic process can 
be enhanced by the presence of a pro- 
ductive member or one who has ex- 
perienced some unusual success which 

he perceives to be an outgrowth of 
counseling. Furthermore, they con- 
cluded that growth of clients is an in- 
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dividual matter and therefore should be 
studied as such. These clients’ growth, 
which could be detected by content 
analysis of interactions, suggests that in- 
dividuals grow at different rates and 
that behavior changes which mean 
growth for one may not mean growth 
for another. When, therefore, one com- 
bines the interactions for several ses- 
sions, one runs the risk of disguising 
significant data. 

Shaw and Grubb (25) correctly con- 
cluded that underachievement is not a 
surface phenomenon which is easily | 
modified. The high proportion of nega- 
tive affect, even in the last few sessions, 
suggests that counseling was terminated 
too early. Broedel, Ohlsen, Proff, and 
Southard (6) concluded from their 
analysis of test data and observers’ re- 
ports that at least some of the clients 
who had made substantial growth were 
still learning to live with the new self, 
learning to communicate this new self 
to others, and helping other persons 
important to them to live with this new 
self. 

Broedel, Ohlsen, Proff, and South- 
ard (6) also concluded that these ado- 
lescents were hostile youths who used 
poor school achievement as one way 
of expressing antisocial or nonconform- 
ing attitudes. Although they had a chance — 
to refuse counseling when it was offered, 
they did not refuse it, and comments 
they made during counseling indicated 
that some of them had been coere 
into participating by their parents. Per- 
haps this explains why at first clients 
often offered verbal assurances of their 
personal worth. Eventually, however, a 
climate was developed in which they 
learned to express their real feelings: 
Whether they enter counseling passive 
and seemingly compliant, or overtly hos- 
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tile, many adolescents probably have 
misgivings about it, especially when the 
counselor, or some other adult, initiates 
counseling. The experiences of both 
Ackerman (1) and Berman (5) support 
this notion. Ackerman found that ado- 
lescents were profoundly vulnerable to 
criticism from without; Berman found 
that they were often brought to therapy 
against their will and made to feel that 
whatever was the difficulty they were 
the culprits. 

Finally, the investigators question 
whether it is possible to identify and to 
classify accurately some of the most sig- 
nificant interactions without an accurate 
record of nonverbal as well as verbal be- 
havior. They agree with Auld and Mur- 
ray (2) that those who try to under- 
stand the main variables in counseling 
must take cognizance of the clients’ un- 
conscious motives as well as their opin- 
ions and verbal interactions. To do this 
requires an accurate video record as 
well as an audio one. Katz, Ohlsen, and 
Proff (12) concluded that raters who 
observe kinescopes or video tapes have 
Many advantages over observer teams 
who are forced to make judgments 
While observing the actual counseling 
Process, The primary advantages are that 
Taters can work independently and can 
Control the flow of stimuli, They can stop 
the flow of stimuli when they fall behind 
in classifying behavior of clients, and 
even replay parts of the record when too 
Many things have happened at once for 
them to make and record judgments. 
For at least some research, this means 
that kinescopes or video tapes must re- 
Place tape recordings. 


SUMMARY 


; This paper presents a content analy- 
Sis of the interactions within a counsel- 
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ing group of eight ninth-grade, gifted 
underachievers in terms of topic, refer- 
ent, and affect. These interactions were 
classified by the senior author solely on 
the basis of recordings and transcripts of 
these recordings. 

Though chance rarely accounted for 
the way in which the interactions were 
distributed among the various categor- 
ies, the distributions of the interactions 
usually failed to fall into the predicted 
patterns; consequently, the investigators 
were forced to reject their hypothesis 
that as counseling progressed the clients 
would: 1) talk increasingly about them- 
selves and the members of the group 
and make fewer references to out-of- 
group persons, places, and things; 2) 
express less negative and ambivalent af- 
fect and more positive affect; 3) discuss 
increasingly fewer topics; and 4) make 
more positive and less negative self- 
references. However, these clients did 
come to talk increasingly about them- 
selves and the other members of the 
group and to talk less about doing 
things. During the first few sessions they 
talked more about authority figures, do- 
ing things, and sex, and during the last 
few sessions they talked more about 
peers, group members, self, and family 
than one would expect by chance. Their 
discussion of authority figures also fol- 
lowed a pattern that suggested growth: 
First, they discussed the topic with sig- 
nificantly more negative affect and fin- 
ally discussed it with significantly more 
positive affect than one would expect by 
chance. 

Interactions among clients within a 
counseling group can be reliably classi- 
fied from tape recordings in terms of 
referent, affect, and topic. The evidence 
suggests that the relationship between 
topic and affect deserves further study. 
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However, these investigators question 
the practice of combining the classifica- 
tion of interactions for either a group 
of clients or sessions. Clients grow at 
different rates and in their own peculiar 
and appropriate ways. Moreover, the 
therapeutic climate within a group of 
young adolescents is very sensitive to 
changes in individual clients. Conse- 
quently, when one combines the interac- 
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THE PREVENTION OF COLLEGE FAILURE’ 


GEORGE M. LOTT, M.D. 
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A iy PREVENTION of college failure 
has become an increasingly impor- 
tant problem. This paper deals with 
some of the mental health factors which 
are associated with this problem. The 
reasons for failure in college are proba- 
bly complex and many-sided. The ear- 
lier education of students reflects many 
different backgrounds. However, most 
influential in all probability is the status 
of their developing personalities. No 
doubt many of them are in the process 
of finding themselves and experience 
many natural worries and shifting moti- 
vation. 

Relatively few actual breakdowns oc- 
cur. The student body of Pennsylvania 
State University has grown from 6,000 
to 18,000 since World War II. Yet over 
the last 10 years only 15-30 students per 
year have developed emotional illness 
requiring withdrawal from the Univer- 
sity. Less than half this group required 
mental hospital or sanatorium care. Vio- 
lent psychotic episodes have been rare. 
Only one suicide has occurred on the 
campus in over 20 years. 

The total group of students under dis- 
cussion populate our great universities. 
They were in the upper fifth or two- 


fifths of their high school classes, usually 
on the honor roll. The great majority, as 
they tell the story themselves, did not 
have to study much. For the most part, 
they listened in class and some crammed 
a little for examinations. These young- 
sters engaged in many social and school 
activities and developed their personal- 
ities in this manner. However, they grad- 
uated from high school with no consist- 
ent work habits. They said they could 
be absorbed in study, for a time, only 
if a particular subject interested them. 
At Pennsylvania State University these 
brilliant, bored minds without consistent 
study or work habits have been called — 
“fritterers” (1, 2). Eo 
The first-year grades are usually medi- 
ocre. There is usually much more to 
cover in college than in high school 
courses and, of course, the content is of 
more advanced material. Without good 
work or study habits and techniques; 
too many students appear to be more Of 
less helpless. At first they can concen- 
trate only 15 or 20 minutes at a time, = 
and it may take them two or three se 
mesters to develop adequate study tech- 
niques. With poor academic performance 
in the first year, anxiety arises and self- 
i 


*Summarized from a presentation at the 1961 Annual Meeting. 
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doubt develops. Concentration becomes 
even more difficult. Many finally stabilize 
and find themselves, often with the help 
of faculty advisers and the psychology 
clinics or the Mental Hygiene Clinic. 

Earlicr research has led the way and 
finally gained attention (3, 4, 5). Some 
special projects are in progress, The 
Talent Preservation Project (6) in the 
public schools of New York City (7) and 
the investigative group-therapy effort of 
the Philadelphia public schools are good 
examples. An effort is being made to 
sort out and aid students with these 
difficulties, especially the highly endowed 
underachievers. In various locations at- 
tempts have been and are being made 
to give the “fritterers” an earlier chal- 
lenge and prevent their habitual bore- 
dom tendency with the complications 
outlined in this communication. 

Differential diagnosis of these condi- 
tions is often difficult. Usually a com- 
bination of many factors is at work, 
Which may include such physical handi- 
caps as excessive fatigue states, often 
combined with debilitating grippe, OC- 
casionally with mononucleosis. 

Slow reading or residual reading dis- 
abilities may cause students to fall be- 
hind and get anxious. These reading dis- 
abilities may be spontaneously corrected 
in time or yield to treatment. However, 
the complicating emotional problems 
tend to persist. Books may arouse aver- 
sion or be associated with feelings of 
failure. A poor attitude toward study 
May carry over into higher education. 

There are the negative nonlearner re- 
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fatigue 
reading deficiencies and disabil- 
ities, the negative nonlearners, anxiety 
states and neurosis should not be over- 
looked. We have found that increasing 
numbers of neurotically inclined indi- 
viduals, as well as the immature “frit- 
terers,” will seek counseling or psychi- 
atric help as required. 
The brillant “fritterers” and students 


BERS 
ray 
1 : 
Au 
up 
TIFE 


i 
f 
Z 
i 
; 


ures can usually be worked out even in 
small colleges, which may have budg- 
etary and other problems that make it 
difficult for them to furnish counseling 
and other treatment services. 
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EDITORIAL 


A Plea for a Missourian Readership, or 
The Virtue in Keeping a Salt Shaker Handy 


AS THE READER may have guessed, 
the foregoing title is used in the 
symbolic sense. It seems doubtful that 
there is really any special virtue in being 
from Missouri, but there is some virtue 
in the demand by the readers of a scien- 
tific and professional journal that the 
claims published therein be supported 
by evidence. While the immediate re- 
sponsibility for the selection of articles 
for a journal falls on the editor, in the 
long range the editorial policies will be 
determined by the desires of the readers, 
by what they accept, by what they ap- 
plaud, and by what they condemn. 

The proper purpose of writing in a 
scientific or professional journal is to 
communicate something to the reader. It 
is true that writing is not infrequently 
used for purposes which might be called 
miscommunication—to deceive or to 
misinform. These are not, however, 
honest or proper purposes for writing in 
a professional and scientific journal and 
require no further discussion here. We 
will concern ourselves with the honest 
effort toward communication. 

Communication involves ordinarily 
either the communication of ideas or the 


communication of feeling. Both are nec- 
essary and important. The former is of 
particular importance in a scientific and 
professional journal. An ultimate pur- 
pose of our journal is to aid the reader 
better to understand patients and what 
he can do constructively for or about 
them. Most of the communication in our 
journal will ordinarily be the communi- 
cation of ideas. There is, however, a 
necessary place for emotional communi- 
cation, for the communication of feeling. 
It is important that the reader not only 
understand intellectually what to do but 
that he have some motivation toward 
actually wanting to do it, and to do it 
in a way which will make possible the 

acceptance of his help by the patient. 
The most natural—and, of course, the 
most desirable—motivation for writing 
is that the writer have something to 
communicate to his readers. It is cer- 
tainly not the only motivation, because 
publication makes some contribution to 
professional status, and there is a wide- 
spread desire among professional people 
to see their names in print. While this 
is an “impure” motivation, it is certainly 
by no means necessarily a bad motiva- 
739 


740 


tion. It is desirable as well as legitimate 
that professional people be motivated 
toward professional status. All that may 
reasonably be asked is that they take 
care in their writing to reward their 
readers with the coin of honest learning, 
not with counterfeit or false learning. 

And yet, if we are honest with our- 

selves we must admit that some of the 
time-sanctioned and deeply established 
tendencies of our profession run counter 
to this expectation. We work in a field in 
which, whether we like it or not, the 
charismatic healer may have the greatest 
success. Furthermore, no matter how 
honest we may be, some part of our 
own success is always due to patients’ 
ascribing to us some degree of charisma. 
Surely it is not surprising that some of 
the professional competition in our field 
should be in terms of charisma, consci- 
ously or unconsciously. But it is well 
that we realize that the moment such 
witch-doctor competition in mysteries 
comes to dominate our journal, our sci- 
entific aspirations for it are lost. Keep- 
ing this from happening calls for a de- 
gree of vigilance on the part of the 
reader. The problem is perhaps particu- 
larly acute because of the interdiscipli- 
nary character of our journal. 

The reader of a scientific and profes- 
sional journal will do well, from time to 
time, to look up from the pages and to 
ask himself, “Now just what does this 
paragraph mean? What has the writer 
told me? Does it make sense, and what 
is the evidence for it?” One fair question 
for the reader to ask himself routinely 
is, “What seems to be this author’s pri- 
mary purpose? Is his primary purpose to 
contribute to our common understand- 
ing or is it to build up his own status or 
prestige?” If the author's primary pur- 
pose seems to be the latter, it is well to 
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season one’s reading with an extra pinch 
of salt. Perhaps there is particular need 
for an approach of gentle skepticism 
when the author has unusual fluency and 
verbal skill, lest we mistake linguistic 
dexterity for wisdom or profundity. 

One of the most repetitive and diffi- 
cult problems of our field is what may 
be called Rorschach writing. This style 
of writing often is graceful and even 
colorful. It gives the the casual reader 
the impression it is saying something im- 
portant, yet if one consults several read- 
ers he will find that each will develop a 
quite different notion of what the author 
has conveyed. In fact the author has 
usually strung together impressive and 
prestige-loaded words in a way which 
does not quite make sense, although the 
writing often seems almost to convey 
meaning. Quite possibly the author had 
a meaning more or less clear in his mind, 
but if so he failed to express it in his 
writing. Yet the uncritical may even 
carry away the impression of wisdom. 
But like the beauty that is in the be- 
holder’s eye, any meaning the writing 
has must be supplied by the reader. Some 
readers will do this avidly and war with 
others if their particular interpretation is 
challenged. 

Is one not justified in expecting that 
the writer whose articles are published 
by a scientific and professional journal 
be required to organize the writing in a 
way that conveys meaning, rather than 
simply to supply the reader with the raw 
material of a projective test? The sup- 
port of an editorial policy which insists 
on meaning in the articles published re- 
quires a vigilant readership which does 
not like to be sold short or paid off in 
counterfeit coin, and which is willing to 
protest if this happens. One simple ques- 
tion is, “Is the paper thoughtful, well 
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Organized and workmanlike in present- 
ing such evidence as is available?” Sci- 
entific proof is indeed “hard to come 
by” in our field and relatively few of the 
articles published present any scientific 
proof. For the most part, we work with 
evidence that falls short of scientific 
proof. Here the perceptiveness of the 
author, his breadth, balance, thorough- 
hess and caution may count fairly heav- 
ily in our estimate of his dependability. 
We may well be cautious about the 
wilder flights of enthusiasm. The ques- 
tion of how well the formulation fits into 
our general knowledge inevitably influ- 
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ences us, and this is reasonable. The 
revolutionary bit of evidence, if it proves 
constant and solid, may yet force a gen- 
eral revision of our thinking, but it is 
fair to maintain a Missourian attitude 
toward a conclusion discrepant with our 
wider knowledge—until its truth is rea- 
sonably established. 


The loaf should never be 

Amorphous. 

It is not enough 

That the dough be sweet and smooth 
If you serve it 

Half-baked. 


RICHARD L. JENKINS, M.D. 


THE ALFRED ADLER INSTITUTE (for Individual Psychology) 


chartered by the Board of Regents of the University of the State of New York 


announces... 


THREE-YEAR TRAINING PROGRAMS 
in PSYCHOTHERAPY and in COUNSELING 


for psychiatrists, psychologists, social workers, 
counselors, clergymen and other professionals 


Students who meet all requirements start as 
supervised work with patients in the third year of training 
at the ALFRED ADLER MENTAL HYGIENE CLINIC 
333 Central Park West, New York 25, New York 


Selected courses are offered to non-matriculated students 


Classes begin October 9, 1962 


Registration dates are Sept. 25, 26, 27 and Oct. 2, 3, 4, 1962—1-9 P.M. 


For information, catalogue and interview appointments write to the Registrar 
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VARIATIONS IN VALUE ORIENTATIONS. 


Florence R. Kluckhohn, Ph.D., Fred L. 
Strodtbeck, Ph.D., with John M. Roberts, 
Ph.D., A. Kimball Romney, Ph.D., Clyde 
Kluckhohn, Ph.D., and Harry A. Scarr, 
Ph.D. 


Evanston, Ill.: Row, Peterson, 1961. pp. 
450. $7.75. 


The problem of variations in value 
orientations among human societies is cru- 
cial for psychiatry and the social sciences. 
The research reported here was a central 
part of the massive Harvard Laboratory of 
Social Relations project called “The Com- 
parative Study of Values in Five Cul- 
tures.” As papers appeared by both Flor- 
ence and Clyde Kluckhohn, the study, 
supported by grant from the Social Sci- 
ence Division of the Rockefeller Founda- 
tion, became familiarly known as the 
Values Project. An early paper by Flor- 
ence Kluckhohn (1950) on “Dominant 
and Substitute Profiles of Cultural Orienta- 
tions,” now modified somewhat and elab- 
orated, is transformed into the first chap- 
ter of a long-awaited and important work. 

The cultures dealt with include two 
Southwestern Indian communities, the 
Zuni and Navajo, a Spanish-American and 
a Mormon settlement, and an area of 
Texan Homesteaders. In each case, a full 
ethnological description is given so that 
five distinct subcultures of the Southwestern 
region of the United States emerge. The 
concept of value orientations is defined 
generally as “complex but definitely pat- 
terned (rank ordered) principles, resulting 
from the transactional interplay of three 
analytically distinguishable elements of the 
evaluative process—the cognitive, the af- 
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fective, and the directive elements. . . .” 


These last analytic categories have some- 
times, by Clyde Kluckhohn, been desig- 
nated as cognitive, emotional, conative, de- 
notative, and the like; and there is cer- 
tainly a connection between the current 
theoretical framework and the earlier 
book, Personality in Nature, Society and 
Culture. The three categories are holisti- 
cally combined as giving “order and direc- 
tion to the ever-flowing stream of human 
acts and thoughts, as these relate to the 
solution of ‘common human’ problems.” 
One might pause on the threshold of 
this theory construction to ask whether 
congeries of cognitive, affective and cona 
tive elements are equally weighted in al 
cultures in all times and places. This is 
the very question that Ruth Benedict, ini 
a way which was unfortunately far from: 
historical or evolutionary, implicitly asked” 
in her Patterns of Culture. Further, social 
psychiatry, when it pays attention to such 
evolutionary and historical factors making” 
for differences in culture, is beginning to i 
find that cognitive, affective and directive 
elements themselves vary in kinds of cul- 
ture, and their social supports vary a 
cordingly or vary concomitantly. That is 
why, I think, other reviewers of this book 
have looked hard at this initial definition 
of value orientations, and have asked 
somewhat the same list of questions: ai 
there a limited number of common hun 
problems? Have all people at all 
been seeking the solution to this com 
set? Probably most observers woul 
ceive that some problems are common 0 
human, but that other sets of problems 
exist that vary with society and with ¢ 
ture. In this reviewer’s opinion, not 
anything” can happen in the realm of ¢U 
ture. Solutions are neither random M 
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limitless as Patterns of Culture implied 
with its “principle” of historically laid 
down “styles in culture”—which, once set, 
adumbrated largely through a principle (so- 
called) of psychological selectivity. Else- 
where we have called this the “Anything 
Can Happen” school of cultural values. 
Others have called it “cultural relativism” 
whereas I would call it absolute or ideal- 
istic relativism. As with Benedict, it leads 
to the easy assumption that all alterna- 
tives are present in all cultures at all times, 
but that some are simply “preferred”— 
which begs the question, Why? 

The book is firmer and makes more 
definite contributions in the methodologi- 
cal area of the statistical validation of 
value orientations. The common human 
problem categories, which Florence Kluck- 
hohn has made famous as foci for testing, 
are: 1) human temporal orientation; 2) 
man’s relation to his fellows; 3) man’s re- 
lation to nature; and 4) an activity dimen- 
sion. A fifth parameter, man’s view of hu- 
man nature, is also a basic category though 
its organized investigation is absent. These 
are brilliantly conceptualized areas, though 
the interview schedule of twenty-two items, 
subdivided about equally between the first 
four, carries an enormous burden. The in- 
terviews conducted with twenty-odd indi- 
viduals in each of the five cultural groups 
devolve upon items presenting a cross- 
culturally meaningful situation. Respond- 
ents’ solutions are translated into value or- 
ientations at poles of a dichotomy or tri- 
chotomy. Temporal orientations, for ex- 
ample, imply Past, Present or Future pref- 
erences; human relations will favor Indi- 
vidual, Collateral or Lineal forms; and ac- 
tivity dimensions will dichotomize into 
either Doing or Being. Three statistical 
techniques are applied to each parameter: 
1) binomial analysis; 2) rank order corre- 
lation; and 3) graphic analysis. Both de- 
Scriptively and statistically, the variations 
between cultural groups seem significant. 
The range of variability within the cul- 
tures (which certainly must contain both 
psychiatrically “well” and “ill”) is less 
Clearly defined, but it appears that what 
Sumner might have called the “strain to- 
wards consistency” may now be viewed as 
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an influence of dominant over variant or- 
derings having similar component parts. 
This last point has signal importance. 
What appeared to be, in earlier works, the 
crudest allusions to a sort of “gravitational 
pull” of dominant cultural values—see 
Benedict again—was always mitigated by 
pious pronouncements that culture is not a 
mold. Whence, then, the plasticity of man, 
viewed from the lap of centuries or seen in 
cross-cultural perspective? The present 
book is keenly attuned to modern notions 
that childhood and adolescent socialization 
constantly interposes characteristic role ex- 
pectations and favors internalization proc- 
esses by which specific cultural values 
become one’s “human nature.” This has, 
of course, been known both from linguis- 
tic studies and cross-cultural psychiatry. 
Within cultures, variations are permitted 
and required, but the dominant profile is 
ever present. 
MARVIN K. OPLER 


THE MYTH OF MENTAL ILLNESS: FOUN- 
DATIONS OF A THEORY OF PERSONAL 
CONDUCT. 


Thomas S. Szasz, M.D. 


New York: Hoeber-Harper, 1961. pp. 
337. $7.50. 


AN INTRODUCTION TO PSYCHOANA- 
LYTIC THEORY OF MOTIVATION. 


Walter Toman. 


New York: Pergamon Press, 1960. pp. 
355. $9. 


Szasz assumes that there is no such 
thing as “mental illness” even though in 
the last section of his book he writes of 
mental illness without quotation marks, 
and without talking about its being a 
myth. According to Szasz, instead of men- 
tal illness and neurotics and psychotics, 
there are only people who suffer from dis- 
abilities of living, from not knowing the 
appropriate rules of the appropriate games, 
who communicate badly, or who attempt 
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to cheat and impersonate. The hysteric, in 
order to coerce, impersonates the role of 
the physically ill. Those who do psycho- 
therapy under the illusion that they are 
treating sick people, instead of people who 
suffer from disabilities of living, are like- 
wise impersonators: they impersonate the 
physician, pretending that they treat ail- 
ments which are biochemical happenings 
rather than situations that are willed by 
the actors for selfish motives. 

In order to understand the genesis and 
development of what is mistakenly called 
mental illness, no attempt to understand 
mental life in terms of biology or instinct 
is necessary. The problems of man have 
to do with values, games (in the sense of 
G. H. Mead, not van Neumann), or with 
communications, and with material that is 
almost entirely learned. Psychoanalysis has 
to deal with ways of learning and masses 
of learned material, rather than with the 
interplay of experience and innate mech- 
anisms. So, sociology and anthropology 
are the basic sciences of man, with psy- 
chology a secondary and derived science. 
Infancy and childhood are not so impor- 
tant as they were thought to be. The bio- 
logical forces that are operative within the 
model of classic psychoanalysis are unnec- 
essary. Psychology itself is strictly culture- 
bound, because of the role of values in the 
determination of human action. Szasz’s at- 
tempt is to develop a theory of human 
maladaptive behavior without reference to 
the central role of anxiety and of mech- 
anisms of defense. What he comes out with 
is an explanation in terms of learning, a 
classification of human behavior in terms 
of rule-following and role-playing, and of 
types of communication. 

This book provides an interesting exam- 
ple of the kind of theorizing that results if 
an analyst like Szasz discards the classic 
Freudian framework and attempts to jus- 
tify the new position. However, he errs in 
his claim that his material and reasoning 
invalidate Freudian theory. What he pre- 
sents is not a refutation but an alternate 
mode of conceptualization based on as- 
sumptions that are contrary to those of 
classic psychoanalysis. Since Szasz stresses 
assumptions rather than factual findings, 
his conclusions, which are analytic rather 
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than synthetic, will not carry conviction 
any Freudian; nor could Szasz hi 
cept a position like the Freudian, whig 
incompatible with and indeed not in @ 
same universe of scientific discourse 
few quotations from Szasz may ill 
this: 
The psychoanalytic theory of man © 
fashioned after the causal-determii 
model of classical physics. . . . Examin 
of much of modern psychiatric th 
discloses the fundamental role of antecede 
historical events as alleged determinants 
subsequent behavior. The psychoanalyti¢ 
theory of behavior is, therefore, a sp 
of historicism. As long as this type off 
planation is considered satisfactory, 
is no need for other types of explanai 
such as will be presented in this book, 
should be kept in mind, in this conne 
that historicist theories of behavior 
clude explanations of valuation, choice, 
responsibility in human affairs. . . 
crucial similarity between Marxism i 
classical psychoanalysis lies in the sel 
of a single type of antecedent cau 
sufficient explanation of virtually all | 
sequent human events. In Marxism, hun 
nature and conduct are determined by 
nomic conditions; in psychoanalysis 
are determined by family-historical ( 
psychological) factors. . . . But whe 
past is, in fact, so powerful a deter 
of future human actions as it is of 
physical events is a moot question. 
by no means the established fact that 
claimed it was. This unsupported—am 
submit, false—theory of personal CO 
has become widely accepted in our p 
day. It even has received legal approv: 
to speak, by the American criminal $ 
that codify certain types of actions aS 
tentially the results of “mental illnes 
(pp. 4-5). 
. so-called psychological phen 
—such as bodily complaints and so-@ 
physical phenomena—such as anatomi 
biochemical alterations, have been 
posed as though they constituted two 
of the same coin. . . . I believe that 
view is false. We shall not regard the 
tionship between the psychological a 
pee as a relationship between tY 
erent types of events or occurrence 
shall rather consider it to be akin t 
different modes of representation OF 
guage (p. 83). , 
The ae of mind and body as | 
aspects of the same coin must be Ci 
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trasted with the model of hierarchical or- 
ganization, according to which physical 
organization is the most basic level, bio- 
logical organization is superordinate to it, 
while psychological and social levels con- 
stitute increasingly higher orders of systems 
(p. 103). 

In the case of hysteria, for example, 
Freud himself emphasized the quasi-ra- 
tional, goal-directed nature of the proc- 


ess. . . . In brief, it is more accurate to 
regard hysteria as a lie than as a mistake 
(pp. 142-143). 


The traditional psychoanalytic theory of 
human growth likewise postulates that re- 
gressive goals are primary. Sublimation is 
considered a poor substitute; one, it is im- 
plied, that would be relinquished instantly 
if the original regressive goals were ren- 
dered (unconflictfully) attainable (p. 185). 

It seems probable that the human child 
remains dependent for so long not because 
his prolonged childhood is biologically 
given, but rather because it takes him this 
long to learn all the necessary symbols, 
rules, roles, and games which he must 
master before he can be considered a “hu- 
man being” (and not merely a biologically 
mature organism) (p. 191). 

To impersonate others is inevitable for 
children, since socially they are defined as 
nobodies (p. 245). 

. . . the loosely used concept of psychosis 
could be defined as the label that is pinned 
on those who stubbornly cling to, and 
loudly proclaim, publicly unsupported role- 
definitions (p. 249). 

Whether coercive or cooperative games 
are preferred will necessarily vary with the 
person’s attitude or taste. Accordingly, 
there may be those for whom playing the 
hysterical (or any other “psychopathologi- 
cal”) game is perfectly acceptable. There 
has been a persistent tendency in modern 
psychiatric theories to disallow this possi- 
bility. Footnote: There is a striking re- 
semblance in this regard between the psy- 
choanalytic and classical Christian attitudes 
toward humanity. Neither accepts people 
as people! Psychoanalysis accepts people as 
generally “sick” (i.e. “neurotic” or “psy- 
chotic”), whereas Christianity accepts them 
as generally “sinful” (p. 271). 

The contest between theological persecu- 
tor and witch is closely paralleled by the 
contest between institutional psychiatrist 
and involuntary mental patient. The former 
is always the victor, the latter forever the 
vanquished. The concept of mental illness 
and the social actions taken in its nam¢ 
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serve the self-secking interests of the medi- 
cal and psychiatric professions, just as the 
notion of witchcraft served the interests of 
rE theologians, acting in the name of God. 

s the theological game was the “opiate 
of the people” in EA pA so the fs y 
psychiatric game is the opiate of con- 
temporary peoples. By draining interper- 
sonal and group tensions, each game ful- 
fills the function of social tranquilization 
(p. 304). 


Szasz’s book can be wholeheartedly 
recommended to those who share his be- 
liefs and assumptions. They will hail it. It 
will convince them. And it will supply 
them with a set of conceptual tools prob- 
ably superior to others available to them. 
Those who do not share the author's as- 
sumptions might well obtain the book: 
they will be provoked by it but will see at 
first hand the implications of one of the 
few rational alternatives to Freudian the- 
ory. And perhaps they will be left with two 
of the questions that I have: Exactly what 
are the implications of Szasz’s work for 
the technique of psychoanalysis and psy- 
chotherapy, and exactly how would he ex- 
plain the details of a single obsessional rit- 
ual, any symptom, or dream in terms of 
communication, games, values, or any 
combination thereof? 


Training and status are not sound indi- 
cators of psychological ideology. Szasz, a 
physician, a psychiatrist, a professor in a 
medical school, and a psychoanalyst 
trained in one of the most medically or- 
iented of the institutes affiliated with the 
American Psychoanalytic Association, de- 
nies the reality of mental illness, the rele- 
vance of biology for an understanding of 
what he calls problems in living; favors 
therapy by nonphysicians; and relies for 
his basic theory upon anthropology and 
sociology. Toman, a psychologist and a 
professor of psychology, trained in psy- 
choanalysis at the Vienna Psychoanalytic 
Institute, probably the least medically or- 
iented of the institutes affiliated with the 
International Psychoanalyic Association, 
adheres in An Introduction to Psychoana- 
lytic Theory of Motivation to psychology 
as the basic science of man, with biologi- 
cal factors being the driving elements 
within the psychic system; believes that 
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for sociological reasons, psychoanalysts 
should be psychiatrists; and predicates that 
human behavior is predictable if one 
knows enough about the person, sees the 
history of conflicts, cathexis and counter- 
cathexis as making up the life story of an 
individual. Anxiety and desires, cathexis— 
which includes learning; countercathexis— 
which includes the mechanisms of defense 
—these are the stuff of which not only 
pathological but normal behavior is made. 
Szasz has written an occasionally angry, 
almost strident book. Toman’s book is al- 
most jovial, in places lyrical, as could be 
expected from a man who is a poet, novel- 
ist and short-story writer as well as a psy- 
chologist and psychoanalyst. Szasz’s work 
is a-Freudian; although Toman departs 
from Freud in some important instances, 
in the main his work is almost sturdily 
Freudian. Where Szasz is usually on a 
very high level of verbal abstraction, and 
the application to the concrete individual 
is usually omitted, much of Toman’s ar- 
gumentation is on the level of sensory 
data, accessible to any person who might 
be motivated to read his book. Where To- 
man becomes abstract he does so with a 
vengeance. He expresses, and I think suc- 
cessfully, in mathematical terms, such mat- 
ters as the substitution continuum and de- 
fenses, the results of the assumption that 
libido is constant not only throughout life 
but at any given time, the chances for rel- 
ative success of a marriage between any 
two people, given a knowledge of certain 
facts about themselves and their parents. 
For Szasz the aim of theory and of psy- 
chotherapy is to know and to explore the 
self. For Toman, the aim is probably ba- 
sically to cure, not only to know. These 
books are, then, almost completely op- 
posed at any point, and at all points, and 
there is no unity in their diversity. 
Toman assumes that the psychological 
structure of man is universal, found in all 
cultures, and that what is called the psy- 
chosexual phases of development and the 
conflicts which inhere in them are ubiqui- 
tous. While Toman hardly uses the word 
drive, and never instinctual impulse, there 
is no difference between his desire and the 
instinctual impulse, and he employs a 
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homeostatic model. Anxiety has a central 
role in the system, since it triggers coun- 
tercathexis. Aggression is understood as 
one of the two types of desires. Although 
they are not so called, the three primal de- 
sires correspond to the three major phases 
of libidinal development. The defenses are 
the way that man organizes the world; 
that is, they are the only psychological 
tools at his command; they are all varia- 
tions of countercathexis. Perhaps enough 
has been said to indicate that this book is 
quite within the tradition of classical psy- 
choanalysis. The author of course departs 
from Freud: Toman, it is evident, does 
not believe in the death instinct or in the 
kind of social evolution that Freud did. 
And for Toman it is not possible to de- 
duce a social system from a knowledge of 
psychic structure, and the former is not 
dependent upon the latter. A social sys- 
tem is as much a given as the physical 
world. 

The book is organized into two parts: 
“Conceptual Introduction” and “The The- 
ory at Work.” The first begins with the 
undefined notions of psychoanalysis: the 
psychological forces, drives or desires; 
then treats control of desires, object for- 
mation, anxiety, countercathexis, defenses, 
aggression, the superego and primal de- 
sires. The second part is the more tradi- 
tional and concrete. It deals with the 
phases of libidinal development: first year 
of life, early childhood, the oedipal phase, 
latency, puberty and adolescence, choice 
of profession (really, a discourse on sub- 
limation), marriage and parenthood, a sys- 
tem of psychotherapy, some general con- 
siderations about psychotherapy, and @ 
brief excerpt from a case. : 

An Introduction to Psychoanalytic The- 
ory of Motivation does a remarkable job 
on some levels. It is very closely reasoned. 
It demonstrates an overview of the mate- 
rial. It is rather like a trained-down, very 
concrete Fenichel, given the advances 1m 
ego psychology without the distraction o 
Fenichel’s formidable bibliographical aP 
paratus, and except for the mathematica: 
sections, almost in common-sense language 
although the concepts are not bee 
down. So this book can be recommende 
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wholeheartedly to those who share the 
author's faith in the assumptions and oper- 
ations of the system of classic psycho- 
analysis. They will enjoy it; it will 
strengthen their predispositions. If they 
take the trouble to master the formulas 
they may discover it fun to handle notions 
of cathexis in this manner. Those who ob- 
ject to classic psychoanalysis should know 
this book, too, because it is such a straight- 
forward presentation, because of its clar- 
ity, and because the author takes up many 
of the issues on which there has been di- 
vergence from classic psychoanalysis. 

In my judgment, Toman’s book would 
make an excellent textbook for a course 
in psychoanalytic personality development 
and psychoanalytic theory. I do not believe 
that it will be too useful to the general 
public. In spite of its seeming simplicity, 
the book is too rigorous and too complex 
except for those who already have a sub- 
stantial mastery of the field; others will 
need to read it under circumstances that 
permit its discussion. 

SIDNEY AXELRAD 


THE COUCH AND THE CIRCLE. 
Hyman Spotnitz, M.D. 
New York: Knopf, 1961. pp. 274. $4.50. 


Someone like this reviewer, who has 
worked for over twenty years with com- 
munity and clinical groups and has taught 
and read much on group work and group 
therapy, is often disappointed by the 
naiveté of those who have only recently 
discovered the use of the group as a valu- 
able treatment tool. So much more re- 
freshing is it to find a book that is written 
by someone who is enthusiastic, knowl- 
edgeable, and honest with himself as a 
therapist. This book by Dr. Spotnitz is 
beautifully clear and understandable in its 
language. It avoids the jargon we find too 
frequently in professional literature. 

Dr. Spotnitz describes vividly his own 
practice and lets patients and therapist be 
seen in their interaction. The book is not 
only a case presentation. In great depth it 
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incorporates understanding of individuals 
in their social relationships. 

Dr. Spotnitz calls his method “analytic 
group therapy.” He realizes that the group 
is not the same as a sum of individuals 
and includes much understanding of work- 
ing with the individual and the total group. 
His writing is honest and to the point. He 
Starts out by saying: 


I like to work with one patient at a time, 
and I like to work with a group. These are 
basically different procedures, but, in my 
opinion, both are needed. Some persons 
require individual treatment; others do bet- 
ter in a group. And some need both ex- 
periences—combined treatment (pp. 3 and 
4). 


Dr. Spotnitz lets the reader learn about 
the criteria he uses for referring patients 
to groups; the reality of working through 
of sibling rivalries; the trying out of new 
relationships under the therapist’s control; 
the sharing of a significant person, the 
therapist, with others. As does any good 
group worker, he also knows when the 
group is not helpful, for instance, when 
disturbance occurred in early infancy. 

Dr. Spotnitz describes especially vividly 
the excitement that anyone who works 
with groups has felt, namely, the reality of 
the group situation and its special thera- 
peutic impact: “Communications of a 
therapy group tend to accentuate the uni- 
versal and the commonplace in human 
existence” (p. 105). 

He lets the reader experience with him 
the new and different discoveries made in 
trying group treatment, such as the realiza- 
tion that group members support one an- 
other in strength as well as that they limit 
one another. They can pull the therapist 
out of his seeming “omnipotence” of the 
individual interview. He describes the pa- 
tient who for the first time dared to blame 
him for something instead of only blaming 
herself; “Exposure to the other group 
members’ less reverent attitudes to me had 
made it possible for her to enjoy it” (p. 
17). 

He allows the reader to see the difficulty 
the therapist encounters when he realizes 
that he is a much more real person to the 
patient in group situations than in indi- 
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vidual situations. All through the book he 
shows similarities between individual and 
group treatment because of their common 
understanding and philosophy, but he does 
not gloss over the differences either in ap- 
proach or in the feelings of the therapist 
who is using the two methods. 

Dr. Spotnitz discusses the constant need 
for evaluation, which must continue all 
during the treatment. He does not con- 
sider therapy necessary for everybody: “I 
do not recommend therapy to a person 
who feels he can get along without it. 
Some professional advice or a change of 
scene or activity may suffice to alleviate a 
mild disturbance” (p. 109). 

With a delightful sense of humor he de- 
scribes a patient who recovered before he 
had even seen her, just because she real- 
ized that she had been referred to a psy- 
chiatrist. He adds, “This is enough to de- 
flate the ego of any psychiatrist” (p. 193). 

Yet the book is not flippant. It shows 
serious consideration of those who suffer 
and a deep respect for them. When Dr. 
Spotnitz, for instance, discusses confiden- 
tiality in a group, he says simply, “My 
group members have never betrayed the 
trust I place in them as assistant thera- 
pists” (p. 190). He also allows patients to 
choose whether or not they want to try 
group therapy, and does not feel that he 
can always tell people what is best for 
them. 

Most refreshing in this book is the com- 
plete absence of a dogmatic approach, Dr. 
Spotnitz shows respect for different kinds 
of theories and methods that have been 
tried to help people in distress. His method 


parlaat all techniques that he finds help- 
ul: 


I try to find out what the individual pa- 
tient needs and treat him accordingly. I 
have heard myself described as a follower 
of Freud, Adler, Sullivan, Rank, Stekel, 
Theodor Reik, Wilhelm Reich, and others. 
I was referred to as a follower of Carl 
Rogers before I had any knowledge of his 
concepts or procedures (p. 240). 


Dr. Spotnitz recognizes that each pro- 
fession in the psychiatric field has its spe- 
cific responsibility but that each can learn 
from the other: “Some of the knowledge 
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of each team member rubs off on his part- 
ners as they cooperate in treatment” (p. 
228). 

His flexible way of working is indicated 
when he discusses the question of whether 
the same therapist can work with patients 
individually whom he also has in group 
treatment. He does this also according to 
the need of the individual patient, not ac- 
cording to a preconceived idea: 


The prospective group member explores 
his problems to some extent in private dis- 
cussions with his therapist, and may also 
consult him alone from time to time after 
entering the group. But individual sessions 
of this nature are an adjunct to the group 
treatment, few in number, and are rarely 
conducted on a regular and systematic 
basis (p. 126). 


It is interesting that he mentions indi- 
vidual treatment as an adjunct to the 
group treatment, something that has been 
seldom recognized in the psychiatric field. 

He also discusses the training of psy- 
choanalysts for this method. Social work- 
ers, who have made a great contribution 
in having developed the two methods, 
casework and group work, in helping peo- 
ple to work with problems in social rela- 
tionships, but who struggle with educa- 
tion for social work practice, might ponder 
Spotnitz’s discussion of education in psy- 
choanalysis and his suggestion that there 
not be a too sharp distinction between the 
education for individual treatment and for 
group work: 


Psychoanalytic institutes have tried for 
many years to define the “ideal” person- 
ality for the field. Thus far, they have not 
had much success cither in figuring out 
the kind of person they should turn out 
or in predicting the effectiveness of those 
they do turn out, or turn down for train- 
ing. Some of their rejected candidates have 
emerged as outstanding psychotherapists; 
Others who underwent the training process 
relatively quickly have become competent 
and upright practitioners but without much 
intuitive ception of the problems of 
severely disturbed patients, Knowledge aC- 
quired through suffering and experience 1M 
mastering their own difficulties equip some 
Persons with special awareness of the hu- 
man organism's capacity for recovery and 
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a facility for helping it do so. 

Individual psychoanalysis, successfully 
completed, is generally accepted as ade- 
quate personality training for those enter- 
ing group practice. However, there is grow- 
ing recognition of the desirability of a 
group training or treatment experience. 
Eventually, this too will probably be re- 
quired. A higher degree of emotional 
preparation is needed to conduct analytic 
psychotherapy comfortably in a group than 
in individual practice. 


In his last chapter Spotnitz discusses 
with a group of experts of different pro- 
fessions the use of group therapy. All of 
them find certain approaches especially 
helpful. He again summarizes his position 
without prejudgment: 


It is becoming increasingly clear that, in 
any course of treatment, the development of 
an emotional relationship which produces 
feelings of health and maturity is the es- 
sential curative factor. Each of the methods 
employed provides a different set of keys 
to unlock those feelings. It is my impres- 
sion that we will eventually be able to 
create a few master keys that could be 
wielded comfortably and effectively by all 
of the persons who treat or counsel, on be- 
half of all of those who need their serv- 
ices. After we have learned how to use 
these master keys efficiently, we may dis- 
card some of our present ones. Until then, 
however, all of our present keys may prove 
to be indispensable. 


The excerpts can give only the taste of 

a book that is full of significant content, 

that reads easily, and that allows the 

reader to think, This book is highly rec- 

ommended for all those who practice in 
the clinical field. 

GISELA KONOPKA 


THE FAMILY: A FOCAL POINT IN HEALTH 
EDUCATION. 


Edited by lago Galdston, M.D. 


New York: International Universities Press, 
1961. pp. 216. $3. 


This volume of a dozen papers offers 
evidence of the vitality of the Eastern 
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States Health Education Conference spon- 
sored by the New York Academy of Med- 
icine in 1956. Its theme provided an 
opportunity for sharing among many dis- 
ciplines currently interested in family dy- 
namics and health education. In the words 
of Dr. Galdston, “The family is viewed, 
analyzed and described from several per- 
spectives—constitutional, that is composi- 
tionwise; psychological as the ‘familial 
organism’; ethnically and anthropologi- 
cally . . . ; and, also, from the practical 
level of how the family can be helped to 
maintain stability and effectiveness.” 

The volume begins appropriately with a 
“Profile of the American Family” by Ed- 
ward A. Lew. From the vast amount of 
statistical material available he has se- 
lected with discernment a series of highly 
pertinent facts, These are presented by 
useful tables and graphs and a highly com- 
pressed meaningful text reporting on fac- 
tors such as the following: increase in 
marriages, lowering of the marriage age 
for both men and women, increase in mar- 
ried women in the labor force, and the 
diminishing problem of orphanhood. The 
chapter provides an extremely useful set 
of materials for the professional person. 

Dr. Nathan Ackerman in “Psychologi- 
cal Dynamics of the Familial Organism” 
exhorts his fellow psychiatrists “to move 
beyond the restrictions of exclusive con- 
cern with individual personality to engage 
in studies of the family as a unit.” Using 
brief case illustrations, he extracts princi- 
ples of marital interaction and family diag- 
nosis, and dimensions for studying the 
interrelations of individual behavior and 
family relationships. He emphasizes family 
role as the bridge between internal proc- 
esses and personality and the group pat- 
tern of the family, and stresses also the 
concept of family identity. This is a pro- 
vocative paper which in its necessarily 
brief compass is unable to elaborate on 
the many difficult problems which must 
be faced if the social science and other 
formulations emphasized are to be trans- 
lated into the day-to-day practice of diag- 
nosis and treatment of the familial organ- 
ism. 

Dr. Gerald Caplan in the succeeding 
paper shares his past experiences in multi- 
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disciplinary research as well as that of a 
current project at the Harvard School of 
Public Health. The purpose of this project 
is to study the range of ways in which 
families handle certain common crises, 
with emphasis on the interaction of the 
family and the caretaking agents mobilized 
during the crisis period. Premature birth, 
congenital anomaly and tuberculosis were 
selected for study as three types of haz- 
ardous circumstances. An awareness of 
problems in securing valid and meaningful 
research data led to the devising of formu- 
lations of “family life style” and “‘inter- 
mediate problem-solving mechanisms” to 
assist in grouping and analyzing data. The 
case material illustrates the impact of ill- 
ness as well as the recuperative powers of 
the individual and the family. It elicits the 
reader’s strong interest in the completed 
study, which seeks data on fifty families. 

Distinctive contributions are presented 
in brief compass from four educational 
areas: “Education for Personal and Fa- 
milial Living,’ “Education for Parent- 
hood,” “The Family and the Physician” and 
“Social Work and the Family” by Wallace 
C. Fulton, Hazel Corbin, Duncan W. Clark 
and Virginia Bellsmith respectively. 

By means of a historical survey and 
brief reports on recent research Mr. Ful- 
ton documents his belief in the value of 
the formal course in the college curricu- 
lum as contributing to preparation for 
marriage in modern society. Miss Corbin 
compares the goals of saving the life of 
mother and child which dominated prewar 
classes in health education for mothers 
with more recent objectives of promoting 
positive physical and mental health, She 
credits the current demands of expectant 
mothers and fathers for this shift in em- 
phasis, which includes all members of the 
family. Dr. Clark reports on current de- 
velopments in the curricula of medical 
schools which include practical as well as 
theoretical studies of the family in health 
and in illness. The importance of educat- 
ing a family-oriented physician is elabo- 
rated. Mrs. Bellsmith reaffirms the tradi- 
tional social work responsibility for the 
family and stresses the dual concern for 
basic maintenance and social well-being. 
Reference is made to the three basic social 
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work skills which offer potentiality for in- 
creased and enriched services particularly 
in the medical setting. These papers make 
clear the heightened sensitivity of the edu- 
cator to family needs and give evidence of 
creativity in formulating educational ex- 
periences to meet them. 

Dr. George A. Silver in “Family Health 
Maintenance” reports on a demonstration 
at Montefiore Hospital in New York un- 
der the joint auspices of the Columbia 
University College of Physicians and Sur- 
geons and the Community Service Society. 
The function of this project “is to offer 
guidance and support in advance of family 
breakdown, to prevent disaster, and to 
promote healthy family relationships.” In 
addition to the physician, the health team 
is composed of a social worker and public 
health nurse to fill the social role the doc- 
tor abandoned when he became a scientist. 
The team approach is flexible and experi- 
mental and is infused with a mental hy- 
giene approach. The reader is led to look 
forward to the final analysis and report on 
the rich materials assembled in this proj- 
ect. 

The book closes with three papers pre- 
senting contributions of the social sciences 
to family health education. Dr. Fred R. 
Eggan in “Anthropology of the American 
Family” considers the family as a cultural 
unit, a part of the social system. His case 
material illustrates different patterns of 
family life “variations which give us a 
potential laboratory in which to study dif- 
ferent kinds of problems” including those 
present in our own society. Dr. Marvin K. 
Opler in “Ethnic Differences in Behavior 
and Health Practice” traces the history of 
the concept of cultural process and its re- 
lationship with illness as made clear by 
varying attitudes held by different ethnic 
groups. Through case material he illus- 
trates how the European culture exerts its 
influence on first generation Americans 19 
terms of their potentiality to use opportu 
nities for medical care. He is aware of the 
complexity of these problems, the solu- 
tion of which is not solely within the prov- 
ince of any one discipline. < 

Dr. Morris Zelditch, Jr., in “Social Dif- 
ferences in Health Practices,” uses thé 
model of the social system of which the 
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family is a special case for identifying so- 
cial class differences in families and their 
attitudes. Factors such as level of infor- 
mation, appraisal of symptoms, and atti- 
tudes toward health practitioners are 
found to vary and thus make for differ- 
ences in the use of medical resources. 
These variables provide stimulating mate- 
rial for the health educator, which could 
be extended in terms of his own social 
class identification. 

The many perspectives reported in this 
volume hold the potentiality for negative 
reactions from the practitioner be he phy- 
sician, social worker or educator. He may 
feel that the concept of the “familial or- 
ganism” has assumed a complexity which 
takes its understanding out of his own nec- 
essarily limited compass. Or he may re- 
treat into the stereotype which holds that 
all this new language adds little or nothing 
to what the practitioner of three decades 
ago knew anyway. It would be an error 
to permit oneself the use of either path of 
escape. The intuitive skills of the practi- 
tioner must be related to and tested against 
new formulations and research findings. 
Only through such a process with its de- 
mand of giving up practices proven to lack 
validity are the pitfalls of intuitive error 
avoided. This volume offers good materials 
for facilitating this process. 

Tessie D. BERKMAN 


EXPLORING THE BASE FOR FAMILY THER- 
APY: PAPERS FROM THE M. ROBERT GOM- 
BERG MEMORIAL CONFERENCE. 


Edited by Nathan W. Ackerman, M.D., 
Frances L. Beatman, and Sanford N. Sher- 
man. 


New York: Family Service Association of 
America, 1961. pp. 159. $4. 


Many readers of this JOURNAL will recall 
our shock at the sudden death in mid- 
career of Robert Gomberg, who served as 
executive director of the Jewish Family 
Service of New York. As a memorial to 
him, a group of friends and colleagues ar- 
ranged an interdisciplinary conference on 
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the theme of family therapy, held in New 
York in June 1960. The present small vol- 
ume is a compilation of the papers pre- 
sented at this meeting. Since, even on 
short acquaintance, Dr. Gomberg was vis- 
ibly an articulate and sophisticated man, 
and interdisciplinary workshops so often 
are not, the book was opened by the re- 
viewer with some resistance. Perhaps the 
more so because of this, the book is, in 
fact, a pleasant surprise. It is generally 
well written, nearly all of the papers con- 
tain useful ideas, and the editing has 
yielded both clarity in organization and 
conciseness in expression. As is to be ex- 
pected, the quality of the contributions is 
uneven, Nevertheless, there are four or 
five papers that fully justify the volume’s 
existence. 

Weston LaBarre begins the volume with 
a statement of certain basic anthropologi- 
cal concepts about the human family. This 
is followed by Sherman’s outline of the 
development from the side of social case- 
work. Jackson and Satir offer a historical 
overview of the evolution toward this 
treatment approach in psychiatry, in a 
chapter noteworthy for its forthright cri- 
tique of the monadism (one might have 
added, solipsism) of earlier Freudian the- 
ory, which crippled its ability to lead in 
this direction. 

There follows then a group of papers 
likely to be of the greater interest to those 
currently engaged in treating families. 
Ackerman describes something of his own 
conception and method, moving from the 
standpoint of family conflict. Mitchell, 
writing as a caseworker, notes some of the 
difficulties in family interviewing as well 
as its values, and succeeds in evoking help- 
ful images with thumbnail sketches of typ- 
ical constellations and treatment patterns, 
while remaining modest in her statements 
of theory. To this reviewer, however, the 
most engaging paper is that by Lyman 
Wynne on “family alignments and splits” 
in the course of therapy. His approach, 
which is reminiscent of those of Sullivan 
and certain English writers, seems the 
most promising for future theoretical de- 
velopment. Wynne seems to have the abil- 
ity to think in terms of shifting constella- 
tions of forces; consequently, his concepts 
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offer the greatest probability of providing 
a theory of therapy with the widest gen- 
erality—i.e., independent of the nature of 
the particular family being treated. For, 
as all authors seem to be aware, the need 
is for concepts both more precise and 
more dynamic than a structural term like 
“role,” which can also say something more 
useful than that “families tend toward 
equilibria.” 

Other papers include a statement on 
preventive work by Beatman, and a 
charming discussion of the problem of do- 
ing epidemiological work by Iago Gald- 
ston. Gregory Bateson has sketched some 
ideas on the “biosocial integration of be- 
havior” which this reviewer found exces- 
sively logical. 

The book is recommended as a useful 
basis for staff discussion in family agencies 
and those psychiatric facilities heavily in- 
volved with relatives, even if formal fam- 
ily therapy is not currently being at- 
tempted. 


NORMAN A. POLANSKY 


THE CONDUCT OF SEX: BIOLOGY AND 
ETHICS OF SEX AND PARENTHOOD IN 
MODERN LIFE. 


Lawrence K. Frank. 
New York: Morrow, 1961. pp. 192. $4. 


This book presents an interesting analy- 
sis of the evolution of sexual attitudes and 
behavioral patterning in our society. The 
preface states that “the declining authority 
behind our traditional moral code presents 
a challenging situation, in which we need 
new understanding and insights, and an 
awareness of the profound alterations 
that are taking place in the status and 
roles of women, marriage, and family liv- 
ing, and in parenthood.” 

The author distinguishes between moral- 
ity as a set of authoritative rules, ex- 
pressed, for the most part, in a series of 
prohibitions, which have been concerned 
primarily with ordering and regulating hu- 
man behavior in the interest of establish- 
ing and maintaining the social order, 
where, the individual person is of signifi- 

cance primarily in terms of his acceptance 
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and capacity to maintain that social oF 
and an ethical orientation, where conces 
is with discovering the meaning and | 
nificance of human action, both for @ 
actor and the person, or persons, who w 
be affected by that actor. The ethical Of 
ientation is said to be founded on a oj 
cern for what one’s actions will mean ¢ 
do to others. An ethical action is one 
rejects the use of another person as an 
strument to be used or coerced for 
purpose, no matter how socially des 
that purpose may seem. Mr. Frank 
the hope for the future in the developmy 
of an ethical orientation which reco 
the responsible role and the rights of 
men and women, as well as the childre 
whom they create. He seeks to utilize 
“immense possibilities for psychologica 
and human fulfilment through human s 
uality,” rather than attempting to m 
tain pragmatic control of sexual behavior 
Sexual expression is seen primarily as 
interpersonal association in and for W 
“sexual functioning may provide the n 
intimate and effective mode of commi 
cation.” 
The author states that the book is 1 
intended as an attack upon the oppon 
of birth control, but rather as a stateme’ 
of some aspects of sex practices and CO 
duct which current controversies overl 
or are ignoring. Early man was conce 
about enlarging his numbers, whereas, 
day, biologists and agriculturalists ca 
us against overpopulation and shortages © 
food and natural resources. The survit 
of the species through reproduction” 
maximum numbers is no longer a prim 
determinant of sexual behavior. The 
nomic aspects of family living have 
tered. Childbearing is costly and calls 
budgeting and thoughtful planning. 
structure of the family has changed, 
the large family no longer brings econo 
benefits, but increased economic and 
cial requirements. The emergence of 
creasing respect for individual rights 
removed woman from a subordinate p! 
in marriage to that of an equal and act 
participant with interests and strivings 
significant as those of each member OFF 
family. The family becomes a more VOMI 
tarily integrated group, in which there 
increased opportunities for personal devet 
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opment and satisfactions for each member. 
This is a courageous and thoughtful so- 
ciological analysis which will be read with 
real interest both by those who support 
and those who would oppose Mr. Frank’s 

suggestions. 
J. FRANKLIN ROBINSON 


EMOTIONAL PROBLEMS OF THE STU- 
DENT. 


Graham B. Blaine, Jr., M.D., and Charles 
C. McArthur, Ph.D., with twelve contribut- 
ing authors. 


New York: Appleton-Century-Crofts, 1961. 
pp. 254. $4.95. 


This volume contains much interesting 
material on the emotional ills that beset 
the college student of today. International 
tensions, population pressures, and the in- 
creasing technological modifications of liv- 
ing impinge upon the adolescent at this 
time to produce, we may suspect, prob- 
lems which differ from those encountered 
in past times of quietude. The results of 
such influences are delineated in this book, 
which treats in extensive detail many of 
the disorders found in that segment of the 
college population seen by psychothera- 
pists. 

The introduction, by Erik H. Erikson, 
strikes an acceptably Harvardian note by 
examining the nature of William James’ 
neurotic behavior in the light of Erikson’s 
modification of Freud’s identification con- 
flict which he has called “the identity 
crisis.” In this reviewer’s experience the 
term “crisis” leaves out much that might 
well be included in describing the identifi- 
cation conflict. Its limitations are patent in 
Erikson’s own struggle to make James’ 
neurotic behavior over a period of years 
fit the concept of “crisis.” Tautologically, 
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he calls what was merely successive out- 
breaks of James’ identification conflict a 
“prolonged identity crisis.” 

Like every collection of essays by dif- 
ferent writers, this book is uneven in style, 
content, and practical application. The 
Opening chapter by Farnsworth and Mun- 
ter is a comprehensive and well-written 
treatise on the role of a college psychia- 
trist. The delicate problem of faculty coun- 
seling is treated in a tactful fashion by Dal- 
rymple. 

junior editor contributes largely to 
this volume, setting forth in somewhat ten- 
dentious detail the activities of the psy- 
chologist. The common neuroses of stu- 
dents and the character disorders, includ- 
ing homosexuality, found among them are 
well described and their effect or their in- 
fluence on the college community sug- 
gested. Dr. Gaylord Coon writes with a 
light touch and with sympathy on the 
acute psychoses, depression and elation. 
Temby examines the problem of suicide 
in the academic setting with careful exac- 
titude. An outstanding contribution to col- 
lege psychiatry is to be found in Walter’s 
essay on student apathy, while Binger sets 
forth a sensitive and philosophical study 
of college women. Nelson's careful exam- 
ination of the problems of graduate stu- 
dents should be read by every dean of a 
graduate school. The essays of Babcock, 
Bojar, and Blaine on the problems of stu- 
dents in business school, medical school, 
and in the undergraduate years, and the 
treatment of these disorders, are worthy of 
careful reading. 

As the demand for college education in- 
creases, we can anticipate the appearance 
of increasing numbers of students with 
the problems described in this volume. It 
is a valuable contribution and a worthy 
successor to the original and unique con- 
tribution made by Clement C. Fry of Yale 
University a quarter of a century ago. 

HERBERT I. HARRIS 


NOTES AND COMMENTS 


FORTIETH ANNUAL MEETING 
Hotels Shoreham and Park Sheraton 
Washington, D.C. 

March 6, 7, 8, 9, 1963 


Plans are under way for the Associa- 
tion’s first meeting in the Nation’s Capital. 
The Program Committee is in the process 
of planning a joint session with the World 
Federation for Mental Health which will 
open the sessions on Wednesday evening, 
March 6. 

All sessions both in the morning and 
afternoon on Thursday, March 7, will be 
devoted to the single theme “The Con- 
tribution of Behavioral Scientists to Cop- 
ing with Current Issues of Human Sur- 
vival.” Among speakers who have already 
accepted an invitation to present are: 
Charles Osgood, Ph.D., President-Elect of 
the American Psychological Association; 
Dr. Bryant M. Wedge; Gerald Peal of the 
Scientific American; Sibylle Escalona, 
Ph.D.; Milton Schwebel, Ph.D.; Morton 
Deutsch, Ph.D., and many others who 
have a major contribution to offer in this 
content area. 

The Presidential Session will be held on 
Thursday evening, March 7. 

The central theme of the three-day ses- 
sions is “The Problem of Stress.” Well 
over 200 abstracts are now being reviewed 
by the Program Committee. A wide range 
of proposals has been suggested for sym- 
posia and workshops. Many of the ab- 
stracts offer groupings of material around 
developing programs in residential treat- 
ment, group therapy, family approaches, 
follow-up studies of clinical services, learn- 

ing problems and broad aspects of com- 
munity mental health services. 

The latter theme—development of com- 
munity mental health services—appears to 
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follow logically from the emphasis on this 
theme in the 1962 program, It relates as 
well to the continued consideration being 
given by the Board and committees, as 
well as by other major organizations in 
the field, to the report and recommenda- 
tions of the Joint Commission on Mental 
Health and Illness. 

We look forward to provocative and 
stimulating sessions at the Association’s 
Fortieth Annual Meeting. 

Edward D. Greenwood, M.D. 


THIRTY-NINTH ANNUAL MEETING 
Hotel Biltmore, Los Angeles 
March 21, 22, 23, 24, 1962 


Our second Annual Meeting program 
on the West Coast—our first meeting in 
Los Angeles—was received with enthusi- 
asm. Registration was slightly over 3600, 
with 464 members registered. 

There was considerable interest in the 
single day theme of the first day of the 
meeting, “Action Program for Community 
Mental Health.” We regret that Dr. Paul 
Sivadon, scheduled to speak in the open- 
ing joint session with the World Federa- 
tion for Mental Health, could not attend 
because of illness. Dr. Eric Cunningham 
Dax from Australia graciously interrupte 
a World Health Organization assignment 
and flew from Malaya to substitute for 
Dr. Sivadon. 

Registrants came from 41 states, Can- 
ada and Australia. Los Angeleans num- 
bered 904 and other parts of California 
were represented by 1467. One-fifth of the 
nonmembers registered represented profes- 
sional disciplines predominant in the As- 
sociation membership. 

Major professional groups attending the 
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meeting as indicated on registration cards 
were: 


Psychiatry 605 
Psychology 550 
Social work 948 
Educators-teachers 376 
Nurses 145 
M.D.’s-physicians 91 
Therapists 42 
Sociologists 24 
Pediatricians 18 
Anthropologists Zz 
Gynecologists 3 


Fifty-six different practice settings were 
listed by registrants, Major settings were: 


Public schools 269 
University 236 
Child guidance clinic 187 
State hospital 134 
State mental health services 120 
Private practice 96 
Family service agency 95 
Child care and placement 

services 92 


The number of registrants from state 
hospital settings is markedly larger than 
that seen in previous Annual Meetings. 

Response to the meeting to date has 
been consistently enthusiastic. One at- 
tendee writes, “The conference was inspir- 
ing and educational”; another writes, “I 
enjoyed the meeting to the nth degree.” 
Yesterday, I was still recalling to psychia- 
tric students what an outstanding wealth 
of material was presented—it was an edu- 
cation which I shall long remember. 

Fritz Redl, Ph.D. 


At the 1962 Business Meeting the fol- 
lowing officers were elected: Edward D. 
Greenwood, M.D., President; Robert L. 
Stubblefield, M.D., Vice-President; Irvin 
B. Schwartz, Treasurer; Gisela Konopka, 
D.S.W., President-Elect. New Directors 
are Irving N. Berlin, M.D., Alfred M. 
Freedman, M.D., Jules Henry, Ph.D. (ex 
officio), A. William Hire, Ed.D., Norman 
V. Lourie, Fritz Redl, Ph.D. (ex officio), 
Robert L. Schaeffer, Grace Weyker, and 
Velma G. Wood. 


Members of the Nominating Committee 
for 1963 are Kathryn Barclay, Chairman; 


755 


Fritz Redl, Ph.D. (ex officio), Chester R. 
Dietz, M.D., Roberta Foster, Marjorie 
Harle, Robert P. Kemble, M.D., Peter B. 
Neubauer, M.D., and Frederick Wyatt, 
Ph.D. 


New Life Members are: Mary Grace 
Arthur, Ph.D., Caroline J. Berlin, Dorothy 
L. Brinker, Lawrence K. Frank, Frances 
Harrison, Elizabeth M. Hincks, Ph.D., 
Ethel Kawin, Edward Liss, M.D., Donah 
B. Lithauer, Frederick L. Patry, M.D., and 
Douglas Spencer, Ph.D. 


THE NEW EDITOR 


We are very happy to report that Dr. 
Leon Eisenberg, Professor of Child Psy- 
chiatry at the Johns Hopkins University 
School of Medicine and a member of the 
Editorial Board of THE JOURNAL, will be 
its new Editor, beginning with the Janu- 
ary 1963 issue. 


GENERAL 


An annotated bibliography on the 
“Multi-Problem Family” is being prepared 
by Benjamin Schlesinger, Ph.D., Assistant 
Professor, School of Social Work, Univer- 
sity of Toronto, Toronto 5, Ontario, 
Canada, which will be ready by the end 
of 1962 and will be printed and distrib- 
uted by the University of Toronto Press. 
Dr. Schlesinger plans to include articles, 
books, theses, mimeographed materials, 
speeches, and projects on the topic. The 
following countries will be included: Aus- 
tralia, Canada, England, Holland, and the 
United States. He asks that any relevant 
material be sent to him (reading lists, re- 
ports, project outlines, reprints, thesis ab- 
stracts, etc.); if payment is required, please 
let him know the cost. 


The American Public Health Associa- 
tion (1790 Broadway, New York 19) will 
hold its 90th Annual Meeting at Miami 
Beach, Florida, October 15-19. Registra- 
tion, exhibits and press headquarters will 
be in the Hotel Fontainebleau. More than 
60 related health organizations will meet 
concurrently. Highlights of the sessions 
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will include presentation of major annual 
awards in public health—the Bronfman 
Prizes for Public Health Achievement and 
the Sedgwick Memorial Medal for distin- 
guished service to public health. 


The Eighth Congress of the Interameri- 
can Society for Psychology, scheduled for 
April 2 to 6, 1963, will be held at Mar La 
Plata, Argentina, under the sponsorship of 
La Plata University. Arrangements have 
been made to publish the proceedings of 
the Seventh Congress of the Society, held 
in Mexico City, December 1961. For de- 
tails write to Dr. Victor D. Sanua, Execu- 
tive Secretary for North America, Yeshiva 
University, 110 West 57th St., New York 
19, 


The Second European Congress of 
Child Psychiatry, organized by the Union 
of European Pedopsychiatrists, will be held 
in Rome, May 31 to June 4, 1963. The 
general topic of the Congress will be 
“Character Disorders in Childhood and 
Adolescence.” with reports by eight Euro- 
pean specialists. There will be round table 
discussions on 1) “Follow-up of Child Psy- 
choses,” 2) “Language Troubles and De- 
velopment of Intellectual and Extralin- 
guistic Functions,” and 3) “Family Men- 
tal Deficiency.” For details write to the 
Secretary of the Congress, C.P. 7130, 
Roma Nomentano, Rome, Italy. 


Winners of the $300 Clement Staff Me- 
morial Essay Award for 1961 are Harold 
F. Searles, M.D., for his paper, “Schizo- 
phrenic Communication,” and Julian 
Wohl, Ph.D., for “A Critique of the Real- 
ity Concept.” The Clement Staff Essay 
Competition is sponsored by the National 
Psychological Association for Psychoan- 
alysis, Inc. 


Jules Schrager has left Baylor Univer- 
sity to take up his new duties as Assist- 
ant Director of the Department of Social 
Work, University Medical Center, Ann 
Arbor, Michigan. In that position he will 
also carry a joint appointment in the Grad- 
uate School of Social Work and the Col- 
lege of Medicine at a of Assistant 


Professor. 
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Copies of Case Work with Adolescents, 
the 50th Anniversary Institute on Adoles- 
cence of the Scholarship and Guidance 
Association, are available at $1.50 each 
from the Association, 205 W. Wacker 
Drive, Chicago 6, Ill.. 


The Bank Street College of Education 
announces the publication of Integration 
of Mental Health Concepts with the Hu- 
man Relations Professions, the proceed- 
ings of a lecture series given as a memorial 
to the late Dr. Ruth Kotinsky. Available 
at $2 per copy from the College, 69 Bank 
St., New York 14. 


The new fourth edition of Mental Ill- ` 
ness: A Guide for the Family by Edith M. 
Stern is available at 50 cents per copy 
from the National Association for Mental 
Health, 10 Columbus Circle, New York 
19, or from local mental health associa- 
tion offices. It traces major trends in treat- 
ment and changes in attitudes toward men- 
tal illness over the past 20 years and gives 
advice to the families of mental patients. 
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Our New Editor: 
LEON EISENBERG, M.D. 


THE AMERICAN JOURNAL OF ORTHO- 
PSYCHIATRY has achieved its place of 
high esteem in the world of scientific lit- 
erature chiefly through the stewardship 
of two giants in the field of Orthopsychi- 
atry, George Gardner and Lawson Low- 
rey. Giant hunting to replace men of 
such stature as Editors when they decide 
to retire has usually been no mean task 
since giants are not easy to come by. 
However, the Ad Hoc Committee to 
Nominate a New Editor had a relatively 
easy time after it spelled out a series of 
exacting criteria. Leon Eisenberg fitted 
them all. Now that Leon has accepted, 
we are in excellent hands. 

Dr. Eisenberg is a native Phila- 
delphian, born on August 8, 1922. He 
attended the University of Pennsylvania, 
1940-46, ending with an A.B., M.D., 
and most of the available academic rec- 
ognition including Phi Beta Kappa and 
Alpha Omega Alpha. After an intern- 
ship at Mt. Sinai Hospital in New York 
City, he then returned to his Alma 
Mater for a year as an Instructor in 
Physiology. Then followed two years at 
Walter Reed in Army service (1948-50). 
His work in basic sciences at Walter 
Reed, fortunately for us, influenced him 
in the direction of training in psychiatry. 
After two years of residency at Sheppard 
and Enoch Pratt Hospital, he took two 
years of Fellowship in Child Psychiatry 
with Dr. Leo Kanner at the Johns Hop- 
kins Hospital, where he has remained on 
the faculty in Psychiatry and Pediatrics. 
His rise has been meteoric. Within five 
years he became Psychiatrist-in-Charge 
of the Children’s Psychiatric Service, on 
Dr. Kanner’s retirement, and since 1961, 
he has been Professor of Child Psychi- 
atry, 


Dr. Eisenberg’s talents have been in 
demand in almost every one of the many 
scientific societies to which he belongs. 
As examples, he is Chairman of the 
Child Psychiatry Committee of GAP, 
has been President of the Maryland Psy- 
chiatric Society, President of the Hop- 
kins Chapter of the American Associa- 
tion of University Professors, Council 
Member of the Federation of American 
Scientists, and has functioned on key 
committees in our own Association, as 
well as for such varied groups as the 
American Academy of Pediatrics, the 
American Public Health Association, the 
American Academy of Child Psychiatry, 
the American Academy of Neurology 
and the National Committee on Vital 
and Health Statistics. He is a member of 
the Editorial Boards of the Journal of 
the American Academy of Child Psychi- 
atry and the Journal of Child Psychology 
and Psychiatry. His more than fifty pub- 
lications range in subject from pure 
physiological investigation and drug 
studies to maternal deprivation, autism, 
preventive psychiatry and urban decay. 

It is easy to see from his effective 
functioning and perspective in so many 
areas why there is generally such a feel- 
ing of comfort in Leon’s assuming the 
leadership of the AMERICAN JOURNAL 
OF ORTHOPSYCHIATRY. He brings to it, 
as well, a delightful sense of humor, in- 
cisive judgment, a deep respect for hu- 
man values, and a willingness to put his 
convictions into action. We can be proud 
that he has agreed to share some of his 
vigor with us, and we hope he can count 
on our sharing with him the vigor and 
strength in our Membership to help our 
JOURNAL go upward and onward. 

REGINALD S, Lourie, M.D. 


To the Memory of Albert Deutsch a 


To symbolize the love and respect in which we held him, the Presidential = 
Session of the 1962 Annual Meeting has been dedicated to the on 
memory of Albert Deutsch, crusader for mankind. = 
To those of us who have had the special good fortune to have 
known him, Al's death was a grievous personal loss as well as an irreplace- d f 
able professional one. No eulogy can take the measure of a man who had 


no peer, no memorial pay him just tribute. In Julius Schreiber’s words: 


“How does one eulogize a miracle? How does one sing the praises of a 
man whose adult life was so packed with one meritorious act after another 
—whose feelings, thoughts and actions were synonymous with all that is 
noble in human aspiration and heroic in human deed?” 

Al is gone, but his spirit is to be found in the unceasing struggle for 
human betterment wherever men fight bravely and well. Al lives on in 
Ortho’s commitment to action for mental health. 

To this spirit, we dedicate our meeting. In so doing, we pledge our- 
selves to the unceasing effort, the quiet wisdom and the staunch courage 
that Al brought forth—in those privileged to call him friend—in those ` 
who knew him through his works—in those whose suffering was eased a 


by the valiant crusade to which he devoted his life. 


CRISIS IN THE CHILDREN’S FIELD” 


FRITZ REDL, Ph.D. 


Distinguished Professor of Behavioral Sciences, Wayne State University, Detroit, Michigan 


ERE is what you are in for. 

Introductory Remark No. 1: I am 
eager to announce the items to which 
I hope to address myself. The agenda is 
heavy, and I am not sure that I can elab- 
orate on all of them in as much detail as 
I may wish, no matter how fast I talk. If 
time catches up with me, I want at least 
to be sure you know what I hoped to get 
you excited about today. Here goes: 


Underdeveloped Country Type Il: 
United States of America 

Love of Kids, Neglect of Children, 
Hatred of Youth 

Implementational Psychopathy and 
Other Forms of Community Dis- 
ease 

Let’s Put the “Search” Back into “Re- 
Search” 

The Obsolete Model and the Latest 
Fad 

The Ghost of the Lay Therapy Issue 
and How It Gums Up the Works 

Treatment into What—and Why 
Don’t We Like Mental Health? 


Introductory Remark No, 2: This 
must sound like a funny agenda—and 
it is! However, you are stuck with it. For 
it is my perception of a presidential ad- 
dress that it should not be a market stall 
for my personal wares, but a challenge to 
the professional field and to Ortho as an 


organization. As its President I have 
only one ambition today: not to make a 
speech myself, but to make you talk, So 
this is really a “go out and tell them” 
session. 

I have no aspirations of giving a scho- 
larly paper to be “read.” I assume that 
I will not tell you anything that you don’t 
already know. I could hardly think of a 
room full of people who collectively have 
a more complete knowledge of what the 
lives of kids with problems look like and 
what the deficiencies even in our best 
communities really are and what we 
ought to know more about in terms of 
needed research. But it is my impression 
that we need to be reminded from time 
to time of what we know very well but 
ought to talk somewhat louder about so 
that communities can go into action 
about the issues we know they need to 
face but which they frequently neglect to 
do anything about. 

It is also my conviction that, as a pro- 
fessional group, we usually do not talk 
loudly enough to others until we talk 
plainly to ourselves first. All the knowl- 
edge about children and their service 
needs so impressively assembled right 
now in this room, so easily “taken for 
granted” by ourselves, does not come 
close enough to the Action Scene, unless 
we bring it forcefully enough to the at- 
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tention of those who have the power of 
translating it into well-implemented real- 
ity. Uncomfortable fact? Yes. And I hope 
to make you as uncomfortable as I possi- 
bly can about it. 


Underdeveloped Country Type I, No. 
1: United States of America. I know that 
this is a rather strong statement, and I 
have deliberated its possible misinterpre- 
tations. But I have to make it, and I can 
back it up. I want you to know, however, 
that the typology I am using is entirely 
mine, so I had better explain it. There 
are two types of what I would consider 
“underdeveloped countries”—and re- 
member, I am talking about the Chil- 
dren’s Field—and I am not talking about 
degrees of underdevelopedness now, but 
of types: 

Type I: Countries which are underde- 
veloped and have a good excuse for be- 
ing so. 

Type II: Countries in which the serv- 
ices for children are sorely underdevel- 
oped, but which haven’t the slightest ex- 
cuse for that sordid state of affairs. 

For example, in an Underdeveloped 
Country Type I, the people might have 
miserable conditions and inadequate 
services for children because they are 
run by a benighted autocrat whose main 
interest in life is having his kids drive 
around in golden Cadillacs—never mind 
starvation and all that. Or the services 
for children might be underdeveloped 
because the country may be run by a 

Fascist or any other type of totalitarian 
regime in which people who know what 
is needed have to keep their mouths shut 
and cannot afford to mention state prop- 
aganda—adverse items or defects—in the 
open. Or a country may be underdevel- 
oped in spite of its being really progress- 
eager, because its people are actually 
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very naive and way behind in insight and 
know-how. They may, for instance, be 
just in the process of discovering that 
there is something like child psychology, 
psychiatry, and mental health; that 
schools can be served by clinics with a 
special method and design; and that all 
this could bring them much closer to the 
chance for prevention of whatever ails 
their children most. They may even have 
caught on to the fact that some of the 
diseases that were previously considered 
as “innate” and accepted as an unavoid- 
able part of fate are not that at all, but 
can be tackled with the knowledge we 
have right now. However, they have 
trouble translating such dim emerging 
awarenesses into politically and officially 
backed-up action. Or countries might be 
underdeveloped simply because they 
have just recently emerged from incred- 
ible hardship. They may have had to 
give “priority” to the rebuilding of 
bombed-out cities, the replacement by 
playgrounds and schools of mass ceme- 
teries for the battle-dead or the politi- 
cally slaughtered, and the production of 
the bare necessities of life. 

In all these cases, irrespective of the 
degree of whatever underdevelopment 
there is, I would consider it underdevel- 
opment with a reasonably good excuse. 

Underdeveloped Countries Type I, 
in my terminology, are those with no €x- 
cuse at all. They are countries that are 
free and proud of being free. They are 
countries with long experience in com- 
munity planning, and with clearly devel- 
oped and refined patterns for public ac- 
tion and service which have proven 
themselves effective in other fields. They 
are countries with plenty of evidence 
throughout their history that people who 
want to do so can bring about change if 
they know what is wrong and if they 
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speak loudly enough. In these countries, 
citizens do not have to be afraid of 
speaking up, for the voice of progress is 
status-laden, even though it may have 
trouble in getting itself heard and fol- 
lowed. These countries, too, are so far 
advanced in technical progress that even 
the most miserably programmed and 
poorly staffed Detention Home, if re- 
cently built, would still get the most 
elaborate plumbing of the latest design. 
These are countries where the best serv- 
ices known to mankind are in existence 
and could easily be used for models of 
what is needed and what can be done for 
those areas which don’t yet have such 
services. These are countries where the 
possibility of reducing disease and tack- 
ling previously untreatable sickness in 
the physical field has been clearly estab- 
lished and demonstrated, and where the 
concept of the complexity of modern dis- 
ease prevention has become a common- 
place item even in the thinking of those 
without very elaborate educational back- 
ground. These are countries where peo- 
ple know that to provide what is needed 
to do a job well is more appropriate to a 
concept of “sound financial realism” 
than is a silly penny-pinching cost count, 
which frequently is palmed off on an un- 
alert public under that label—at least as 
long as the thinking is directed at gadgets 
and at problems of bodily disease. In 
short these countries have well-paved 
roads toward progress and also well- 
paved roads to research, and back from 
research to engineering and action. 
There is accordingly no excuse for not 
applying consistently and universally 
such principles in the mental health field, 
even where “only” our kids are at stake. 

I could now spend all the remaining 
time to make you sit still and listen to 
some of the facts and figures about what 
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is needed as compared with what we 
have. This could easily be done; in fact, 
most of this knowledge is probably as- 
sembled right here in this room. How- 
ever—why waste our time? In this group 
this isn’t necessary. The trouble is not 
that we don’t know and need “proof” of 
the issue. The trouble is that we don’t 
always remember what we know at the 
moment when it counts most. 

Just a few reminders to make sure 
that we are all looking in the same direc- 
tion right now: When did you last try to 
find a placement for a 15- or 16-year- 
old, severely disturbed, “acting-out type 
of” kid—even with a lot of money be- 
hind him? Or, how many places can you 
even think of, in terms of solid long- 
range residential therapy and individual 
treatment, that you could possibly imag- 
ine “selling” him to? When did you last 
visit a children’s ward? I am sorry, I am 
ahead of the times. I mean a mental 
hospital with, say, two or three kids 
crowded into a ward with gobs of psy- 
chotic adults in all stages of deteriora- 
tion—one of the hospitals where the 
administrators finally decided that maybe 
the children should have a place of their 
own. When the administrators got to 
the point, they remembered what trouble 
would be involved in getting it staffed 
and equipped and small enough to run. 
The result would only be getting the kids 
out of one place that is unfit for them 
into another just as poorly designed for 
what they need but more troublesome to 
run. When did you last try to count the 
kids that any school teacher in a large 
class could point out to you as needing 
something beyond what they are getting? 
In large cities, the teacher might even 
know exactly what help they need. But 
the teachers have given up asking for it, 
since they only get laughed at or labelled 
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as unrealistic fools if they do. When did 
you last inquire how long the waiting 
line is for those special services we have 
even for the kids everybody agrees need 
them right now? 

Enough for now. A well-documented 
publication on all that would be easy to 
do. This is not the moment to do it. All 
I want is to get you stirred up about what 
you already know and run into in your 
daily work. 

Even all this, however, would only 
prove that we have wide areas of hardly 
pardonable neglect. It would, in itself, 
not yet justify the term “crisis.” I per- 
sonally think that we have more than 
vast pockets of neglect. The reason why 
I think we are confronted with some- 
thing more in the nature of a crisis is 
the basic attitude which we show even 
as professionals who are “in the know,” 
when faced with this type of neglect. 

For, collectively, we have developed 
two most efficient defenses against the 
discomfort of our professional and public 
conscience. One is the shoulder shrug, 
which sometimes actually gets us twitchy 
and twisty with all the shrugging off we 
have to do, “After all, there is nothing 
I can do about it. Don’t ask me. I know 
it is wrong and very unfortunate and 
wish it were different.” The other defense 
is an even better one: a convulsive fit 
of condemnation or glorification of some- 
body else, The first one is better known 
and easier to manage. If we get mad 
enough because we can’t do anything 
in a given case of obvious need for serv- 
ice, we are likely to pin it on somebody 

else who, we know, “is no good anyway” 
—preférably picking for that purpose 
someone who originally reminded us of 
what should be done to begin with. The 
other defense is somewhat subtler and 
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harder to describe. Sometimes we can 
find an excuse for not having what we 
should in terms of services by overglori- 
fying some other groups. They are so 
wonderful; they have and do everything 
we don’t have and do. We can get to 
feel so good about what is being done 
elsewhere that the sting is taken out of 
the fact that we don’t do it, and that 
overpraise of “the others” allows us to 
forget what we should and could do right 
here. The best illustration for this latter 
defense is what I would like to call the 
“Sputnik Neurosis” that hit us so visibly 
in recent years. I find us spending an 
undue amount of time talking incessantly 
about “how excellent the Russian schools 
are, how even their sixth graders know 
all about arithmetic already. Isn’t that 
wonderful? Of course our schools aren’t 
teaching them anything, our teachers are 
interested in nothing but fads and frills. 
There isn’t any learning going on in the 
American school anymore. We better run 
fast and do as the Russians do. .. .” 

I wish I had the time to puncture that 
one, but good. At this moment I must 
confine myself to pointing it out as the 
handy mechanism of defense for which 
such statements are all too frequently 
used, By glorifying—and overglorifying 
far beyond what the traffic bears—some 
isolated issue which seems to us well 
taken care of somewhere else, we can 
readily get mad at our own kids and, 
preferably, their teachers, instead of fac- 
ing the stench of neglect that is a f requent 
cause for what messes up the learning at- 
mosphere in classrooms and coming tO 
grips with what really needs to be done 
about it. i 

If a whole country, forward-looking 
and free and well-heeled on top of that, 
allows itself to drift into regression to 
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defenses as primitive as the ones I men- 
tioned, then, indeed, the term “crisis” 
seems challengingly appropriate. 


Love of Kids, Neglect of Children, 
Hatred of Youth. This I consider a really 
serious form of pathology which some- 
times hits us as a community. The first 
part of the heading, “love of kids,” I 
will not have to defend. Everybody 
knows Americans “love kids”; in fact, 
we are not only credited with this char- 
acteristic, but it is sometimes mentioned 
in a not altogether complimentary way. 
It then often has in it the flavor of “over- 
cultivation” and “overpermissiveness.” 
As to “neglect of children,” I have just 
been at that one, though perhaps I should 
add that the issue is not only a problem 
with disturbed children, I think we have 
as many problems of neglect when we 
look for the type of support for the serv- 
ices the normal and healthy child needs, 
too. Even in the realm of just regular 
planning for appropriate implementation 
of our educational facilities, the educator 
could easily add his lament to that of 
the clinician. 

I want to dwell on the third part of 
the heading, “hatred of youth,” which I 
know will make you mad because it is 
hard even to bring it into self-awareness. 

I really think that, during the last 15 
or 20 years, we have drifted into a stage 
of development which encourages—when 
we talk as members of the larger com- 
munity—a highly ambivalent or even a 
downright hateful attitude toward the 
“Youth of Our Time.” Of course, I am 
not talking about us as individuals. Ob- 
viously, we all still love kids, and I am 
sure we would happily admit that “some 
of our best friends are teenagers.” But 
as soon as we talk as members of a com- 
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mittee, as part of a profession, including 
that of psychiatry, I find an uncanny 
amount of negative attitudes and stereo- 
types smuggling themselves into our dis- 
cussion—attitudes I am sure we wouldn't 
allow ourselves to harbor if we knew we 
were harboring them. In fact, the phe- 
nomenon as such is well enough known to 
all of us, especially when it hits those we 
treat, or their parents. Remember how 
often it is quite clear that either Junior or 
his father or mother is aware only of the 
positive part of his or her relationship 
to each of the other two, while the hos- 
tile components, though obvious to 
everyone else, seem submerged or even 
repressed to the point of personal non- 
recognition? Such a phenomenon of par- 
tial denial or repression of hostile com- 
ponents in a relationship is natural and, 
in minor degrees, normal enough. If it 
smuggles itself in large doses into the 
thinking process of the whole generation 
of adults against the youth of their time, 
it assumes dangerous proportions. Yet 
this seems to me to be exactly what all 
too often takes place. 

I find people who quite obviously love 
the kids entrusted to their care, as teach- 
ers or parents, or to their treatment, as 
therapists, who are caught in the trap 
of a negative stereotype when they talk 
as representatives of their profession or 
of their community, before they even 
know what hit them. All of a sudden, 
the kid whose behavior they discuss is 
not Johnny or Mary any more, or their 
child or client or student. It becomes a 
matter of “Youth” who must not be al- 
lowed to get away with “such behavior 
toward us Adults.” Even the term “Teen- 
ager,” by the way, which was not current 
when I came to this country in 1936, re- 
flects that inclination toward hostile 
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Stereotyping. It is true that the older 
term “Adolescent,” which was more in 
Vogue at that time, also had the problem 
of generalization built into it; but at 
least it had more of the odor of a dis- 
cussion of “developmental phases.” The 
teenage label has since assumed the 
character of a downright prejudicial 
stereotype. By this I mean that we de- 
prive people of their personality and in- 
dividuality, of their role as “persons” 
in our lives, and make them into some- 
thing that just happens to remind us of 
the undesirable imputed characteristics 
of a group we don’t really like. Just as 
is the case with all prejudicial stereo- 
types, the teenage label also carries with 
it the implication that the teenager is 
considered guilty until proven innocent. 
The mere fact that we have to reassure 
Ourselves that we are still capable of 
making exceptions because “some of our 
best friends are teenagers” only proves 
how deeply we distrust the group as 
such. 

Fortunately, we know by now, as so- 
cial scientists, how this machinery of dis- 
placement of issues into prejudicial stere- 
otypes works. We know to what patho- 
logical distortions of perception and 
thought it leads in the areas of racial, 
religious, national, or political issues. We 
should therefore be able to recognize in 
time how it fools us in our attempt to 
face the problems of services to our 
youth. It is all too easy to use the undeni- 
able misbehavior of individuals or groups 
to forget the fact that much youthful mis- 
behavior and sick action is not only 
evidence that some kids just aren’t any 
good and that we produce too many of 
this kind, but also that we frequently 
load the lives of our children and youth 
with unpardonable degrees of mishan- 
dling, neglect, inaccessibility of needed 
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services, and delay of appropriate treat- 
ment when needed. It is easier to get 
mad than to face the real issues collec- 
tively as a challenge toward positive 
action. 

As professionals we must first squarely 
face this problem of a negative stereo- 
type and a basically hostile component 
of dangerous proportions in our attitude 
to the youth of our time. It is not enough 
to know that such sick deviations of 
thought happen to those we treat or plan 
for under the stress and strains of life, 
and to discover and treat them in our 
clinics. It is up to us to admit and show 
just how this may and does happen to 
the best of us, as soon as we are our- 
selves confronted not with that child or 
patient of ours but with a public stance 
toward the Youth of our country. We 
know what it is like when our patients 
are caught up in unconscious hostilities 
they don’t really want to be ridden by, 
but which nevertheless get in the way of 
appropriate handling of their children’s 
behavior. I think the fact that this hap- 
pens to us on a nationwide scale as re- 
Presentatives of Public Opinion comes as 
close to the danger of a collective disease 
as any other that Community Psychiatry 
has pointed up in the past. I think that 
it is time for us to detect this disease in 
ourselves, to point it out to others, and 
to search for ways of helping all of us 
to cope with it more wisely than we have 
done in the past. 


Implementational Psychopathy and 
Other Forms of Community Disease. I 
don’t like the term “psychopathy” too 
well, and I am quite aware of the possi- 
ble oversimplification which an all-too- 
old-fashioned regression to this label 
might imply. However, after all is said 
about the complexity of the phenomenon, 
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there is at this time no other word which 
would as briefly point at what I hope to 
underline here. Again, by the way, I am 
not talking about ourselves as private 
and highly individualized personalities. I 
am talking about an attitude that hits us 
when we do our thinking and planning 
as members of the “community at large.” 

As members of our communities we 
are all very ambitious and eager to have 
the highest quality, the best and the 
latest available somewhere in our service 
design. If somebody points out to us in 
disgust that we “don’t have this type of 
clinic, service, hospital,” etc. in our town, 
either we are fast in proving him wrong 
or we nearly die with shame while we 
have to listen to such insults. If there is 
something that’s better, newer and rec- 
ognizedly more up to date, we'd better 
see that we have it, too. Nothing but the 
best will do for our town. 

It seems to me, on closer view, that 
this terrific pride in having the latest and 
best is paralleled by an amazing lack of 
interest as to whether two other equally 
important issues are taken care of: (1) 
whether the service thus prized is avail- 
able in sufficient quantity to serve nu- 
merically all those who need to be served; 
and (2) whether the service thus coveted 
is available in sufficient social and geo- 
graphic spread to be accessible to those 
for whom it is intended. Let’s just use 
One simple and well-known illustration 
to illuminate this point. As soon as a 
community finally gets itself a really well 
designed Child Guidance Clinic, even 
Meeting the standard of having at least 
a part-time psychiatrist administrating 
the operation, it is rightfully proud of that 
fact and justifiably tickled pink. At the 
Same time, for months to come, you 
would have no luck trying to point out 
to them that: (a) they would need at 
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least 20 such clinics to reach the kids 
that need them; (b) some of those need- 
ing it most live in geographical or social 
environments which make the use of 
that clinic impossible, even though it is 
“physically” in existence; (c) thousands 
of kids are still sitting around in jails 
with adults, in mental hospital wards of 
the snake pit variety, in detention homes 
which are too poorly staffed or equipped 
to offer anything but “detention,” or are 
names on the pages of year-long waiting 
lists to children’s institutions, foster 
home placements, special services for 
retarded, delinquent, epileptic, or what 
have you—a mass of children for whom 
even the best and latest model of a child 
guidance clinic obviously is not the an- 
swer, only the referral source. It is amaz- 
ing how vigorously the justified pride in 
the achievement of that one model clinic 
seems to eradicate beyond recognition 
any possible guilt for not doing anything 
for all those others. 

Or—do you remember how often it 
happens, if you are in the therapy field, 
that you get a letter from a children’s 
institution, reformatory, or similar enter- 
prise begging you to get them at least 
that part-time psychiatrist they wanted 
for so long or a part-time person to run 
at least one “Therapy Group” for the 
institution, because some of the kids 
might be amenable to that? Do you also 
remember what trouble you have, the 
moment they get what they asked for, if 
you want to tell them that it doesn’t do 
to dump the kids the rest of the time in 
large masses into unfit mass dormitories; 
that the special therapist, group worker, 
or caseworker cannot possibly make up 
for the fact that the kids’ program is on 
a starvation basis? If their living room 
cannot ever be used for anything but 
being “waxed” by those with penalties 
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to work off, that their two-hour therapy 
on Wednesday cannot make up for the 
fact that 40 children sit idly around a 
cottage punitively supervised in the eve- 
ning hours by an untrained substitute in a 
. State of panic and despair? The fact that 
everything else is still so inappropriate 
suddenly dosen’t seem to bother anybody 
very much. They are so proud of their 
one “high-level service” tagged onto 
their outfit at last that the voice that tries 
to remind them what else is just as im- 
portant sounds to them like the nasty 
intrusion of an uncooperative cuss who 
just doesn’t “want to play ball” and is 
Spoiling their fun with a new toy. 

The same thing may happen even in 
settings where, in their clearly body- 
related services, staff wouldn’t dream of 
Tegressing that far, as for instance in 
psychiatric hospitals, if they want to un- 
dertake a special Project for the care of 
children, Obviously, what an over-all 
treatment design for a residential ther- 
apy tool of this sort is supposed to meet 
in standards is well established by now. 
Yet, if children are exposed to “total 
living” in any institutional Setting, the 
part of treatment that needs to be “im- 
plemented” may well greatly transgress 
popular concepts—even medical ones, 
To be high level, certain conditions of 
staff training for the top positions and 
plumbing for hygiene are—thank heaven 
—taken for granted. But you cannot help 
severely disturbed children grow out of 
the desperate Pathology of a sick child 
into the more or less healthy autonomy 
of one functioning in Open society on 
their age level unless you also can pro- 
vide appropriate design of the living 
Space they are Supposed to grow out of 
and into; appropriate staffing not only 
on the doctor and nursing, but also on 
the group work, casework, therapeutic 
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learning level; and several more. 

The type of “program for living” 
needed by psychiatrically sick children 
of various disturbance types has a wide 
range of equally essential ingredients too 
long to mention here. Even while you 
Start treating them out of the worst, you 
especially need provisions for convales- 
cence—a supportive form of life you 
want to treat them into and through. 
While ‘we know all this—and ample re- 
search is available in printed form about 
it—I am constantly amazed at the ease 
with which our professional conscience 
Stops being worried just a few of the 
lines down from the top line of top staff 
and medication. The fact that the “ward” 
is usually predesigned on an entirely un- 
fit basis for the purpose, that program 
implementation and contemplated staff- 
ing are far short of minimum standards 
even before we open the place, seems to 
fall way below the threshold of guilt 
about concern with responsible stand- 
ards. It is hard to get money or permis- 
sion even for the most clearly essential 
parts of the basic design, by now well 
demonstrable as not being luxury items, 
simply because all guilt is tied up with 
the over-all idea of high-level list items, 
while the question of appropriate “im- 
plementation” of what we said we were 
going to do is beyond the reach of re- 
sponsible concern, 

Such attitudes are very different from 
the one we have reached, as communi- 
ties, in the simple gadgetorial field, If I 
intended building a plant for the produc- 
tion of atomic energy, for instance, no- 
body would come around and call me a 
fool because I insisted on getting ura- 
nium or whatever it takes, instead of being 
nice and cooperative and doing it with 
strawberry juice, which is much more 
“reasonable” because it grows right here, 
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is cheaper, and supports the local indus- 
try to boot. My demand for just the type 
of material—and just the type of con- 
tainer and storage atmosphere—I need 
would, while admittedly exorbitant, be 
considered quite “realistic.” In a parallel 
case in the field of services to emotion- 
ally sick children, I would much more 
likely be called an “unrealistic fool who 
probably thinks money grows on trees.” 
The result of our widespread disease of 
“implementational psychopathy” is that 
we are often not really doing what we 
said we would undertake and that we 
are all too elegantly hopping over our 
implementational sins, just because we 
don’t think we really have to care. 

With respect to “Other Forms of Com- 
munity Disease” I would like to hit only 
three once over lightly: the Resurrec- 
tion of Agency Guilt, the Dog-Bone Com- 
plex, and Reticence Neurosis—an Afflic- 
tion of the Clinical Field. As to the first, 
no matter how many communities I get 
involved in—either directly or as a 
“consultant”—in the development of a 
new and badly needed service, I find 
that the following steps are taken with 
uncanny regularity time and again. Step 
1: There is a universal complaint, Every- 
body—but everybody—chimes in: “We 
are flooded with children who do not fit 
Our services. We don’t have the place 
that we need to take care of them.” This 
is terrible, for not only do the children 
get no help; they mess up treatment 
channels for those who could make use 
of what is available for those others our 
agency seems to find “just right.” Step 2: 
Somebody finally gets the money and 
Opportunity to develop exactly that type 
Service for that type of child even 
though, in the beginning, on a small and 
numerically modest scale, of course. Step 
3: Referral freeze-up—no more kids. It 
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then takes at least nine to 14 months 
before the other agencies eventually come 
through with some referrals, and the first 
ones are invariably of the nature of 
“punitive referrals,” anyway, by which I 
mean kids the referring agency hopes 
that at least somebody else will fail with, 
too. . . . Besides, the new agency usually 
has to face the accusation of undue lux- 
ury and snobbism because the new place 
seems fancier, makes claims the original 
agencies did not make, and is temporar- 
ily usually highlighted a little beyond 
what jealousy-coping capacities can tol- 
erate. This phenomenon, which I have 
observed as it hits communities time and 
again, is understandable enough, once 
one comes to think of it. Yet it is basi- 
cally a sick phenomenon, which blocks 
us from progress even were we ready to 
take on some of the price one always has 
to pay for a new move, 

Regarding the Dog-Bone Complex, I 
think it was Winnicott or Soddy of the 
Tavistock Clinic in London who men- 
tioned this term a few years back 
at a World Health Organization work- 
shop in Copenhagen. Anyway, it struck 
me as so well fitted to some of our 
problems that I cannot help describing 
it here. My description may be some- 
what off the original model but this is 
what it then seemed to me to imply: 
Sometimes some old bone, which doesn’t 
amount to much, lies lonely in the street; 
no dog even bothers to sniff at it, All of 
a sudden, one dog, out of boredom or 
for reasons known only to his analyst, 
starts idly worrying it. In no time all the 
other dogs in the neighborhood come 
around and want it, too. A fight ensues 
in which the possession of this bone 
seems to have become a matter of life 
and death. Somehow the fight peters out 
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noise breaks it up. Gone are the dogs. 
The bone is left lying there, untouched 
and alone, and forgotten once again. 

If that dosen’t remind me of some of 
the problems we have with services for 
children, especially for those who are 
hard to manage, I don’t know what 
would. It reminds me, especially, of 
some of the changes in contemporary 
service fashions. The delinquency issue, 
for instance, was quite fashionable 
a while back; in the meantime other af- 
flictions have caught the public fancy. 
Now again it seems to be revived some- 
what, and various agencies in our com- 
munities and in the nation start wonder- 
ing again: To whom does delinquency 
belong? Not that anybody wants these 
kids to smell up their offices or to swear 
up their playgrounds, but somehow we 
are again faced with conflicting claims. 
Maybe all research money on delin- 
quency should go to psychiatry, for is it 
not but another form of mental disease? 
Or maybe delinquency is the domain of 
the sociologist, for isn’t he the one that 
knows most about urban and community 
disorganization? Of course his training 
doesn’t really include the skills of work- 
ing with kids individually or in groups; 
but then, there is no doubt that environ- 
mental factors and status issues are often 
involved. Or perhaps delinquency should 
be claimed by education? For where but 
in the schools do we naturally find most 
kids most of the time, and most clearly 
visible in their emerging malfunctioning, 
at least until the day that we have to kick 
a few hundred of them out every year 
because they make it too hard to live 
with them in classrooms and still get 
some teaching done? Let me stop this 
rather lengthy chain—I haven't even 
brought the churches into the fracas yet. 
What I would like to avoid is seeing that 
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bone lying there, lonely and unwanted, 
again, after the fight and excitement are 
over. Maybe we could, some day, get 
over the fracas solution into really con- 
certed, saturated, and joint interdisci- 
plinary effort, instead of elevating the 
dog-bone complex from a local to a na- 
tional level. 

As to the third Community Disease, 
Reticence Neurosis—an Affliction of 
the Clinical Field, this is what I have in 
mind: If you become a clinician of any 
kind, you had better be equipped with a 
heavy dose of reticence—never mind 
who calls it what. You can’t constantly 
blab what you know all over the place. 
In fact, if I get somebody on my staff 
who is hit by pride in reticence even to a 
mildly neurotic degree, I am happy, in- 
deed; I couldn’t do without him or her. 
Only—will you please keep your reti- 
cence ambitions within the clinical part 
of the operation, I mean within the realm 
of your work with patients, clients, teach- 
ers, children, parents, and so forth? As 
soon as we think we have to retain an 
unusual portion of reticence when we 
get on the open market of interpretation 
of community and service needs and 
when we act as citizens whose job it is 
to wake the larger community up to 
what needs to be done and implemented, 
then reticence—such a virtue in our clin- 
ical practice—becomes indeed a serious 
affliction which stifles progress and com- 
munity growth. 


Let's Put the “Search” Back into “Re- 
Search.” This is purposely somewhat 
Overstated, to make sure that the basic 
theme in which I would like to get you 
interested receives proper attention. 
These are the four points for my illustra- 
tive departure: Carelessness in the Feed- 
ing of the Counting Machines; The Con- 
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trol Group—an Intimidation Device 
against Imaginative Research; The Hy- 
pothesis Complex versus Search for 
Treatment-Relevant Facts; Research 
versus Service—Divide Them and It 
Will Be Easier To Dominate Both. 

1. Carelessness in the Feeding of the 
Counting Machines. This issue seems to 
me clear enough and should not need 
much elaboration here. Of course I am 
not objecting to the counting machines— 
in the shape of the human brain or of 
other gadgets. Nor am I objecting to the 
terrific eagerness and pride that go into 
the production and preservation of ap- 
propriate and really decent and clean 
mathematical operations, Without that 
no research would be worth its salt. That 
I take for granted, and I don’t expect to 
be misquoted on this one. In short, it is 
obviously important to be as conscien- 
tious or, if you want to, even compulsive 
as we can be, when it comes to mathe- 
matical procedures by which we extract 
special findings from the data we have. 
However, I find all too often that our 
nearly compulsive conscientiousness in 
the mathematical area is not at all 
coupled with an equal conscientious con- 
cern about what “facts” we put into the 
counting machinery to begin with. I find 
that we are sometimes downright light- 
hearted not to say psychopathic, showing 
little worry how closely the data we 
count are related to the issues we hope 
to study, Even in research efforts with 
which I have personally been closely 
connected I would, time and again, run 
into situations like this one: Somebody 
will approach me and say: “Listen, can 
you quickly tell me—I am working on a 
questionnaire or some such—what are 
the three most frequent reasons for ‘act- 
ing out’ in children?” Whereupon I 
would shudder and tremble and mumble: 
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“What do you mean three? There are at 
least 18 which I can reel off right now 
without thinking twice. And what do you 
have in mind, and which kids are you 
talking about when you say ‘acting 
out? ” Little good does that do me, 
though. For my assailant counters in 
disdain: “Listen, brother, don’t be nasty. 
I only have three lines left on my IBM 
card, so what’s the matter with you?” 

Unfortunately, while somewhat exag- 
gerated here, this is more than a joke. 
It is an attitude which I meet time and 
again, And those of us who are looking 
not only for something to be fed into a 
counting or tabulating machine are in- 
variably the losers. In fact, the implica- 
tion seems to be that it is better for us 
to be ashamed of ourselves for being 
that fussy; that maybe there should only 
be three types of acting-out children, for 
how can one be so unfair to counting 
machines? My counterpart in the episode 
just described may even sympathize with 
me. But after all, if there are only three 
lines left, let’s be “realistic” and just put 
three things in there—as though this 
wouldn’t be a distortion of the complex- 
ity of nature way beyond what should 
be considered decent. . . . 

2. The Control Group, an Intimidation 
Device against Imaginative Research 
Again—will you, please, promise to un- 
derstand me correctly? I am not against 
control groups. I know that there are 
some types of research and some re- 
search issues where control groups are 
so important that it would be silly to do 
anything without them. However, I am 
definitely bothered by frequent instances 
where I have noticed that the adminis- 
trative bodies giving out money for re- 
search are not really considering the con- 
trol group as an essential research device 
for a given research theme, but are using 
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it as an intimidation pressure against the 
one who wants to do the job. I could 
quote many cases where, in my convic- 
tion, the demand that a control group is 
a “must” has nothing to do with the 
nature of the research project; or where 
the pretense of a control group would 
seduce the researcher to become down- 
right indecent about claims of what can 
and cannot be controlled. In order to 
meet respectability criteria in mid-air, 
researchers are induced to mess up their 
data-finding design, especially in the 
study of problems about which we do 
not know enough to produce a really 
relevant set of controllable variables and 
in the realm of exploratory clinical re- 
search. I think, simultaneously with a 
search for better knowledge about the 
development of control groups where 
they belong, we need to develop more 
spine and courage to defend ourselves 
against the control-group pressure where 
it is used, under the disguise of a re- 
search-respectability item, as a bureau- 
cratic tool for intimidation against imagi- 
native design. 

3. The Hypothesis Complex versus 
Search for Treatment-Relevant Facts. 
Again I hope that you are well aware that 
I am not talking against having a hypoth- 
esis, or against the importance of the wide 
variety of themes we strike by this term. 
What I am pleading against is the fre- 
quently quite inappropriate demand that 
a pseudo-neat sentence under the decep- 
tive heading of “Hypothesis” gives the 
impression that from here on in it is all 
only a matter of well-known and well- 
definable steps before the last of the 
testable variables is caught, duly pro- 
cessed, examined, and found wanting or 
usable as “evidence” that we supposed- 
y knew exactly what we were looking 
or, 
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There are areas of research where 
such “hypothesis neatness” is obtainable 
and worth striving for. In the field of 
clinical knowledge only few issues are 
that neat. In this area, we may have to 
limit many of our efforts for a long time 
to come to a painstaking effort to pile up 
naturalistic observation upon naturalistic 
observation. The need to “listen to na- 
ture”—and human nature is nature, too 
—takes priority over the somewhat pre- 
mature demand to classify it. Now, in 
theory, most research-minded people go 
along with this. In my own experience, 
for instance, I remember having been 
liberally encouraged to go ahead with 
a modest “collection” of observations and 
to gather whatever an experientially well- 
calibrated mind might see and hear and 
observe, when really throwing itself into 
the midst of raw life. In practice, 
though, I find that those who are sup- 
posed to support research financially and 
by their administrative powers soon tire 
of this generous gesture, or that they do 
not allow younger researchers the liber- 
ties granted me. I have found many a 
Most ingenious and promising research 
design rejected, simply because those 
who supported it could not be made to 
pretend, upon demand, that they had 
a neat hypothesis in situations where 
clinical virgin land was as yet too dense 
to allow such simplification. All officially 
mouthed reassurances notwithstanding, 
it seems to me that the real “respectabil- 
ity test” still lies in the surrender to the 
hypothesis cult, at the expense of the 
frankly admitted complexity of clinical 
reality. 

4. Research versus Service—Divide 
Them and It Will Be Easier To Domi- 
nate Both. This problem especially 
bothers me since I am convinced there 
isn’t really any “versus” in it at all. How- 
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ever, I have seen too many organizations 
and projects where, officially, no such 
“either-or” attitude was mentioned or in- 
tended and yet where it invariably ended 
up that way. This usually happens on two 
levels: One is seduction into dishonest 
financing. Yes, I mean just that. Exam- 
ple? Easy—I could deliver them a dime a 
dozen. One may suffice: Some children’s 
service, a clinic, hospital unit, residential 
home, or community project has been 
developed with a grandiose and honestly 
intended plan. The agency financing it 
falls way short of what it really takes to 
“implement” such service, or finds out 
soon enough that it runs into more 
money than had been realized. They end 
up with a good service but one woefully 
_ lacking in staff or in time for staff to do 
high-quality recording and supervision 
or to serve the parents as elaborately 
as necessary. The original planners 
thought this would be an easy addendum 
and could be submerged under the chil- 
dren’s service budget without trouble. In 
short, they soon realize that they need 
Much more than they knew in order to 
make the service of the high quality it set 
Out to be, or to cover the additional re- 
quirements not quite realized to their full 
extent at the outset. It happens that na- 
tional moneys and foundation moneys 
may be available for “research only.” 
Those bodies and foundations expect the 
community to take care of whatever is 
direct service need.” It also happens that 
the given community won’t—or simply 
can’t—come through with the goods. 
Result: “Let’s start doing some research. 
Maybe in that way we can get somebody 
to give us what we need.” Needless to 
Say this ends up in mayhem, for the re- 
Search financing outfit will, rightfully, 
Bave none of it. The service organization 
Will resent whatever research may have 
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been built in and it turns out to be, ob- 
viously again and again quite justifiably, 
not only no answer to their service prob- 
lem, but rather an additional burden on 
everybody else. The lessons from this 
turn out to be easy to see: don’t force 
decent people to ask for what they need 
under false pretenses. And if you do so, 
don’t be surprised if neither of the in- 
tended jobs gets done. Also, if you want 
good research in and out of a service 
operation, you had better give them what 
they clearly need to do proper service, 
And don’t mind paying for it; how can 
you do research on data obtained to 
begin with in a messy service outfit? 

The other level on which this problem 
of “research versus service” becomes a 
festering sore is one which hits the re- 
searcher where it hurts. Let’s assume 
that a good research operation has been 
built into a reasonably decent service 
operation. The pressures on it frequently 
mount beyond what anybody doing re- 
search and meaning it can possibly en- 
dure. For not only the service-engaged 
people but the community at large, too, 
expect the mere existence of a research 
department to provide the practitioner 
with all the answers to his problems right 
here and now; otherwise the researcher 
gets into ill repute for being “ivory 
tower,” impractical, and probably an 
expendable luxury item to begin with. 
Thus, the researcher will soon have to 
fight for his long-range or depth-oriented 
research design, and in the course of that 
battle both sides, research and practice, 
get more estranged from each other. 
What started as a happy interdisciplinary 
enterprise ends up in a research-versus- 
practice mayhem. The researchers either 
feel so guilty for not solving all the im- 
mediate problems of their practice- 
trenchline pals that they come through 
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with premature and totally phoney rec- 
ommendations and water down their re- 
search design; or they get so defensive 
against having it watered down that com- 
munication between the two stops. On 
the other hand the practitioners, having 
been misled into believing that their in- 
vestment in the research operation can 
pay off for them in terms of immediate 
relief, get more and more research-hos- 
tile—or, worst of all, want themselves to 
become “little researchers” and aban- 
don the job which the kids need them to 
do. 

At the moment, it seems to me, we as 
a nation are caught in a very miserable 
attitude toward all this. There seems to 
be no question that “research moneys” 
are much easier to obtain than service 
moneys, especially since even a skimpy 
and most limited little research project, 
if well designed, can be made to look so 
much more respectable and “scientific” 
than the most justifiable request for the 
improvement or widening of service. 
Thus, the incentive for those eager for 
the improvement of service needs to 
bolster their operations by “pseudo- 
research” projects will remain strong. 
The disgust with this situation of the 
sincere therapy- and service-oriented 
worker or administrator is bound to land 
eventually on the innocent shoulders of 
“research as such.” It seems to me high 
time that we say this out in the open, 
even at the risk of losing a “research 
project” or two; for neither serious re- 
search nor properly implemented service 
can profit so long as the house Temains 
divided by unsound policies of financial 
support. 


The Obsolete Model and the Latest 
Fad. If we talk about “obsolete models,” 
we should separate them into two cate- 
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gories: obsolete models for service and 
obsolete models of theory. I have plenty 
of complaints about both, but will con- 
fine myself today to those of service, for 
no other reason than lack of time. Let 
me only breathe in passing my complaint 
that I really think even the best “models 
of personality” with which we operate 
today are very obsolete, indeed—and 
that includes the ones I myself favor. 
Watching the change in the complexity 
of our concept of the model of an atom 
that has taken place in my lifetime, and 
comparing it with the still two-dimen- 
sional proportion of most of our theories 
of personality, I feel that we have a long 
stretch to make up for. 

However, that is too much for one 
item on the agenda of a Presidential Ad- 
dress, so let me hurry on to just a few 
illustrations of what bothers me about 
the service models which seem to me 
totally obsolete, and which we hang on 
to with a tenacity worthy of a better 
cause. 

First of all, though, let me remind you 
again of what I mean when I talk about 
something being “obsolete.” Maybe ref- 
erence to the more commonly under- 
stood military situation might help to 
keep straight our lines of thought. It is 
my impression that the military in the 
highest strategic Positions are never so 
much afraid of an enemy as they are 
panicked by the idea that the equipment 
they have may be found obsolete at the 
moment when they need it. No matter 
how brave and courageous, they are des- 
perately worried that something which 
in itself may be quite wonderful may 
simply prove to be not enough or ob- 
solete at the time when it is needed. It 
seems to me that in the field of human 
behavior we have not yet reached as 
wise, frank, and clean a viewpoint. Let 
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me add to that: When somebody says, 
for instance, that the institution of foot 
soldiers, in modern warfare, must be 
considered obsolete, he does not mean 
that his soldiers are cowards or no good, 
or that the men in uniform don’t know 
what to do. He doesn’t even mean that 
they are poorly trained. He means to say 
that our foot soldiers need to be even 
better and more marvelous than ever and 
that all glory should go to them. He also 
means, though, that the total danger situ- 
ation implied in the term warfare can 
no longer be met by the institution of 
foot soldiers, no matter how well trained. 
I remind you of this because we are 
likely to think less clearly when we apply 
the term obsolescence to the field of 
mental health and child service. When 
I say that certain of our institutions are 
“obsolete,” it is in this spirit that my 
remarks are made. 


Illustration No, 1: The Holy Trinity 
of the Child Guidance Team. In the 
framework of an Ortho Conference this 
should be a point that doesn’t need much 
clarification, though it may be a painful 
one to contemplate. I grant you that the 
original model of the Trinity of Psychia- 
trist, Social Worker, Psychologist as 
“the” orthopsychiatric team—under the 
leadership of a medically licensed psy- 
chiatrist, no matter what the issue may 
be—has become a classic. It was a good 
Start when it was developed, and still has 
a place in our over-all service design. In 
fact, most child guidance clinics are still 
designed that way. This model has not 
become wrong, It still serves a wonder- 
ful purpose for the kids who need just 
that. I would even venture to say at least 
3,000 more institutions of this model are 
Needed right now, with no alteration at 

- However, as a “model” for treatment 
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services for the youth of our time, this 
holy trinity with its clear-cut inside status 
is totally obsolete. There are loads of 
kids whose type of disturbance is so dif- 
ferent from the one for which this model 
was designed—and is still adequate— 
that new patterns are needed for them. 
That we produce such new mixtures of 
disturbances is neither the fault of the 
trinity nor of the kids who show them. 
Some of the types of pathology we pro- 
duce need (a) services in closer proxim- 
ity to the daily natural life situation of 
the kids than the “clinic” concept allows 
altogether and (b) other disciplines and 
professions just as much as the three 
original ones. 

Other people—and their professional 
skills—need to be involved in the “team” 
effort, even though they do not sit in on 
the clinic discussion and are not paid out 
of the same till. The need for team mem- 
bers has spread from the “psychiatric 
caseworker” to the caseworker, to the 
social group worker, recreation worker, 
nurse, nurse’s aid, and even the clinically 
sophisticated attendant who remains 
with the kids on a ward long after every- 
body else has gone home. The idea that 
the psychiatrically sophisticated nurse, 
the pediatrician, the public health nurse, 
the teacher, and the educational therapist 
should never have been thought of, and 
that even an outfit like Ortho is still 
struggling with these facts of life, is a 
hangover of obsolete concepts beyond 
what we can afford. Ortho has begun to 
respond to the impact of these facts of 
life, and the struggle to “incorporate” 
some “other” than trinity professions in 
the concept of the treatment team has 
made some progress during the past 
years, It is an arduous job to confront 
the original team members with the 
awareness that most kids spend a major 
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part of their lives in a classroom, that the 
healthy learner is as important a com- 
modity whose mental health needs to be 
preserved as the one on your waiting 
lists, and that those who regulate the 
children’s learning experiences are “psy- 
chiatrically” as important partners in our 
effort as the clinic’s paid staff. I com- 
plain bitterly that we have not gone far 
enough at all in coming to grips with the 
changed reality with which we have to 
deal. If there is a job to be done in cor- 
recting obsolescence we here at Ortho 
have a wonderful chance to go right 
ahead and do it. Not tomorrow, right 
now. The old and “classical” trinity has 
become obsolete as a model for mental 
health services to children, So, let’s not 
be seduced by the classical simplicity of 
the lines of the model into hanging on to 
it when it has outlived its usefulness, It 
takes more than “three” professions to 
take care of what our kids need. 


Illustration No. 2: The good old Or- 
phanage, where has it gone? As you 
know, we ran out of orphanages, simply 
because we ran out of the type of or- 
phans that nice people who finance their 
care would enjoy watching at a Christ- 
mas performance. The orphanage was a 
wonderful model in its time, There prob- 
ably is no other institution that saved the 
miserable lives of as many children as a 
really well-run, good old orphanage did. 
Right now, though, it is no good as a 
model for the institutional care of chil- 
dren—even of nondisturbed children, I 
hope you are with me when I insist that 
the claim of not wanting a bad institu- 
tion for children has long ceased to be a 
good excuse for having none. With the 
new pathologies we produce and with 
our increased insights into the process of 
institutional care, we know that we need 
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more rather than fewer residential insti- 
tutions for children. We also know that 
by the time they need something like a 
children’s institution, some of the young- 
sters are already too messed up for a 
regular one, no matter how “good,” and 
that they need specific additions of ther- 
apy, therapeutic and remedial tutoring, 
special education, and so forth. Most of 
the children need well-implemented 
residential treatment centers, even 
though the physical facts of their lives 
still make it possible to list them as “or- 
phans.” How many such institutions do 
we have? 


Illustration 3: The Foster Home—it is 
fast becoming a fraud. Beyond dispute is 
the fact that there is a need for foster 
homes and that there are children for 
whom such placement is a good answer. 
The idea that disturbed children are 
really taken care of in large numbers in 
our present communities by foster home 
placement seems to me to come close to 
a fraudulent claim. I happen to have 
some close relationship to projects in this 
direction, and what I see happen there 
scares me stiff and makes me foam at the 
mouth. It is downright grotesque that a 
child aged 10 who has already breezed 
through eight or nine foster home place- 
ments doesn’t remind us of the fact that 
he may need something else and that this 
does not destroy our naive assumption 
that “a foster home placement is still the 
best” thing for him, We know for how 
many children who might benefit from 
foster home placement it simply is not 
available, especially if they belong to 
minorities that are discriminated against 
or to social classes in which foster home 
placement is not considered an accept- 
able way of life. We also know that for 
many children the chance of sticking it 
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out in a regular foster home placement is 
totally nil and that the support foster 
homes get financially, in consultation, 
and in aid is greatly limited. The support 
they get is totally inadequate to what 
they need in order to make a go of it. 
The people who know this best are those 
who bravely and desperately work in the 
agencies that deal with foster home 
placements. I am as depressed watching 
their despair as I am in watching that of 
the children. The staff, too, suffer under 
having to ward off feelings of deepest de- 
pression for not being able to come 
through with what they know better and 
more “first hand” than anybody else 
what Johnny needs and is not getting. 
What they have to observe in well- 
known and manageable misery that is 
not being solved but shelved, and in 
hopeless waiting lists for what is really 
needed, should be written up as a docu- 
ment in its own right. So many very dis- 
turbed children, of the degree and va- 
riety of disturbance we happen to pro- 
duce en masse in our society, are so far 
beyond the grip of the old concept of 
“foster home care” that we can safely 
Say: As an institution for the safeguard- 
ing of the mental health of vulnerable 
children, the foster home of yester- 
day is either extinct or not sufficient 
any more. It is an obsolete answer to a 
current problem of huge proportions. 
Why, then, don’t we who know this be- 
come more vocal about it? Just because 
We have to hang on to the obsolete slo- 
gan that even for a very disturbed child, 
after the neighbor's dog, a “foster 
Mother” is still the child’s best friend? 
Let me break off this list of obsolete 
models right here, and among the 
Fads” which I also promised to hit at 
pe: for lack of time, pick just one. 
ant to say something about a fad 
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which I am especially incompetent to 
talk about—and maybe that is why I can 
afford to say it so loudly. Among the 
“modern fads” which have hit us so hard 
recently is that of using pharmaceutical 
products in the management of child be- 
havior. As far as the issue of drugs is 
concerned, I have no quarrel about it. 
I know nothing about this, but this much 
I know and want to say: I respect the 
importance of the use of drugs as an is- 
sue in its own right. I am impressed with 
some of the wonderful possibilities they 
may open up in the line of support to 
therapy. But I want to maintain, in spite 
of many impressive claims, my right to 
raise my voice and say this much: There 
is a difference between the thoughtful 
and judicious use of drugs within the 
therapeutic process, on the one hand, 
and between Chemical Warfare against 
the American Child on the other. The 
two are not the same. 


The Ghost of the Lay Therapy Issue 
and How It Gums Up the Works. 1 have 
hesitated to put this one on today’s 
agenda—but then, which organization 
would be more appropriate for raising 
this issue than one that so clearly be- 
lieves in an interdisciplinary team ap- 
proach as Ortho does? Who, as a person, 
would have a chance to speak up about 
this without much of a likelihood of be- 
ing called “prejudiced” about it as 1? 
I guess this is a pretty strong statement 
—so permit me to become autobio- 
graphical for a minute, in order to put 
this into the right perspective and to 
make you understand why I open my 
mouth so wide about it. 

Personally, I have no quarrel on the 
“lay issue” account. Rather, the fact that 
I am not an M.D. has been a real blessing 
in my life. For instance, I never had to 
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face the nightmare of immigration-con- 
ditioned exams that others had to go 
through in order to re-establish them- 
selves with a medical degree. Actually, 
you know, I am really a privileged char- 
acter in that area; every Thanksgiving 
Day I remember to be grateful for hav- 
ing only a Ph.D. Besides, I am probably 
the only person in this country and in 
this field who, in spite of the fact of not 
having a medical degree, was quite hap- 
pily entrusted with the running of a chil- 
dren’s psychiatric ward in a huge Goy- 
ernment research hospital. In case some 
of you should get worried, let me hasten 
to add that this, of course, does not 
mean that adequate provisions were not 
made to supplement what I obviously 
was not equipped to do. I had plenty of 
Psychiatrists on my staff, around me and 
above me, who would see to it that the 
medical issues for which I am not com- 
petent would not be neglected and that 
those provisions and securities which are 
legally part of hospital practice would be 
well taken care of, Beyond that, how- 
ever, I can assure you that my leadership 
in determining what we would be trying 
to do was clearly accepted and I was 
permitted to run the outfit with none of 
my troubles coming from the issue of 
“degree.” Don’t think I am trying to say 
Thad no troubles. On the contrary, I had 
Plenty of them. But the troubles I had 
were those anybody would have who ran 
the type of therapy project I was running 
and who dragged in the type of hard-to- 
manage child patients we catered to. 
There are plenty of medical psychiatrists 
around and probably in this audience 
who could describe to you what these 
troubles are, Anybody who brings ac- 
tion-prone child patients into a hospital 
would have them, even if he had 20 
medical degrees or were president or ex- 
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president of the American Medical As- 
sociation itself. 

In short, of all the people who quite 
obviously have no personal ax to grind, 
I am probably the one with the biggest 
responsibility to speak up on this issue, 

Remember the heading? It is the ghost 
of the lay therapy issue I want to talk 
about—the issue itself is too complex a 
theme to be raised in the remaining time. 
That ghost of the lay therapy issue is sit- 
ting at our banquets, it is even sitting 
with us in some of our Board meetings 
at Ortho, probably even in some of the 
discussion groups right at this confer- 
ence. It is this ghost that keeps us from 
bringing issues out in the open, often 
simply because people are too tactful 
and polite to do so. My proposition is 
this: Let's stop being polite. We can’t 
afford it any more, for there are points 
beyond which politeness is a block to 
Progress worse than hostility itself. 

I think that the ghost of the lay ther- 
apy issue sitting in on our clinical feasts 
blocks us most on two levels: One level 
is better known, namely: psychotherapy 
—or something close to it—done by 
people who have no medical degree. On 
the desirable end of the line of this prob- 
lem, we are talking about people whom 
we consider well trained for the job, 
well equipped to do it. We have no 
qualms about their professional compe- 
tence for psychotherapy with children. 
On the contrary, we are desperate for 
them, we wish there were more of them, 
for to whom would we send the kids we 
don’t want to take on ourselves, or our 
Own children when they need help? We 
know, in private, but don’t whisper it too 
loud, that we couldn’t even run our 
clinics without their doing a lot of the 
work under somebody else’s cover. 

The other level of the problem of lay 
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therapy is equally important, but I find it 
usually swept entirely under the Tug: 
psychotherapy with children, done by 
people who happen to have a medical 
degree, and who are suddenly required 
to do something which they really don’t 
want to do, simply because they were 
not trained for it. They had no exposure 
to the normal teachings in child develop- 
ment which any teacher or social worker 
would be automatically expected to go 
through. They had no Opportunity to get 
experiences with children in different age 
groups and in open settings where chil- 
dren live and learn, They had no oppor- 
tunity for appropriate intensive psycho- 
therapy with a wider range of child pa- 
tients than the usual hospital clinic 
would naturally harbor. Many of those 
doctors I am referring to were actually 
screaming for this kind of training, but 
either it was not available to them or 
Whatever “children’s work” they could 
get into had to be tagged on as a low- 
status item somewhere at the tail end of 
their training. In short, medical degree 


| Or not, these persons are laymen in the 


field of Psychotherapy with children on 
all but the legal counts. This is even true 
for some who may be well trained for 
Psychotherapy with adults, but who were 
never checked on the additional charac- 
teristics and skills that go with psycho- 
therapy with children, De facto, many of 
these “lay therapists,” for reasons of 
legality and practicality, are lured or 
forced into Positions of not only doing 
but Supervising, administering, and le- 
Bilimizing Psychotherapy with children 
yond what, by their frank admission, 
ir previous training has really 
“quipped them to handle, 
© ghost of the lay therapist issue 
up the works on both of these 
of the concept of Lay Therapy. It 
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gums it up by reducing the training fa- 
cilities for both groups which are so much 
needed. It gums it up for the nonmedi- 
cal student by blocking the proper train- 
ing of people with well developed skills 
in children’s work for specific forms of 
psychotherapy which by now we could 
well describe and isolate. It gums it up 
for the medical student because there are 
so few places and chances for getting the 
appropriate experience. The medical 
schools usually are far behind in their 
Tecognition of psychotherapy and coun- 
seling skills with children as a suffi- 
ciently important technical specialty in 
its own right. In addition medical 
schools by themselves are not automati- 
cally equipped to provide the type of 
training and experience that “skill for 
children’s work” demands, especially for 
work with the wide range of problems on 
which the community will later need the 
“psychiatrist’s” advice, 

At this point I feel urged to add one 
more remark, in protection and defense 
of my younger medical colleagues and 
especially of the students. I find that 
public opinion has developed, for some 
reason, a nasty stance while implying 
that it is so hard to get enough psychia- 
trists to go into training and work pri- 
marily with children, The general impli- 
cation seems to be of two varieties: that 
the reason for this is financial greed or 
financial need. One assumption is that 
young psychiatrists don’t want to go into 
work with children because they can’t 
live on it and can earn more in practice 
with adults. The other assumption is that 
young people don’t go into psychother- 
apy with children because they can’t af- 
ford it. By the time they are through the 
amount of economic frustration and in- 
fantilization which medical and espe- 
cially psychiatric training requests, they 
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can’t afford the luxury of doing what 
doesn’t help them pay back the money 
they had to borrow in order to get 
trained. 

I personally know very well that both 
statements have some “reality” in them. 
However, as stereotypes of public opin- 
ion they are wrong. I know plenty of 
young medical students or young psy- 
chiatrists who are finished with their 
training and who, even knowing that the 
financial sacrifice they would have to 
make to go into child psychotherapy is a 
heavy one, would willingly make it. The 
reason why they hesitate is not that they 
overemphasize the importance of eco- 
nomics, but that they are too decent and 
conscientious to want to do something 
for which they know they were not ade- 
quately trained. In fact, some of them 
are desperately searching for the kind of 
institutional setting, the kind of therapy 
project, the kind of counseling chance 
with a representative portion of the teen- 
age school population in which they 
could really learn what they need to 
know to be helpful to the youth of our 
time, to their parents and teachers who 
are screaming for help in the task of rais- 
ing them. The thin experience offered 
the young doctors for a few months, fre- 
quently in a very messy, poorly staffed 
and miserably programmed service, or 
the limitation to just a few special types 
of pathology which hospitals can tradi- 
tionally house as an adjunct to their 
adult schizophrenic population, does not 
give my young friends the feeling of 
competence they would want—never 
mind the legal privilege that comes with 
their degree. 

This is what I mean by the “ghost of 
the lay therapy issue.” I think we need 
to ban that ghost and bring the real is- 
sues right out into open discussion, The 
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lack of production of new people in ade- 
quate numbers for services to our chil- 
dren and youth is so serious that it needs 
to be tackled from all sides. 


Treatment into What, and Why Don’t 
We Like Mental Health? This I tried to 
become vehement about before, in fact 
two years ago in my paper on the “Con- 
cept of Improvement” at the San Fran- 
cisco conference. However, because this 
issue got wrapped up in so many other 
issues there, I feel like again pulling it 
out into the limelight it needs all by itself. 
And since it is a touchy issue, what bet- 
ter chance to get it listened to than in a 
Presidential Address? In a nutshell, this 
is what I want to say again: For much 
that we do and support under the term 
“Mental Health,” the use of this label 
comes close to terminological insincerity 
or even terminological fraud. Much that 
is being carried on under that name— 
and financed out of its appropriations— 
is primarily concerned with “mental dis- 
ease” as we have always understood it. 
Even our well praised and appreciated 
report on mental health needs is haunted 
by that problem, to say nothing of the ' 
fact that mental health support of chil- 
dren didn’t seem to bother that project 
much. In short, the symptom droppage, 
cure, and eradication of mental diseases 
which have filled textbooks for the past 75 
years is a good, decent and important 
job in its own right. But, there is more 
than this in the fostering and protection 
of mental health. Yet the closer a project 
stays to the well-entrenched disease en- 
tities in their more extreme form, the 
easier it is to make it respectable and to 
hire all those involved in it out of mental 
health appropriations. If you do some- 
thing with children who still happen to 
run around in classrooms or who are 
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sick in a “different” way from that of the 
established mental hospital categories, 
your trouble will increase. For instance, 
the people essential in their treatment 
may be “just teachers, parents, group 
workers, house parents”—none of which 
categories rises to the height of a cate- 
gory eligible for designation of a “mental 
health worker.” On the other end of the 
line, many studies and activities are sup- 
ported which are, again, perfectly impor- 
tant and respectable in their own right. 
However, they seem to me to be rather 
far on the other end of the line. Lots of 
Mental Health money goes into rat 
mazes, monkey cages, and pigeon feed. 
I don’t mind dogs, cats, and any other 
animals getting all that fancy air-condi- 
tioning and well-trained care which I 
had trouble to requisition for my child 
patients. I am sure all this work needs to 
be done. In fact I consider it so impor- 
tant that it should be done under its own 
quite respectable name rather than that 
it should have to be smuggled in under 
the “mental health” disguise. In short I 
don’t think it is good practice to cover 
everything that is “also important and of 
Possible eventual benefit” under the 
Mental Health coin, for I see the areas 
Which have closest meaning as mental 
health problems and which are most 
closely related to places where children 
live and grow getting thinned out to the 
Point of neglect. 

One more word I want to say—and I'd 
better face the fact that I can only hint at 
this point, since it's about time I began 
to close my story, I am worried about 
the fact that we still seem to be so much 
More comfortable with what we are 
treating children out of than what we are 
Supposed to treat them into. In short, 
even Our concept of what constitutes 

Improvement” frequently remains de- 
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pendent on what we can count as “symp- 
toms dropped.” When we get beyond 
that our whole field of mental health and 
clinical endeavor seems to be still rather 
confused. It seems to me that we give 
more thought to what our kids are like 
than what the world really is like into 
which we educate and treat them, and 
what the “reality” into which we want to 
reimmerse them actually holds in terms 
of health-supportive and health-destruc- 
tive ingredients. How can we ever trust 
our statistics in recidivism, for instance, 
if we do not know what threw or sup- 
ported them in their later life situation 
as exactly as we now know what we ex- 
pose them to in a corrective experience 
or in a therapy situation? Also, one con- 
cept which the public has learned to take 
for granted in the field of physical ail- 
ments still seems rather underdeveloped 
in our own domain, namely, that of the 
requirements and importance of well- 
implemented convalescence. 

In the field of physical diseases, the 
complexity of appropriate postsurgical 
care, to mention just one variety of the 
issue, has been well established and has 
become as respectable an endeavor as 
the original surgical intervention. It is 
not considered sissy stuff if you have to 
help a kid for weeks after a bone opera- 
tion to use the limbs that have been op- 
erated on. In the mental health field, that 
is not so. The youngster is hardly out of 
his therapist's office or out of that special 
class or treatment cottage when most 
everybody is supposed to take care of 
him and decide what he is and what he 
isn't supposed to be able to do. The con- 
cept of a carefully designed convales- 
cence experience with reference to the 
specific therapeutic operations that had 
to be performed on a youngster still 
needs much more specific elaboration. 
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Worse even, the amount of “settings” 
available for judicious discharge or tran- 
sitional support of our improving kids is 
still unduly thin. 

Something seems to me to be wrong 
even with the self concept we have de- 
veloped in the clinical field. If somebody 
fixes up a kid after a skiing accident and 
then somebody else comes and hits him 
with a sledge hammer, nobody is insinu- 
ating that the previous doctor probably 
did a poor job. In the field of Mental 
Health, unfortunately, this analogy does 
not quite hold. I find us constantly both- 
ered out of our wits, and sometimes dis- 
couraged about our clinical know-how, if 
somebody reminds us that one of our pa- 
tients or clients didn’t seem to hold up so 
well after several years have elapsed 
without much concern about the ques- 
tion of just what really “did it” to begin 
with, what the situation was really like 
that renewed the trauma, or whether the 
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problem did lie after all in an incomplete 
recovery. 

To make such evaluations, however, 
another issue which first needs more 
study is a thorough assessment of the 
psychological ingredients that are inher- 
ent in life experiences to which children 
are exposed. Not only does the “Life 
Space Interview” as a device for bring- 
ing treatment situations closer to the 
daily scene of children’s experiences 
need further development. We also need 
to bring into much sharper focus our 
skill at sizing up settings, environmental 
givens, and child care practices in terms 
of those of their properties which have 
high relevance to the ego’s capacity for 
maintaining a state of mental health. 
This, however, would lead us far beyond 
what we can hope to contemplate right 
now. I hope that you will use other spots 
on our Ortho Program for an opportu- 
nity to do just that. 


IF NO? NOW, WHEN?” 


LEON EISENBERG, M.D. 
Professor of Child Psychiatry, Johns Hopkins University School of Medicine and Children's Psychiatric 
Service, Harriet Lane Home, Johns Hopkins Hospital, Baltimore, Maryland 


Although “Action for Mental Health” includes some excellent proposals, the 
report has serious conceptual shortcomings that arise from a restricted vision 
of what should and can be done. These failings point up the need for mental 
health scientists to ask themselves whether mental illness is preventible in any 
meaningful sense; granting—as the author contends—that it is, why they have 
been such inert and ineffective advocates of preventive psychiatry; and what 
they must do to reorient their efforts in order to discharge their full responsi- 
bility for the promotion of social as well as professional action for mental 


health. 


i Be REPORT Action for Mental Health 
(1) isa singular document. It repre- 
Sents a significant advance in public psy- 
chiatric planning. The mental health pro- 
fessions, for the first time as a body, have 
acknowledged the social responsibility 
that accompanies specialized knowledge. 
We have, in force, entered the political 
arena as spokesmen for the disenfran- 
chised: the mentally ill of today and those 
destined, in the absence of effective pub- 
lic action, for illness tomorrow. 

And yet, this Joint Commission Re- 
Port, despite some excellent proposals 
for action, is peculiarly representative of 
the conceptual shortcomings that have 
restricted our vision in the past. It gives 
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but fleeting recognition to children; it 
cavalierly dismisses the possibilities for 
prevention; it bypasses the mentally re- 
tarded, 

In this address, I shall attempt to rem- 
edy these failings. But let me, at the 
outset, salute the crusading ethical spirit 
of Action for Mental Health. Knowledge 
confers upon scientists a clear moral re- 
sponsibility: to disseminate that knowl- 
edge in order to provide their fellow citi- 
zens with a sound basis for rational de- 
cision-making and effective social action 
(2). It is in this spirit that I would have 
us consider the following questions: 

Is the prevention of mental illness pos- 
sible in any meaningful sense? 


* Dedicated to the memory of Albert Deutsch, Delivered at the Presidential Session at the 
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If, as I shall contend, it is, why have 
we been so inert and ineffective as ad- 
vocates of preventive psychiatry? 

What need we do to reorient our 
efforts to the end that we accept our 
full responsibility to promote social as 
well as professional action for mental 
health? 


PREVENTION 


In the green years of the mental hy- 
giene movement, dedicated enthusiasts 
proclaimed that mental illness could be 
abolished through the application of psy- 
chological rules for hygienic living. Some 
decades later, the millennium has notably 
failed to arrive despite the proselytizers 
for psychological rearmament. Let us 
grant them that universal acceptance of 
their precepts has never been fully forth- 
coming. But, as Action for Mental 
Health notes, there is literally no evi- 
dence of even modest success from a 
multitude of earnest educational efforts 
(3). Indeed, the one clear result has been 
derision of the very notion of mental hy- 
giene. Critics with a paranoid bent warn 
the public that we intend nothing less 
than to remake them in our own troubled 
image—a gratuitous warning in view of 
the absence of any demonstrated effect. 
Cynics call gleeful attention to contradic- 
tions in our theories and chide us to put 
our own house in order before we offer 
panaceas to a gullible public. 

Some of our colleagues have been un- 
deterred by criticism, whether based on 
fact or fancy; preempting the mantle of 
mental hygiene, they continue to dis- 
pense the same tried and untrue bro- 
mides of an earlier era. Other colleagues, 
chastened and troubled, counsel perfec- 
tion. Lest we further confound our pub- 
lic “image,” they urge that we stick to 

our last, which they take to be individual 
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case management. After all, they ask, 
must we not admit that our ignorance is 
considerable? 

Agreed, but is not knowing all to be 
equated with knowing nothing? If what 
has passed for mental hygiene has been 
little more than pious platitudes, it does 
not follow that the infant, preventive 
psychiatry, born of what is known with 
reasonable certainty (4), must be thrown 
out along with the bath water of glitter- 
ing generalities. Yet in effect this is what 
Action for Mental Health has done. It is 
all the more regrettable that in so doing 
it exemplifies a widely held attitude. 

Part of the confusion about mental 
hygiene lies in loose use of global terms, 
part in an overemphasis upon individual 
psychology to the exclusion of the social 
and biological determinants of behavior. 

What are the goals of prevention? 
Programs for mental hygiene all too often 
imply, when they do not explicitly state, 
an objective of “eliminating mental ill- 
ness.” But this, on the face of it, is ab- 
surd. It is not simply that we do not 
know enough to do so now. There is no 
entity “mental illness” that can be pre- 
vented; there is, rather, a variety of psy- 
chiatric disorders, each with causes, 
mechanisms, and outcomes. The task for 
mental hygiene is to devise specific meth- 
ods for preventing particular disorders, 
certain of which may yield to scientific 
attack at a given time. 

Beyond this matter of illness in par- 
ticular versus illness in general is to be 
found a more fundamental question in 
the philosophy of medicine, Can all men- 
tal illness, any more than all disease, be 
eliminated, either now or in the foresee- 
able future? 

What we call disease is the result of 
maladaptation between the human or- 
ganism and his environment, When, in 
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order to counteract disease on a wide 
scale, we alter the dynamic equilibrium 
between organism and environment, we 
set into action a train of interrelated 
events whose final steady state we can 
predict only imperfectly. Antibiotic 
treatment has been accompanied by the 
multiplication of resistant microorgan- 
isms that constitute a new challenge to 
health. Medical salvage of the victims of 
hereditary diseases increases the carrier 
rates for deleterious genes. Prolongation 
of longevity adds to the burden of de- 
generative diseases and materially aug- 
ments population pressures, particularly 
in underdeveloped nations (5). 

Must we not anticipate like effects 
from psychiatric treatment maneuvers? 
Reduced mortality from prematurity 
portends morbidity in the form of brain 
syndromes among survivors. If schizo- 
phrenia is hereditary, then effective treat- 
ment, by restoring patients to the com- 
munity and thus enhancing the likelihood 
of marriage and procreation, may add to 
the transmissible gene pool. Zf patients 
previously hospitalized are now kept 
afloat in the community although psy- 
chologically impaired, may there not be 
4 potential for damage to children reared 
by disturbed parents? With medical 
Progress reducing the inexorable, cruel, 
but nonetheless self-correcting biological 
Population pressures, we become in- 
creasingly dependent upon a high degree 
of control over ourselves and over an 
environment whose contingencies cannot 
be completely known. 

Note that this is not a counsel of 
despair. No reasonable assessment of the 
Intended good, and unintended evil, 
effects of medical treatment would lead 
to the conclusion that we should aban- 
don scientific progress. Clearly, there 
has been a net gain of very considerable 
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proportions in human lives and human 
happiness. But these complexities remind 
us that the goals of medicine are modest 
as well as noble: the diminution of suf- 
fering from disease; the enhancement of 
the capacity of man to cope successfully 
with stress; and not the unattainable goal 
of the total elimination of disease and 
stress. Unless we specify our goals in re- 
stricted terms, we condemn ourselves to 
repeat the self-defeating cycle of grand 
promise and paltry accomplishment that 
breeds doubt and despair. 

If we forswear the illusory goal of 
“total mental health,” of “universal hap- 
piness,” what can we hope to accomplish 
in the prevention of particular neuropsy- 
chiatric disorders in the light of current 
knowledge? 

Manifestly, no comprehensive treat- 
ment of this topic is possible, or even 
entirely appropriate, within the confines 
of this address; I have attempted such 
statements elsewhere (4, 6, 7). Let me, 
instead, set out the features of one en- 
demic psychiatric disorder that can serve 
as a paradigm for preventive psychiatry. 
This disorder is quantitatively one of the 
most frequent we face; in its qualitative 
features it presents aspects discernible 
in other psychiatric disturbances; its 
solution will require the mobilization of 
community-wide efforts. The disorder to 
which I refer is the syndrome of depriva- 
tion. 

Clinically, the deprivation syndrome 
is, in varying degree, a complex of intel- 
lectual retardation, personality defect, 
and social maladaptation, observable in 
children who may or may not exhibit a 
substratum of detectable central nervous 
system impairment. The designation 
“deprivation” posits an etiology: the un- 
availability to the child of the biosocial 
necessaries for normal growth and de- 
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velopment, usually as a consequence of 
gross social pathology. It has been cus- 
tomary to employ the term maternal 
deprivation for this syndrome (8). This 
terminology is too restrictive. It singles 
out of an etiologic complex one aspect, 
albeit a central one; other elements are 
thus too easily overlooked and the finger 
of blame pointed at the mother who is 
no less a victim of this tragedy than is her 
child, Moreover, it directs attention to 
“mothering” as though it were a supra- 
scientific mystique, not reducible, as it 
is, to observable transactional processes 
(9). Hypothetical “critical periods” for 
its effect have been invoked in disregard 
of the chronicity of the traumatic factors 
that afflict these children from before 
birth through adolescence (10). The 
broader designation “deprivation syn- 
drome” requires of us that we specify 
what it is that the child has been denied: 
food, protection, stimulation, consistent 
and predictable interpersonal contacts, 
ordering of the environment, and so on 
(11). The term “maternal deprivation” 
is best employed to separate out of the 
larger class of cases those instances in 
which pathological mothering has been 
the noxious agent despite relative ade- 
quacy in other aspects of the infant’s 
world, 

What is the pathogenesis of the depri- 
vation syndrome? When does it begin? I 
would suggest that it can begin before 
conception: in maternal ill health that 
impairs normal pregnancy and in pa- 
rental unreadiness for child rearing. Many 
of its victims have an unintended be- 
ginning that might have been averted by 
the wider availability of birth control in- 
formation and access to better birth con- 
trol methods. 

The next assault occurs during preg- 
nancy, Pasamanick and his co-workers 
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(12-16) have provided convincing evi- 
dence of the continuum of reproductive 
casualty (extending from cerebral palsy, 
mental defect, and epilepsy through be- 
havior disorder and reading disability) 
that is associated with abnormalities of 
pregnancy and parturition. There is a sig- 
nificant association between the inci- 
dence of maternal complications and 
socioeconomic status. Mothers at high 
risk are the poor, the migrant, the un- 
married, and, especially, the Negro (17- 
20). Similarly, prematurity, which car- 
ries with it a significant risk for neuro- 
psychiatric sequelae (21), is found at 
higher rates in lower social classes (22). 
As the result of malnutrition (23), poor 
prenatal care and, possibly, psychologi- 
cal stress (24), there are born a signifi- 
cant number of defective children whose 
crippling disease is unnecessary in the 
sense that it could have been prevented 
with available methods, had we but the 
determination to apply them. 

Even after birth, the biologic hazard is 
operative. Severe malnutrition (25) as 
well as specific nutritional deficiencies 
(26) have been shown to be associated 
with mental defect. Accidents and infec- 
tions, which may impair CNS function, 
show differential distributions by social 
class. Again, we have identified preventa- 
ble disruptions of normal development 
whose amelioration waits not upon the 
acquisition of new knowledge but upon 
the social use of available knowledge. 

These disorders, let it be noted, are 
not limited to the lower social classes; 
they have an appreciable incidence 
among the privileged. We have no right 
to assume that even with the best of care 
such disorders can be eliminated alto- 
gether. What can be altered is the social- 
class rate differential, with both rates 
lowered to some minimum value not 
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further reducible by present techniques. 
This would result in significant salvage 

of children otherwise destined for 
chronic handicap. 

The neuropathological sequelae of 
maldevelopment, malnutrition, injury, 
and infection already noted are no more 
fateful than the psychopathological se- 
quelae of the intellectual understimula- 
tion, noxious interpersonal experiences, 
and social psychopathy to which these 
children are exposed. Positive correla- 
tions between intelligence test scores, 
academic performance, and social class 
membership have by now been docu- 
mented beyond need of further repeti- 
tion. Developmental studies of white and 
Negro infants indicate a similarity of 
performance early in life which changes 
with time to a superiority for the white 
as cultural influences manifest their 
effects (27). Contrariwise, environmental 

` enrichment has been shown to lead to 
Improvement in intelligence test perform- 
ance among previously understimulated 
children, including those who are grossly 
defective (28-35). 

Many studies have indicated the per- 
sonality defects and delinquent behavior 
patterns to be found among deprived 
children (8, 10, 11, 36-38). These 
Youngsters receive little intellectual 
stimulation at home; they come to school 
Poorly motivated; they attend over- 

_ crowded, understaffed, and unattractive 
schools, when they attend school at all. 
They live in decaying neighborhoods, 
rich only in opportunities for trouble and 
characterized by value systems opposed 
to those of the dominant culture, Rates 
Or parental disease, death, and deser- 
tion are high, with the result that these 
children experience multiple losses and a 
multiplicity of living situations. Some of 

cm, in tribute to the resiliency of the 
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human organism, manage somehow to 
grow into functioning adults. Far too 
many contribute to statistics on delin- 
quency and disease; they become prema- 
ture and inadequate parents themselves, 
fated to repeat for a succeeding genera- 
tion the cycle of deprivation (10). 

Perhaps the single most disconcerting 
feature of this squalid nightmare is that 
many children experience deprivation 
after they are known to community agen- 
cies and receive from them what is 
euphemistically termed “assistance” (39). 
There are in the United States well over 
two million children (40) supported by 
Aid to Dependent Children at levels bare- 
ly sufficient to glue body and soul to- 
gether (41). Another quarter million are 
in foster care (42); recent studies sug- 
gest the dismaying possibility that an ap- 
preciable number of foster children may 
in fact continue to deteriorate while in 
care (11, 42, 43). The reasons are not far 
to seek: miserly board rates; absurd 
wages for professional workers, with con- 
sequent staff shortages and rapid turn- 
over; morale-busting assaults by petti- 
fogging politicians behind the rallying 
cry: “Economy, yes! children, no!” But 
where, where have we been in the fight to 
better their condition? 

Many of these children come to rest 
with the “diagnostic” label of “familial” 
or “garden variety” mental retardation 
(if familial, then no more so than tuber- 
culosis; if a garden, how unlovely does it 
grow, choked by social weeds). For all 
the real satisfaction we may take in the 
recent biochemical and genetic advances 
in oligophrenia (44, 45), metabolic dis- 
orders constitute but a limited part of 
the total problem of mental deficiency. 
The largest category of intellectual re- 
tardation results from failures in social 
metabolism which can be corrected only 
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by infusions of the social enzymes and 
substrates necessary for normal develop- 
ment. 


1 trust that I have marshalled sufficient 
evidence for my thesis: effective (though 
not total) primary prevention of certain 
mental disorders (4, 7) is possible with 
what we know now if we but have the 


We can agree that these remedies are 
far from simple to apply; nor is the task 
ours alone. Our nation faces a staggering 
shortage of profesional workers which 
only a massive recruitment and educa- 
tional program will alter (46). We will 
have to become i more ex- 
pert in 
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properly respected foster care 
workers (48)? AIl of these measures pre- 
suppose the transformation of an anach- 
ronistic system of state and local fund- 
ing; only a federal tax base can provide 
the requisite funds, an issue justly em- 
phasized in Action for Mental Health. 
Central to these proposals is the rec- 
ognition that human resources are the 
precious capital of a democratic society. 
Our nation must be prepared to i 
its material substance, to an extent far 
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beyond present conceptions, in the culti- 
vation of people (49). This will require a 


major change in the value oricntation of 
our citizens and of the representatives 
they elect, a change that will not come 
about overnight or indeed through our 
efforts alone. But we, as physicians, s0- 
cial workers, and psychologists, have a 
vital contribution to make in the political 
arena, precisely because of what we 
know about the needs of children 

All of this may go far afield from what 
is conventionally labelled mental hy- 
giene; there will be those who will con- 
tend that it is not our business to go be- 
yond the clinic and the consulting room. 
But is it any less our business than a con- 
taminated water system is the business 
of a microbiologist—than a reservoir of 
uninoculated children is the business of a 
virologist—than interior lead-containing 
paints are the business of-a pediatrician 
—than nuclear fallout is the business of 
a physicist? As the experts in behavioral 
science, we must join those others al- 
ready in the front line: public health 
doctors and nurses, pediatricians, teach- 
ers, housing experts, welfare workers, 
and others, in order to stop the epidemic 
of socially induced psychopathology at 
its source. 


THE RESPONSIBILITY OF THE 
MENTAL HEALTH PROFESSIONS 


lf my argument is correct, then we 
must face an uncomfortable question: 
Why have we been so inert and ineffec- 
tive as public advocates for preventive 
psychiatry? Why have our energies been 
dissipated in moral sermons on the royal 
road to the happy family via breast feed- 
ing, proper toilet training, sex education 
and the like, desiderata in themselves 
perhaps, but quite unsubstantiated as 
guarantors of mental health? 

The answer, I submit, is to be found 
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the mode of practice which, if not in 
customary for all of us, nonetheless 
nts the ultimate in prestige: the 
ne psychotherapeutic interview 
conducted in a well-appointed office, 
carefully insulated from the sights, 
sounds, and smells of society. It is this 
that has given birth to theories of be- 
havior imbedded in individual instincts, 
constrained perhaps but not basically al- 
tered by social experience. It is this that 
we hold up before our trainees as the 
method of therapeutic efficacy. For only 
this, we tell them, will bring about re- 
covery with insight, i.e., a real cure; any- 
thing less is “superficial” and its practi- 
tioners rather dull chaps, needed of 
course and all that, but not admissible to 
the fellowship of the sanctified. 

You will reply that I exaggerate. If we 
take adherence to psychoanalysis as an 
index of preoccupation with individual 
psychotherapy, the American Psychiatric 
Association reports that only 10 per cent 
of its members belong to analytic soci- 
eties (50). Let me remind you that, ac- 
cording to the same source, more than 
half the chairmen of departments of psy- 
chiatry hold membership in such associa- 
tions (50). This may be a tribute to the 
calibre of analysts but it also says some- 
thing of prevailing interests in the field. I 
have no figures for social workers and 
Psychologists; I can only report my dis- 
May at the growing numbers who forsake 
their heritage to function as quasipsy- 
chiatrists, often complete with couch and 
50-minute hour. I am not aware of any 
evidence that they are any less effective 
as psychotherapists, but I see no com- 
pelling reason to suppose that they are 
any better. By their defection from their 
Proper calling, we suffer an intolerable 
loss of professionals who haye a con- 
tribution to make in their own right. 

The prestige-laden psychiatric resi- 
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dencies are, in general, those offered at 
university centers. Many provide little or 
no experience in the state hospital and 
clinic, where the public mental health 
problem is to be found. Typically, they 
focus upon the intensive psychotherapy 
of selected (i.e., articulate) patients un- 
der close individual supervision by pri- 
vately practicing senior psychiatrists. 
Whatever the ostensible goals of the de- 
partment, this pattern of apprenticeship, 
frequently the major learning opportu- 
nity in the residency, provides the trainee 
with a model for professional identifica- 
tion that weighs heavily in determining 
his career choice. 

In some centers all, or almost all, the 
residents enter personal analysis. Let us 
for the moment agree that this may be a 
useful experience for some. But pause to 
consider how a personal analysis tends to 
mold a resident's professional career. 
For one thing, it restricts his geographic 
mobility for 3, 4, 5, n years. For another, 
its cost may necessitate a search for sup- 
plementary income from after-hours pri- 
vate practice, a step officially frowned 
upon but often tacitly encouraged; if he 
manages somehow without it, he may 
complete his training so in debt that the 
lure of a lucrative private practice is diffi- 
cult to resist. Most significantly of all, 
the didactic analysis, together with time- 
consuming courses in the Institute, pre- 
pares him for a psychiatric technique ob- 
viously inapplicable in the state hospital 
and usually considered unsuitable for 
out-patients of lower social class (51). Is 
it at all reasonable to expect him to cast 
aside what he has so painfully and so ex- 
pensively acquired, particularly when its 
pursuit promises him a perfectly honor- 
able and comfortable career? 

The problem is far greater than the 
number of young people who choose to 
seek psychoanalytic training. Several- 
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fold more, who never become full- 
fledged psychoanalysts, follow a mode of 
practice which places a quite similar 
premium on individual psychotherapy. 
Again, they are isolated from public 
service except for an occasional consult- 
ancy or half-day teaching stint. Many are 
effectively lost to medicine itself since 
what they do borrows least from their 
medical training and emphasizes most 
what there is every reason to believe they 
could have done equally well without the 
time and expense of attending medical 
school. They, together with adherents of 
acknowledged analytic schools, contrib- 
ute to a hierarchy of values that molds 
their successors in the same frame. Thus, 
the problem of recruitment and training 
of the psychiatrists needed for public 
health is qualitative as well as quantita- 
tive, how we train as well as how many. 

Now, I do not doubt that psychologi- 
cal influences have a potent impact on 
human behavior or that psychotherapists 
bring relief to those suffering from emo- 
tional disorders (52). Indeed, with the 
Very best efforts at prevention, there will 
remain a multitude of patients for whom 
psychotherapeutic methods represent the 
treatments of choice. There is no impli- 
cation here that we should abandom 
such patients in our emphasis on preven- 
tion, but rather that we disperse our 
forces more rationally than we do at 
present. From any scientific vantage- 
point, what is remarkable is the preoc- 
cupation with intensive individual psy- 
chotherapy. After some five decades of 
its advocacy as the preferred method for 
the treatment of emotional disorders, we 
still do not know how to measure its 
effectiveness; we have no evidence that 
any one way of doing it is better than 
any other (52) or that long-term is su- 
perior to brief psychotherapy (6). Con- 
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fronted with this distressing state of af- 
fairs, some will perhaps reply that psycho- 
analysis was never really intended as a 
method of treatment but as a research 
tool for the investigation of the person- 
ality. But this is hardly any more credi- 
ble, at least in its present form, since the 
“research” method seems to follow none 
of the accepted scientific principles of 
prediction, design, control, and quanti- 
fication. The fault is far more general 
than that of psychoanalysis; research 
training is an uncommon feature of resi- 
dency training programs anywhere. 

I am not impugning the integrity of 
those who practice psychoanalysis and 
intensive psychotherapy. I do not doubt 
their sincerity, intelligence, or compe- 
tence. Indeed, my regret is the greater 
that, in my observation, it has been the 
bright and not the incompetent, the curi- 
ous and not the unimaginative residents 
who have been attracted to psychoanaly- 
sis and thus lost to research, university 
teaching, and public service. What I am 
suggesting is that methods of long-term 
individual psychotherapy offer no prom- 
ise for public health psychiatry and that 
their practice inescapably molds theory 
so as to make it sterile for the larger 
problem, whatever relevance it may 
have for a restricted group of patients. 

A meaningful final evaluation of the 
role of psychoanalysis and its derivatives 
in the history of psychiatry is a task for 
the historiographer of our specialty. We 
can grant its germinal role in reawaken- 
ing interest in the meaning of symptoms 
as distorted communications. We can rec- 
ognize the intellectual brilliance of its 
founder whose literary tour de force was 
instrumental in my own decision to enter 
the field, as surely it must have been for 
many of you. The history of science, 
however, is replete with instances in 
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which an initially liberating conceptuali- 
zation, once institutionalized, became a 
barrier to progress. Whether this mo- 
ment has arrived for psychiatry or not, 
we must recognize that, whatever present 
psychodynamic theory can contribute to 
our “understanding” (53) of individual 
aberrations, it is largely irrelevant to so- 
cial pathology. Society is more than the 
mere aggregate of its individual members; 
if it is, in one sense, the product of their 
dreams, it also shapes those dreams. 
When systems in the social organism go 
awry, it is as absurd to attempt their cor- 
rection by medicating the individuals 
whose aberrations are second- and third- 
order consequences of the basic lesion as 
it would be to treat the white count in 
meningitis rather than to eradicate the 
offending meningococci. 


REVISIONS OF TRAINING 


If there is any substance to the thesis 
of this address, it then follows that major 
revisions in the content and methods of 
Psychiatric training will be necessary to 
meet the mental health challenge. 

No residency program should be con- 
sidered adequate that does not provide 
substantial experience in community and 
Public hospital psychiatry. In part this 
can be met by integrating university and 
State hospital programs to ensure resi- 
dents rotation through both services, in 
part by having the university hospital 
take greater responsibility for the man- 
agement of psychiatric emergencies and 
for the diagnosis and treatment of pa- 
tients who live in its community (54). 
This would not only enhance the quality 
of academic residency training but also 
diminish the overload on the municipal 
hospital and thus improve its teaching 
potential. The development of commu- 
hity clinic programs, staffed by residents, 
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is a promising measure to provide re- 
sponsibility for the care of patients in 
low-income groups (55). 

The all-too-common practice in child 
guidance clinics of denying service to pa- 
tients with brain syndromes and/or men- 
tal retardation, while perhaps the pre- 
rogative of the private clinic, cannot be 
accepted in a center that purports to 
provide training for child psychiatrists. 
The methods and theories of intensive 
psychotherapy should indeed be taught 
and perhaps even emphasized in clinics 
so oriented; but we should not certify for 
training a program that provides a resi- 
dent with no more than eight to ten in- 
tensively treated cases a year with no 
further experience in diagnosis, other 
modes of treatment, or work with com- 
munity agencies. 

We must invest a far larger proportion 
of our professional resources in the de- 
velopment of research competence (56, 
57). The limitations of present thera- 
peutic methods doom us to training care- 
takers at a rate that ever lags behind the 
growing legions of the ill, unless we 
strike out successfully in new directions 
in the search for cause and treatment. 
Trainees must be imbued with critical 
skepticism toward what we teach; they 
must be encouraged to demand that each 
proposition be evaluated by scientific cri- 
teria. Whatever our theoretical biases, 
we as teachers should demand of our- 
selves that our students be familiarized 
with the evidence for and against what 
we say and not merely taught by rote 
what has our fancy. 

The physiological and biochemical as 
well as the sociological determinants of 
behavior merit more emphasis than they 
have been given. The most obvious jus- 
tification for this proposal lies in the 
striking increase in the mental disorders 
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of the senium, the one class of psychi- 
atric diseases for which we have unequiv- 
ocal statistical evidence of an increase 
in prevalence over the past century. And 
we appear to be on the threshold of major 
advances in the neurochemistry and neu- 
rophysiology of aberrant behavior. There 
is, as I see it, no contradiction in this call 
for an increase in our biological skills at 
the same time that we emphasize socio- 
logical expertness. The deprivation syn- 
dromes have biological consequences: 
The biological disorders of old age occur 
in a social nexus. Can geriatric psychiatry 
be effective without concern for the neces- 
sity of providing good medical care for 
the aged? 

Those of us who are physicians must 
relate our practice to its roots in medi- 
cine as once we did and as surely we 
shall do again (58). In all of what we 
attempt the touchstone must be the relief 
of suffering and the prevention of disease 
in order to fulfill our socially prescribed 
role as guardians of the public health. 

This is no brochure for a training 
program. How to spell out the detailed 
application of these general principles 
remains a considerable task; important 
aspects of training have not been dis- 
cussed in this brief survey. Nor would I 
argue for a single curriculum for all 
training centers. Each can profitably em- 
phasize that in which it excels but must 
at the same time provide more than a 
minimum of competence in the other 
areas in which a psychiatrist is called 
upon to exercise judgment, Diversity en- 
tiches and provides best for a future 
whose outlines are uncertain, But society 
can ill afford today’s precious Overspe- 
cialization in which trainees may learn 
one method even superbly well, but a 
method that ever lags behind the de- 
mands placed upon it, while they remain 
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abysmally unaware of the problems be- 
setting the bulk of the mentally ill. 


A CALL FOR A REDEDICATION 


This conception of the action neces- 
sary for mental health has emphasized 
the social roots and the social responsi- 
bilities of orthopsychiatry. Two threads 
have been woven into the fabric of the 
argument: the role of the mental health 
professional as professional and as citi- 
zen, 

As professionals, we must expend our 
therapeutic energies more generously in 
the public domain: hospital, clinic, wel- 
fare agency, school, health department; 
we must support a higher level of pro- 
fessional work in these therapeutic cen- 
ters with critical evaluation of present 
performance and imaginative enterprise 
in future efforts; we most modify our 
training programs to emphasize the pub- 
lic health aspects of orthopsychiatry; we 
must secure federal support for a much- 
broadened system of higher education to 
produce the mental health workers our 
nation will need. 

As citizens, we bear a moral respon- 
sibility, because of our specialized 
knowledge, for political action to prevent 
socially induced psychiatric illness. This 
implies fighting for decent subsistence 
levels in public assistance programs; 
good housing, health care, education, 
and the right to work for all. Advocacy 
of these causes may not make us popu- 
lar; but neither was the task of a Pinel, a 
Tuke, or a Dix in unchaining the men- 
tally ill an easy one. I am confident we 
will not flinch at the challenge. 

I cannot forbear to mention, as I con- 
clude, one overriding issue thus far un- 
stated. Ours is a world so shrunk by 
technology that men half the globe away 
must become our brothers or they will 
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become our executioners and we theirs. 
Decisions to test nuclear weapons, taken 
by one nation, spell radiation damage to 
unborn generations in all others, whether 
they be friends or foes. If men cannot 
respond rationally to a world radically 
transformed by science, the very exist- 
ence of life on earth may no longer be 
tenable. The plea of the American As- 
sociation for the Advancement of Sci- 
ence for a “science of survival” (59), a 
science we do not now possess but must 
find the means to create, is a call for the 
dedication of our energies at this 
eleventh hour that there may be a future. 
And this, I hope, will yet become a cause 
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to which we will devote ourselves. 

Two thousand years ago, Hillel (c.70 
B.C.-c.10 A.D.) addressed three ques- 
tions to mankind: “If I am not for my- 
self, who is for me? And if I am for my- 
self (alone), what am I? And if not now, 
when?” (60). His words remind us that 
if we are to improve our human condi- 
tion, we must act for ourselves; that if 
we are to achieve full humanity, we must 
regard others as not less than ourselves; 
that, life being brief at best (and today 
altogether uncertain), we must act now, 
for there may be no tomorrow. This is a 
heavy charge, indeed, but one that we 
cannot escape. 
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This paper presents the historical development, philosophy, aims, and methods 
of graduate collegiate education in the Nursing in Child Psychiatry program at 
the Boston University School of N ursing. Course offerings and field instruction 
are considered in terms of their relationship to the evaluation and improve- 
ment of nursing care. 


1. Graduate Collegiate Education in Nursing in Child Psychiatry 


ARLINE C. PETRICK, R.N., M.S.,* and ROSE A. GODBOUT, R.N., M.P.H.t 


Boston University School of Nursing, Boston, Massachusetts 


ABs: COLLEGIATE graduate pro- 
grams which aim at educating pro- 
fessional nurses in the care of the emo- 
tionally disturbed child are currently 
being offered in this country. One such 
program is offered at Wayne University, 
a second at the University of Cincinnati, 
and the third at Boston University. 

This paper is concerned with the pro- 
gram at Boston University, The curricu- 
lum in nursing in child psychiatry will 
be considered in terms of historical de- 
velopment, philosophy, aims, and im- 


plementation. These four areas are 
listed separately only for the purpose of 
showing their interrelationship, for a 
curriculum is the result of the synthe- 
sis of historical development, philoso- 
phy, aims, and implementation. 

The presence of a clinically oriented 
program within our academic setting is 
a general outcome of the over-all goals 
of our University. Specifically, the pro- 
gram is directly related to those two 
goals of Boston University which are in- 
tended (1) “to insure sound professional 
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training” and (2) “to advance the public 
welfare.”* As a minimum fulfillment of 
these goals, the School of Nursing 
“firmly believes that every nurse grad- 
uating from its program must have 
sound clinical nursing preparation.”? 
Thus the primary objective of the 
program in nursing in child psychiatry 
is to provide sound education for the 
clinical practitioner who is giving direct 
nursing care to emotionally disturbed 
children and their families. Secondary 
objectives, such as the preparation of 
teachers and supervisors, become a tar- 
get only when the student has demon- 
strated an effectiveness in direct nursing 
care. We are presenting that part of the 
curriculum which prepares clinicians. 
By highlighting four areas, each of 
which has historical, philosophical, and 
Instrumental significance, we will at- 
tempt to trace the development of the 
current curriculum, The four areas are: 
( 1) the desire of nursing to professional- 
We itself, (2) the interrelationship be- 
tween pediatric and psychiatric nursing, 
(3) the availability of agencies in 
Greater Boston, and (4) the continuing 
evaluation of the curriculum. 


THE DESIRE OF NURSING TO 
PROFESSIONALIZE ITSELF 

For some time nursing has been in 
the throes of change which began with 
the movement toward self-professional- 
zation. The beginning of collegiate nurs- 
ing education was characterized by edu- 
cating for functional positions, such as 
teaching and administration, and led to 
a baccalaureate degree. The necessary 
assumption was that the possession of a 
license to Practice as a registered nurse 
Was equated with the prepared clinician. 
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Recognizing the nurse’s desire to render 
more effective bedside care, these un- 
dergraduate programs were expanded 
to include clinical specialties, such as 
medical, surgical, and psychiatric nurs- 
ing. 

As more students began to grasp the 
contribution of collegiate education, 
such as accelerated learning and the in- 
fluence of the arts and sciences, to the 
improvement of nursing care, clinical 
specialties developed on a graduate level. 
Admission to a specialty program at 
Boston University now has a prereq- 
uisite of a baccalaureate degree. Our 
undergraduate programs, in turn, are 
concerned with preparing the generalist. 

Of nine students admitted this year, 
eight are graduates of accredited colle- 
giate programs in general nursing and 
one holds a degree from a specialty pro- 
gram in psychiatric nursing. This indi- 
cates preparation in the biological and 
social sciences, in the humanities, and in 
generalized nursing. This undergraduate 
nursing curriculum is characterized by 
breadth of clinical experience. Thus, we 
are in some measure guaranteed that the 
graduate student enrolling in our spe- 
cialty will see the relevance of her prac- 
tice to social problems. This, we believe, 
is a basic criterion of professionaliza- 
tion. 

The specialty of the nursing care of 
emotionally disturbed children is built 
upon this background of general nursing 
and general education. It is character- 
ized by the continuing development of 
the ability to blend the subjective and 
the objective. This blend is the essence 
of professional psychiatric nursing. From 
it is developed the ability to draw upon 
one’s past professional and personal ex- 
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periences in such a way that they are 
ayailable to help the child orient and re- 
Grient to his lifé expetiences. For in- 
Stafice, a niirse administering day-by- 
day care to a group of children needs 
to have had the opportunity to explore 
her own relationships with peers and au- 
thority. Only when the curriculum pro- 
vides the support for such personal ex- 
amination is the nurse freed enough to 
utilize her own past to develop both em- 
pathic understanding and objectivity. 

While the support for such personal 
examination is inherent within the total 
curriculum, it is specifically imple- 
mented in student-faculty relationships, 
in individual and group supervision, and 
in the course in group psychology. 
These experiences are all characterized 
by being student-centered. Grades are 
not assigned in the course even though 
it carries two credits each semester and 
extends throughout the entire program. 
Currently the four sections, with a lim- 
ited enrollment of 12 students in each 
group, are led by psychoanalysts. No 
faculty are present. In contrast to the 
manner in which group behavior is usu- 
ally taught to nurses, these 90 hours pro- 
vide a dynamic experience to group be- 
havior as opposed to the traditional di- 
dactie lecture. 

The polling of recent graduates has 
reflected the value of this course in pro- 
moting better understanding of relation- 
ships with peers and authority. These 
data, in process of analysis, appear to 
indicate that a transfer of this learning 
is made to working situations. One as- 
sumption is that such a transfer will aid 
in promoting more understanding on the 
part of the staff toward one another. It 
seems to us that children have a right to 
this as a minimum expectation from 
staff who are demonstrating to them the 


potentialities of human relationships. 

Another dimension of professionali- 
zation is the need to evaluate the influ- 
ence of the practice of its members. 
Caught in the dilemma of not wanting 
to lose its subjective contributions but 
at the same time desiring valid measure- 
ments for its performance, nursing only 
recently has begun to grapple with clini- 
cal research. For some time to come, 
nursing research, in the main, will be 
produced by graduates of a program 
leading to the master’s degree. In keep- 
ing with this responsibility, there is the 
requirement that a thesis concerned with 
the nursing care of emotionally dis- 
turbed children be submitted. A core of 
courses mainly concerned with identifi- 
cation of the problems, the gathering 
and analyzing of data, and the drawing 
of conclusions extends throughout the 
program. Problems undertaken for such 
explorations by students have included 
the study of patterns of eating in a group 
of children in a residency program, a 
quantitative and qualitative measure- 
ment of the contacts of public health 
nursing with the delinquent and his 
family, the association of learning prob- 
lems with physical distress, and the 
effects of membership in a nursing group 
on the modification of the behavior of 
autistic children, 


INTERRELATIONSHIP BETWEEN 
PEDIATRIC AND PSYCHIATRIC 
NURSING AT BOSTON UNIVERSITY 
The program in Nursing in Child 
Psychiatry has drawn its dynamic orien- 
tation to child growth and development 
from the curriculum in pediatric nursing. 
Our records show that as early as 1944 
Dr. Marian Putnam lectured on psycho- 
sexual development in children in the 
pediatric nursing program. During the 


uing years Dr. Eleanor Pavenstedt, 

Dorothy Macnaughton, and other 
tically oriented physicians served 
as lecturers in the course. Since its estab- 
“lishment the pediatric nursing program 
~ has required that all of its students 
study child behavior in a nursery school. 
sychiatric nursing students later joined 
the pediatric group. 

Ten years ago the course in Group 
Psychology which has been discussed 
_ above became a part of the curriculum 
psychiatric nursing. When the pedi- 
atric and maternity specialties were ad- 
vanced to a graduate level, they became 
unified under the Maternal and Child 
Health Program. Three years ago, the 
Department of Maternal and Child 
Health began requiring group psychol- 
Ogy of all students. 

é © In retrospect, this mutual exchange 

__ between psychiatric and pediatric nurs- 
ing has influenced the current program 
in nursing in child psychiatry, which 
_ fequires an intensive study of group be- 
5 havior and a field experience with chil- 
_ dren in nursery school. This interchange 
_ has continued gradually to incorporate 
_ Other activities. For instance, this year 
these two groups have combined for 
Monthly colloquies to hear and discuss 
© problems of concern to both, such as the 
_ unwed teenager, psychosomatic disturb- 
" ance in children, and nursing at a camp 
| for emotionally disturbed boys. 

_ Another joint activity is the course 
growth through play taught by a quali- 
fied nursery school teacher. Content is 
_ directed not only toward the understand- 
ing of play as a dynamic aspect of chil- 
“dren’s growth, but also toward the role 
Of the adult in enriching the environ- 
Ment for play. Upon the recommenda- 
peon of students, the course now parallels 
“Meir observation and participation with 


COLLEGIATE EDUCATION: PETRICK AND GODBOUT 


797 


preschool children in a nursery school 
or a day-care center. Both are offered 
in the beginning of the first semester. 
Our expectation is that this basic core 
will provide learnings that can be trans- 
ferred to the nursing care of the emo- 
tionally disturbed child, such as the rec- 
ognition of what is normal within a dis- 
turbed behavior pattern and the appre- 
ciation of the meaning of play to chil- 
dren. 


THE AVAILABILITY OF AGENCIES IN 
GREATER BOSTON 

In its early years, the psychiatric nurs- 
ing program offered field instruction pri- 
marily in the care of the adult patient. 
However, selected students with a strong 
interest in studying the care of the dis- 
turbed delinquent child were placed in 
appropriate agencies. An especially suit- 
able agency for our male students in 
psychiatric nursing was the Citizenship 
Training Program of the Boston Juve- 
nile Court. 

The desire of agencies providing resi- 
dential treatment to be utilized as a 
teaching center for nurses supported our 
recognition of the need for a specialty 
program in child psychiatric nursing. At 
one time, Dr. Thaddeus Krush of the 
Metropolitan State Hospital invited fac- 
ulties of collegiate schools of nursing in 
the area to a meeting and called to their 
attention the dearth of nurses being pre- 
pared in this field. At another time, Dr. 
Robert Young, the Director of Camp 
Wediko, a residential treatment camp 
for disturbed boys, approached the Psy- 
chiatric Nursing Department to ask that 
the camp be evaluated as an educational 
experience for graduate nurses. And, 
last September, at the request of Dr. 
Elizabeth Makkay, two of our students 
joined the Newton Pilot Study of the 
Judge Baker Guidance Center. 
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Within recent years, residential facili- 
ties employing well-qualified nurses have 
have become increasingly available. 
Numbered among them are the Judge 
Baker Guidance Center and the inpa- 
tient units for children at the Metro- 
politan State Hospital and the Massa- 
chusetts Mental Health Center. Field in- 
struction in centers in which nursing has 
an established role provides the environ- 
ment wherein the student can apply 
generalized nursing skills. To this prac- 
tice in caring for disturbed children, 
which has been preceded by nursery 
school, the student brings her tradition 
of “doing,” her role in caring for the 
sick, her comfort with intimate physical 
care, and her ability to respond to crises. 
Through individual supervision, partici- 
pation in meetings and conferences, de- 
tailed observation and recording, and 
utilization of resources, such as litera- 
ture, these past experiences are recon- 
structed to incorporate that which is 
uniquely related to the direct nursing care 
of the distressed child. 

Following field instruction in the 
nursery school and in a residential cen- 
ter, the students may elect to practice in 
any one of a number of agencies having 
specialized functions. In the past, they 
have chosen to do counseling with de- 
linquent girls at the Lancaster Indus- 
trial School, to serve in the infirmary 
and as cabin co-counselors at Camp 
Wediko, to study with the nursery school 
teacher at James Jackson Putnam Chil- 
dren’s Center, to do family casework 
with the Children’s Mission to Children, 
and to become members of the interdis- 
ciplinary student group of the Newton 
Pilot Study, which is concerned with the 
professional training of workers with 
juvenile delinquents and delinquent fam- 
ilies. 


THE CONTINUING EVALUATION OF 
THE CURRICULUM 

The first students were admitted to 
our program in 1954. During the past 
six years, we have made a number of 
changes. The time requirement has been 
extended from a minimum of two to 
three semesters. The addition of a third 
semester has provided, among other 
things, for more concentrated field in- 
struction with emphasis on the intensive 
study of clinical problems in nursing. 

Currently, we are concerned with con- 
tinuing to develop field instruction in- 
corporating the nursing care of disturbed 
and delinquent children and their fami- 
lies in the community and with the as- 
sumption of our responsibility in pre- 
paring nurses to train and supervise child- 
care workers. The trend toward keeping 
the emotionally disturbed child within 
the family unit would seem to hold many 
potentialities for the well-prepared clini- 
cian in psychiatric nursing. This year, 
one of our faculty members, Miss Elea- 
nore Hayden, in conjunction with the 
faculty of the Department of Psychiatry 
at the Boston University School of Medi- 
cine, is exploring the curricular poten- 
tialities of home nursing care of the emo- 
tionally disturbed child and his family. 
Also, the experiences that several of our 
students have had in caring for the pre- 
delinquent, the delinquent, and their 
families have encouraged us to begin to 
consider the development of some forms 
of measurement that will lend them- 
selves to the evaluation of this exten- 
sion of nursing services. Along this line, 
the leads that we plan to follow have 
come from our patients. An example 
was the behavior of the husband of a 
discharged mental patient whom a grad- 
uate student has visited in the home over 
a period of two years. The first year was 


~~ 
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best characterized by the patient’s image 
of the nurse, whom she labeled as “my 
socializer.” Her first request, following 
discharge, was that the nurse attend a 
minstrel show with her. Hastily shedding 
all of the traditional nursing practices 
which we had planned to utilize with the 
family, we decided that the nurse should 
attend the show with the patient. For 
approximately a year, the patient con- 
tinued to prescribe the role for the nurse. 
At the end of the year, it was necessary 
to transfer the family to another student. 
On first visit, the husband demanded that 
she show her nursing credentials. 

Another lead was provided by Johnny, 
a camper at Camp Wediko. On the first 
day of his second year at camp he came 
to the infirmary and asked if a nurse 
was going berry-picking with the boys 
from his cabin as one had done the year 
before. Because we had, for the first 
time, assigned nurses as co-counselors 
on a full-time basis with the younger 
cabin groups, he was told that this year 
there was someone in his cabin who 
would go berry-picking with his group. 

“But she’s a girl,” he retorted. 

“She’s a nurse,” he was told. 
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He promptly returned to the cabin 
and requested that the nurse go berry- 
picking with his group. 

We must ask ourselves what differ- 
ence does it make if nursing care is ad- 
ministered by a graduate of our pro- 
gram? Will the extension of nursing care 
to the home with consideration of the 
delinquent family as a unit result in any 
change in behavior? For instance, be- 
cause of the availability of nursing care 
for the family, will there be a more 
rapid developing of psychosomatic dis- 
turbance to replace the overtly destruc- 
tive behavior of these patients? 

As we said above, we are concerned 
over the preparation of nurses to train 
and supervise child-care workers. Our 
graduates are finding themselves in po- 
sitions in which they are in charge of 
child-care workers. Because we are con- 
vinced that the basis of teaching and 
supervision rests on sound clinical prep- 
aration, we have directed our efforts to- 
ward strengthening the curriculum in 
dealing with direct nursing care. It is on 
this foundation that we will plan to de- 
velop a program for nurses who are to 
be supervisors of child-care workers. 
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2. Child Psychiatric Nursing in the Comprehensive Residential 
Treatment of Emotionally Disturbed Children 


HELEN SUTTON, R.N., M.A.,* CHARLOTTE C. MAAS, R.N., M.S.W.,t and 
OTHILDA KRUG, M.D. 


University of Cincinnati, Cincinnati, Ohio 


Professional nurses provide therapeutic care for emotionally disturbed children 
at the Child Guidance Home, Cincinnati, Ohio. In-service training and super- 
vision from her own discipline offer the nurse support and develop her capabili- 
ties for collaboration with the treatment team. In a master’s degree program in 
child psychiatric nursing at the College of Nursing and Health, University of 
Cincinnati, the residential treatment center is the principal field area for learn- 
ing skills in therapeutic care of individuals and groups of emotionally disturbed 


children. 


T RESIDENTIAL TREATMENT the ther- 
apeutic function of the child-care 
worker has often been stressed. If care 
within the institution is designed to ex- 
tend beyond the level of custodial care 
of children along with collaborative 
treatment of parents, scrutiny of the 
relationships with child-care persons is 
essential. Experience at the Child Guid- 
ance Home, a residential treatment 
center, has led to the employment of 
registered professional nurses in the di- 
rect care of children, as child-care work- 
ers. A variety of professional and non- 
professional workers have been tried in 
the direct care of the children during the 
relatively long history of this institution. 
The authors propose that modern pro- 
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fessionally educated nurses can make 
specific contributions to the interdis- 
ciplinary team of the residential treat- 
ment center. This paper identifies the 
nurse’s contribution to the treatment 
program of the Child Guidance Home. 
It also presents her preparation for this 
kind of service by in-service training and 
by a university educational program for 
clinical specialization in child psychiatric 
nursing. 


TREATMENT PROGRAM OF THE 
CHILD GUIDANCE HOME 

As a background for presenting the 
function of the professional nurse as a 
member of the therapeutic team in this 
setting, some description of the Child 
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Guidance Home program and of its 
treatment philosophy is indicated.* The 
Child Guidance Home is a child psychi- 
atric treatment center providing inten- 
sive treatment, primarily for 16 inpa- 
tients but including also extensive out- 
patient diagnostic and therapeutic serv- 
ices for parents, for the children prior to 
admission and following discharge from 
residence, and for children in a day-care 
program. The clinic staff includes the 
director and four part-time child psy- 
chiatrists, two psychiatric social work- 
ers, and a part-time psychologist. Ther- 
apeutic services are augmented by 
trainees in the disciplines of psychiatry, 
social work, and psychiatric nursing. 
The residential staff consists of a direc- 
tor (trained in psychiatric nursing and 
social group work), four registered 
nurses, a male group worker, a recrea- 
tional worker, a vocational child care 
worker, and a resident medical student. 
In a special educational program for the 
children are three classroom teachers 
and one remedial tutor. 

The physical facility is a new building 
on hospital property, across the street 
and apart from the hospital building it- 
self. Designed specifically for this com- 
prehensive treatment program, it is a 
modern, three-level, L-shaped structure 
consisting of a front office wing and a 
deep residential wing that encloses a 
large, well-equipped outdoor play- 
ground. In addition to the usual inter- 
viewing offices, library-conference room, 
Secretarial offices, and reception area in 
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the small wing, there is a larger residen- 
tial wing. This includes a children’s 
lounge with an adjoining dining area 
and kitchen; the children’s mud room or 
entry, with adjoining lavatories; offices 
for the residential director and residen- 
tial staff; physical examination room; 
and parents’ visiting rooms. The second 
floor contains the children’s single and 
double bedrooms, bathrooms, and sit- 
ting rooms; the nurses’ station and staff 
utility room; two “quiet” or isolation 
rooms; and separate staff quarters for the 
living-in housekeeper and the vocational 
child-care worker. The lower level in- 
cludes craft and carpentry shops, ac- 
tive play areas, the tutor’s office, and 
three classrooms for small groups of in- 
patients and day-care patients. Centrally 
located on the first floor at the junction 
of the residence and office wings and 
readily available to all staff is a staff 
communications room. This is equipped 
to provide privacy and various supplies. 
It is also especially designed to facilitate 
the regular recording of pertinent ob- 
servations and to expedite the close 
daily collaboration of the several areas 
of therapeutic work by the total staff. 
The children are emotionally disturbed 
boys and girls between the ages of 6 and 
12, admitted regardless of race, creed, or 
financial status. Eligible for admission 
are children with severe neurotic, pre- 
psychotic, and some psychotic reactions 
which are not based primarily on in- 
herent mental deficiency or organic brain 
disease; children who can be cared for 
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in an open residential setting rather than 
in a locked hospital facility; and children 
for whom diagnostic studies and a trial 
period of out-patient treatment indicate 
that they cannot respond significantly to 
traditional out-patient treatment, but 
might be helped by the more intensive 
treatment of this particular in-patient 
service. 

The treatment program of the Child 
Guidance Home consists of comprehen- 
sive treatment of the child and his fam- 
ily, and reflects a treatment philosophy 
based on certain principles of child psy- 
chiatry. The first is that child psychiatric 
treatment includes the collaborative 
treatment of the parents. Therefore, an 
important requirement is the active par- 
ticipation in treatment by both parents 
for improving their relationships to- 
gether and with their children. Since the 
child’s development is still dependent on 
the interaction with his parents, a treat- 
ment goal is the development of a 
healthier, happier family unit. An impor- 
tant indication for residential treatment 
is a severe, mutually disturbing interac- 
tion between the child and his parents 
which prevents their progress individu- 
ally and in relation to one another. 
Another principle is that child psycho- 
therapy proceeds through a dependent 
therapeutic relationship of the child with 
a trusted adult, and that this relationship 
becomes a corrective emotional experi- 
ence in which the child relives his con- 
flicts and anxieties while being helped 
to learn new, more realistic, and more 
gratifying patterns of behavior. There- 
fore, at least three times weekly each 
child has regular psychotherapeutic ses- 
sions for resolving his problems within a 
new kind of relationship. 

In addition to this usual twofold col- 
laborative treatment, residential psychi- 
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atric treatment provides a third thera- 
peutic approach which is essential for 
these children with severe ego disturb- 
ances. This is the therapeutic milieu or 
corrective living experience around 
everyday care and activities, especially 
those related to bodily functions includ- 
ing eating, sleeping, toileting, playing, 
and learning. The most significant aspect 
of the therapeutic milieu consists of new 
relationships with the adults concerned 
with his 24-hour care and learning. Resi- 
dential treatment offers the unique op- 
portunity for corrective relationships 
around concrete tangible life experi- 
ences with several kinds of child-care 
personnel. In the development of im- 
proved child-care methods designed to 
create a therapeutic milieu, there has 
evolved a residential staff pattern con- 
sisting of several child-care categories, 
but emphasizing professional nurses as 
the nucleus of the residential staff. By 
virtue of their professional skills and 
therapeutic relationships, professional 
nurses function as significant members 
of the therapeutic team in comprehen- 
sive residential treatment. 


FUNCTIONS OF THE NURSE 


Experience over the past 10 years in 
developing a professional nursing staff 
has led to the conclusion that nurses 
from a variety of backgrounds seem to 
have a range of experiences which may 
provide a readiness to participate in di- 
rect care of emotionally disturbed chil- 
dren and to empathize with their anxie- 
ties and unmet needs. The nurse has had 
a wide variety of experiences with 
healthy and sick people of all ages, She 
has worked with regressed adult pa- 
tients on psychiatric services, with sick 
children, with mothers in labor and at 
the time of delivery, with anxious fa- 
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thers, with hospitalized children in deal- 
ing with their reactions to illness, surgery 
and accidents, with parents of seriously 
sick children, and with the relatives of 
dying patients. 

The nurse has shared with patients 
their basic anxieties extending from 
birth to death. With a background of 
knowledge in physiology and organic 
pathology, she has developed skills in 
handling physical and physiological 
symptoms. She is better equipped than 
some other professional personnel to 
observe and deal with the physiological 
signs of anxiety and with certain habit 
patterns associated with such functions 
as feeding, elimination, and sleeping. 
The nurse has had experience in dealing 
with emergencies and with potentially 
dangerous situations so that she is often 
more calm and realistic in meeting these 
situations. Having worked cooperatively 
in medical settings with physicians and 
other personnel, she is oriented toward 
participation in treatment programs. 

Within the setting of the residential 
Staff of the Child Guidance Home, the 
professional nurses have demonstrated 
the capacity to make the following spe- 
cific contributions to the comprehensive 
residential treatment program: (1) to 
provide corrective relationships with the 
children at early developmental levels 
Within the context of daily living; (2) 
to foster the integration of physiological 
and psychological components of child 
care; (3) to afford a continuity of care 
Which makes possible the implementa- 
tion of treatment goals on a 24-hour-a- 
day basis; (4) to participate in the col- 
laborative approach to the ongoing 
diagnostic evaluation and planning of 
goals and methods throughout the 
course of treatment of the individual 
child; (5) to contribute to the under- 
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standing and use of the milieu in respect 
to patient-staff and interstaff relation- 
ships. 

To illustrate these nursing functions 
with emotionally disturbed children, 
several case examples are offered. 


A 5¥-year-old girl, Dorothy, was admitted, 
presenting an appearance of a nearly mute, 
fragile, doll-like creature who flitted about 
exploring her surroundings but held herself 
aloof from relationships with peers or nurses. 
Her withdrawn behavior, immature social de- 
velopment, and infantile speech had led to a 
referral from a pediatrician to a diagnostic 
clinic for the mentally retarded, where it was 
discovered that her actual intellectual endow- 
ment was in the superior range. Initially in the 
daily regime of the child in the residential 
treatment center, a nurse was detailed to fol- 
low her about, offering a modicum of safety 
and care as the child darted ceaselessly in and 
out of rooms and into the street. 

After diagnostic evaluation and treatment 
planning, it was determined that the goal for 
residential care would be to offer this child cor- 
rective relationships in her daily living which 
would be different from that of an overcon- 
trolling mother who had used extreme punitive 
and coercive methods of bowel training at an 
early age. After about six months of suppor- 
tive care and giving, the nurses were provided 
an opportunity to help with her central con- 
flict, that of retaining her feces in a self-punish- 
ing attempt to maintain her own autonomy 
against threatening mother figures. Dorothy 
developed a diarrhea which was discovered to 
be caused by a fecal impaction the size of a 
football. Pediatric consultation indicated pos- 
sible Hirschsprung’s disease, later confirmed to 
be a psychogenic megacolon. Medical consul- 
tation recommended daily enemas as necessary 
to alleviate the condition and for further diag- 
nostic evaluation. The psychiatric staff's anxi- 
ety was expressed lest the nurses by following 
these recommendations repeat earlier trau- 
matic experiences when the mother had tried 
forcibly to evacuate the child's bowels. Yet 
conservative methods of treating the impac- 
tion had failed and the child was increasingly 
suffering with abdominal distention, inability 
to sit, and loss of appetite. p 

Daily enemas were instituted by a nurse with 
whom Dorothy had developed a close, depend- 
ent relationship. The enemas were given in the 
evening when there could be maximum close- 
ness and unhurried attention. The nurse con- 
veyed to Dorothy through manner and speech 
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that she was going to make her more comfort- 
able rather than take something away from 
her. At the same time, Dorothy was encour- 
aged to hoard toys and other objects in a knap- 
sack. Few other demands were made on the 
child. Shortly, the child’s bowel contracted nor- 
mally; she became more comfortable and was 
able to accept the routine enemas from other 
nurses. It was imperative that the regime of 
daily enemas be continued during week-ends 
when Dorothy visited at home, The nurse also 
demonstrated to the mother not only the tech- 
nique of the enema but conveyed an attitude 
which was revealing to the mother and produc- 
tive for the mother’s own therapy. 

After this series of corrective experiences, it 
was noted that the child “loosened up” in many 
ways. She ejected toys from the window of her 
room. Her speech became more spontaneous 
and frequent, with use of anal terms. She was 
less compulsive in matters of personal care and 
could express negative, rebellious feelings in 
ways more appropriate to her age. 


In this case nurses offered corrective 
relationships and experiences through 
the medium of care in which physiologi- 
cal and psychological components were 
integrated and in which there was con- 
tinuity in the implementation of treat- 
ment goals on a 24-hour-a-day basis. 
The mother’s treatment was also pro- 
moted. 

Nurses in a residential setting for emo- 
tionally disturbed children have many 
Opportunities to afford corrective experi- 
ences of a psychological nature around 
the physiological and bodily care chil- 
dren require in daily living. Care of 
emotionally disturbed children involves 
body processes because problems seen 
are often at a pregenital level. Physio- 
logical expressions are frequently uti- 
lized by children to deal with their en- 
vironment. In the following case the 
treatment goal of not allowing this child 
to control her environment was imple- 
mented with considerable continuity as 

the child sought devious ways to control 
throughout the day and the evening. 
Furthermore, the nursing staff was able 
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to contribute to the on-going diagnostic 
understanding and evaluation of the 
child. 


Clara, a 6-year-old with a background of 
much early deprivation and a history of 16 
foster home placements by the age of 6, pre- 
sented the façade of a miniature, self-sufficient 
adult who bossed and controlled all persons 
with whom she came in contact. When this 
means of control was not effective, she tended 
to overeat, complain of nausea, and vomit. 
The illness would then bring physical care and 
concern which she would demand but reject 
when given. In the residential setting, nurses 
investigated such behavior whenever it oc- 
curred and the cause for it without overcon- 
cern. The matter-of-fact handling and accept- 
ance of the vomiting episodes, which tended to 
be somewhat dramatic, together with assur- 
rance of the child that children are cared for, 
whether well or sick, brought some diminished 
use of this means of obtaining dependency 
gratifications and controlling the adults in the 
situation. 

Two weeks following admission, Clara had 
a convulsive-like episode which followed some 
frustration of her attempt to control a small 
group of children of which a member of the 
nursing staff was the leader. Following her in- 
ability to control the activity of the group, this 
child teased and provoked one of the boys to 
the point that she received in retaliation an un- 
expected blow in the solar plexus. The seizure 
that occurred was handled without panic by the 
nurse. Following the seizure, the nurse re- 
moved the upset, sick child from the group and 
reassured the other children. Certain mani- 
festations led the nurse to speculate that the 
incident occurred as a result of breath-holding 
induced by the physical blow and emotional 
factors. A thorough medical check-up revealed 
no pathology to explain the seizure and sub- 
Stantiated the nurse’s evaluation of the cause 
of the incident. 


Health measures which are an ac- 
cepted part of the residential program 
along with the ability of nursing staff to 
evaluate symptoms of physical illness 
helped one child to separate from an 
overprotective mother, and to give up 
some bizarre behavior and symptoms 
which had clouded the diagnostic pic- 
ture before her admission to residential 
treatment. 
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Sam, a 9-year-old boy, had lived with his 
mother and older sister in the home of the 
maternal grandparents. The father had not 
been with the family since the boy was 3 years 
of age. In general, the child’s mother constantly 
fostered a very close, infantile, overly protec- 
tive attachment between herself and the boy 
which thwarted his attempts at growth and 
independence. For years, Sam had had a pho- 
bia about haircuts, taking a bath, or letting 
anyone look at his feet. There were rituals 
around defecation, He had had asthmatic 
bronchitis every winter since age 3. Mother 
showed exaggerated concern about each sniffle 
and ache, and saw him as an extremely frail 
boy needing protection from almost ‘every- 
thing in his environment. He had attended 
school only 150 days out of the first three 
years. In contrast to his dirty, disheveled, thin, 
timid appearance, he gave evidence in the psy- 
chiatric examination of being a sensitive, 
quick and relatively well-organized child with 
an I.Q. of over 140. 

The separation from his home environment 
and the expectation of conformity to certain 
health and hygienic routines brought an amaz- 
ing change in the appearance of this child with- 
in a short time. Sam revealed an ability to 
give up many of his symptoms of chronic anxi- 
ety and his phobias within a setting in which 
nursing staff could give authoritative assurance 
to both the child and his mother that he was 
being properly and well cared for. This re- 
sponse to corrective experiences around every- 
day matters of personal care and the demon- 
stration of his ability to utilize such experiences 
made for a much more hopeful prognosis than 
had been initially thought. 


IN-SERVICE TRAINING OF 
NURSING STAFF 

Th these generalizations about the con- 
tributions of the professional nurse to 
the residential treatment center, a vari- 
ety of rather complex skills and under- 
Standings are implied. Lest an unreal- 
istic model of nursing perfection also be 
inferred, it is important to add that not 
all nurses in the experience of this cen- 
ter have demonstrated all of these skills 
to the same degree. It has been the pur- 
Pose of the in-service educational pro- 
gram of the Child Guidance Home to 
Strengthen and support the skills which 
Professional nurses from a variety of 
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backgrounds have brought to what was 
for them a new kind of institutional set- 
ting. Several in-service methods are uti- 
lized to further the development of nurs- 
ing skills in caring for emotionally dis- 
turbed children and to increase the un- 
derstanding of dynamics of behavior so 
that direct work with children is of max- 
imum therapeutic benefit. Continuing 
professional growth is fostered by both 
formal and informal methods. 

Since the Child Guidance Home is 
an integral part of the teaching program 
of the Department of Psychiatry in the 
College of Medicine, of the University 
of Cincinnati and of the Graduate Nurs- 
ing Program in the University’s College 
of Nursing and Health, formal teaching 
conferences and seminars are available. 
Within the Child Guidance Home, nurs- 
ing staff attends regularly scheduled 
staff, team, and case conferences, as 
well as having available communication 
and consultation, whenever indicated, 
with individual therapists of children 
and parents. Frequent total staff confer- 
ences afford a means of communicating 
with individual therapists of children 
and parents, and widen the nurse’s base 
for understanding the children’s be- 
havior in residence and in the group. 
Residential staff meetings of child-care 
personnel offer an opportunity for the 
nurse both to contribute to and learn 
about techniques and principles in resi- 
dential care and about management of 
individual children and the group. 

Each nurse has individual supervision 
and consultation from within her own 
discipline related to her direct work 
with individual children and the group. 
Through this individual supervision and 
interstaff sharing and consultation af- 
forded by both total staff and residential 
staff meetings, the nurse has an oppor- 
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tunity to develop for herself and others a 
clearer understanding of her role in this 
setting. Because of the less traditional 
aspects of some of her activities, the 
nurse may need assistance in under- 
standing and accepting herself as a 
member of a professional interdiscipli- 
nary team. Her professional role in- 
volves actively contributing to the on- 
going diagnostic process of the child and 
his family in collaborative conferences 
as well as working directly with the 
child at an ego level in helping him to 
modify inappropriate and unsatisfying 
patterns of behavior. 

Although the nurse brings a back- 
ground of working in medical settings 
as a member of a professional team, 
problems of a somewhat subtle nature 
frequently arise in the area of communi- 
cation with other staff members. Tradi- 
tionally, the nurse tends to observe and 
report objectively without interjecting 
her own feelings and speculations. In 
the give-and-take of a professional inter- 
disciplinary team, the nurse may mini- 
mize her own contribution by simply re- 
porting certain information and obser- 
vations without elaborating on her own 
responses or those of other adults or 
children. In addition, she may feel inex- 
perienced and insecure in formulating 
concepts and communicating her under- 
standing of multiple, complex interac- 
tions within the group. A sense of her 
strategic position in the total treatment 
milieu and of her unique competence in 
working with children in residential care 
needs to be fostered. 

An informal method of learning is 
frequently on-the-spot demonstration of 
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dealing with individual and group be- 
havior by an experienced nursing super- 
visor or group worker. In the Child 
Guidance Home, the nurse not only 
functions as a collaborative team mem- 
ber, but is also a part of a nursing staff 
which offers her much support. It is 
thought that this support and supervi- 
sion from within her own discipline 
minimizes feelings of isolation and re- 
sultant anxiety. She is then freed to use 
more imaginatively and creatively her 
capabilities and professional training, 
and the need to rely on rigid procedures 
and assigned tasks is decreased. 


A GRADUATE EDUCATIONAL 
PROGRAM IN CHILD 
PSYCHIATRIC NURSING 

Several years’ experience in delineat- 
ing the nurse’s role and functions in this 
and other settings points to several areas 
and levels of clinical practice which are 
significant in planning advanced profes- 
sional education for nurses in this clini- 
cal field. For the preparation of nurses 
with special competence in psychiatric 
nursing of children, professional educa- 
tion on the master’s degree level has 
been developed at the University of Cin- 
cinnati College of Nursing and Health.’ 
Clinical specialization in the psychiatric 
nursing care of children is considered as 
a subspecialty within the field of psychi- 
atric nursing. 

The effectiveness of a clinical educa- 
tional program depends largely on the 
quality and intensity of the field experi- 
ence. While foundations in psychiatric 
nursing, clinical psychiatry, and be- 
havioral science offer basic understand- 
ings, the application of these concepts 
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in direct work with disturbed children is 
the particular goal of the field experi- 
ence of the graduate nurse student pre- 
paring for clinical specialization. The 
Child Guidance Home has been desig- 
pated as the principal field agency for 
students in this advanced educational 
program in child psychiatric nursing. 
The residential center offers the grad- 
uate nurse student the opportunity to 
observe professional nurses in a child- 
care role and to become a participant 
in the ongoing treatment program for 
selected children. Although the graduate 
Nurse student is prepared to function in 
a variety of community agencies, the in- 
tensive work of gaining skill in direct 
therapeutic care of individuals and small 
groups of children seems best under- 
taken in the small residential treatment 
center oriented toward interdisciplinary 
treatment and training. 

This field experience is placed during 
the second semester and one summer 
term of a three-semester program, for 
approximately 22 weeks of 16 hours 
per week. After an extensive period of 
Student orientation and observation of 
all phases of the center’s program and 
participation in child care, a child is se- 
lected for intensive one-to-one relation- 
ship work under the supervision of the 
University instructor and in consulta- 
tion with the center’s nursing supervisor 
and the child’s therapist. Concurrently, 
the student has the additional experi- 
ence of leading a small activity group 
of Selected children under the joint su- 
pervision of the University instructor and 
the center’s group worker. The student 
participates in all regular staff and case 
conferences. There are available to her 
team conferences with teachers, social 
workers, group workers, therapists, staff 
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nurses, and all others who are signifi- 
cant in the treatment of her particular 
patients. The student summarizes and 
reports her work with children to the 
center staff, and gives progress reports 
as appropriate for ongoing records. 
Planned instruction in child psychiatry 
and child psychiatric nursing is given 
concurrently with the intensive field ex- 
perience. This affords the opportunity 
to integrate theoretical concepts with 
clinical problems as they occur in the 
field. Other field experiences in such 
community agencies as an adult psychi- 
atric service of a general hospital, a 
nursery school, a children’s psychiatric 
state hospital, and a diagnostic clinic for 
the mentally retarded supplement the 
student’s intensive field experience in 
the residential treatment center with op- 
portunities to work with groups of adult 
psychiatric patients, well children, ad- 
olescents, and families with mental 
health problems. 

The field experiences in the residential 
treatment center and the role of the clin- 
ical specialist nurse in the center are 
under constant evaluation for the im- 
provement both of nursing service and 
of professional education of the nurse 
specialist. At present it appears that 
graduates of the program consider added 
experience in the center as highly desir- 
able to the further extension of their 
skills. 

In conclusion, it is hoped that this 
description of an emerging role for the 
professional nurse in a residential treat- 
ment center and the several methods of 
educating her for this role may offer 
provocative ideas for those engaged in 
the nationwide expansion of in-patient 
services for emotionally disturbed chil- 
dren. 
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3. Nursing in Hospital Psychiatric Therapy for Psychotic Children* 


MALETA J. BOATMAN, M.D.,t JANE PAYNTER, R.N., and CORINNE PARSONS, R.N.§ 
The Langley Porter Neuropsychiatric Institute, San Francisco, California 


The staff of the Children’s Service of the Langley Porter Neuropsychiatric In- 
stitute have evolved from their experience certain concepts concerning the na- 
ture of the nursing skill needed in providing a therapeutic living environment 
for hospitalized psychotic children, as well as a number of hypotheses pertain- 
ing to the methods by which such skill can be attained by the professionally 
trained nurse. This paper discusses these concepts and hypotheses and their 
background. It also indicates the nature of work in the first year of a three-year 
project supported by a National Institute of Mental Health project grant which 


was designed to provide a clinical test of the hypotheses. 


HE STAFF of the Children’s Service 

of The Langley Porter Neuropsychi- 
atric Institute have evolved from their 
15 years’ experience certain concepts 
concerning the nature of the nursing skill 
needed in providing a therapeutic living 
environment for hospitalized psychotic 
children. They have also developed a 
number of hypotheses pertaining to the 
methods by which such skill can be at- 
tained by the professionally trained 
nurse. Early in 1960, with the aid of a 
three-year National Institute of Mental 
Health Project Grant, this staff under- 
took to provide a more adequate clini- 
cal test of these hypotheses than they 
had previously been able to achieve. In- 
herent in this clinical test would also be 
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the more precise refinement of the hy- 
potheses as well as the clinical demon- 
stration and further development of the 
concepts they embodied. 

This paper will discuss these concepts 
and hypotheses, describe something of 
the experience in which they evolved, 
and indicate the nature of the current 
work in the first year of the project. 

The Children’s Ward is only part of 
the total Childrep’s Service, which also 
offers out-patient services to children 
through age 18. The Children’s Service 
is, in turn, only part of the Langley 
Porter Neuropsychiatric Institute, which 
is supported by the California State De- 
partment of Mental Hygiene for train- 
ing and research purposes and which is 
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y of California School of Medicine; Assistant Di- 
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closely affiliated with the University of 
California, particularly with its adjacent 
Medical Center. Under the direction of 
the psychiatrists, professionally trained 
nurses are administratively in charge of, 
and comprise two-thirds of, the 24- 
hour patient care staff at the Institute. 
The relatively small 14-bed Chil- 
dren’s Ward is on the fourth floor of the 
Institute, which is located on the side of 
a steep wooded hill in an urban, middle- 
class residential district and which faces 
a heavily trafficked street. A small out- 
door play area is on the grounds, and 
there is a large public park within walk- 
ing distance. All of these factors have 
implications for the clinical program and 
‘the nursing care for the children. These 
include some limitations of activities, 
concern for the children’s safety when 
off the ward, and the staff’s awareness 
of the problems created by the impact 
of the children’s behavior on the com- 
munity. 
; Admissions are limited to residents 
of California and are voluntary. Fees 
Tange from nothing to $35 a day, ac- 
cording to the family’s ability to pay. 
Within these broad limits, decisions re- 
garding admissions, length of stay, and 
discharge are entirely the responsibility 
of the Children’s Service Staff. Using 
Clinical criteria based on their thera- 
Peutic philosophy, they have admitted 
children under 12 whose parents or 
Parent surrogates are willing and able 
to participate in a collaborative psycho- 
therapeutic plan. To date, no child has 
been refused on the basis of severity or 
troublesomeness of his symptoms, in- 
cluding physical disability, if it is con- 
Sidered that hospitalization is indicated 
for €motional disorder. The entire ward 
Program is under the close supervision 
Of the senior psychiatrists, With the pos- 
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sible exception of the child who may be 
on the ward for intensive psychiatric 
evaluation, the integrated clinical pro- 
gram for the children and their families 
centers in individual psychotherapeutic 
work which is largely carried out by the 
six psychiatrists in training for child psy- 
chiatry. Senior social workers and psy- 
chologists contribute to the program. 
The basic ward staff consists of 11 psy- 
chiatric nurses, five psychiatric tech- 
nicians (trained attendants), one ele- 
mentary school teacher, and one 
quarter-time occupational therapist. Re- 
cently there have been two graduate 
nursing students, one studying for a 
master’s degree and the other doing 
post-master’s work. Since March 1960, 
there have been two project nurses. 

All facets of the ward program are 
outgrowths of the experience and the 
philosophy of the Children’s Service 
staff during the past 14 years (1-14). 
Under the direction of Dr. S. A. Szurek, 
there has developed in this time an in- 
creasingly integrated clinical unit. The 
core staff of all professional disciplines 
have worked together long enough and 
closely enough to become an integrated 
team which considers treatment, re- 
search, and training as being interre- 
lated and inseparable aspects of the 
mutual clinical endeavor, The work has 
been based on the hypothesis that even 
the severe psychotic disorders of child- 
hood are psychogenic and might, there- 
fore, be modifiable through adequate 
psychotherapeutic methods. One result of 
this work has been that, with increasing 
frequency, children with quite severe 
disorders have been treated as out-pa- 
tients. Another result has been an at- 
tempt to develop a program in which 
every aspect of the care of those chil- 
dren who were hospitalized would be a 


810 


precise and integral part of the total 
psychotherapeutic endeavor. 

About six years ago it became ap- 
parent to the senior staff that the next 
step in their over-all clinical research, 
training, and treatment program needed 
to be an intensification of the develop- 
ment of the nursing skills in providing a 
24-hour therapeutic environment on the 
ward. Factors which contributed to this 
recognition were: the nature of the 
ward population; the more precise de- 
lineation of certain concepts concerning 
the therapeutic goals and the nature of 
the skill needed by the staff; and the 
staff's achievements and difficulties in 
attaining these goals. 

For approximately the past 11 years 
the population of the ward has been 
made up almost entirely of the most se- 
verely disturbed of the many psychotic 
pre-adolescents seen by the staff. These 
children not only show psychotic be- 
havior but show it seriously and per- 
sistently at all levels of functioning. 
They are extremely sensitive even to ap- 
parently minor disappointment and 
frustration. Their reaction is often pro- 
found withdrawal or destructive rage 
toward themselves and others, such as 
head-banging, kicking, biting, scratch- 
ing, and tearing clothing. Their manner- 
istic behavior includes such isolated ac- 
tivities as rocking, twiddling objects, 
Masturbating, aimless pacing and run- 
ning, flapping arms and hands, and 
standing in one particular area in a 
fixed position. They often repeat certain 
acts over and over, such as retracing 
steps or touching, licking, or smelling 
certain objects. They have many diffi- 
culties in eating, sleeping, and elimina- 
tion. These include near starvation, day- 
and nighttime wetting and soiling, 
smearing, and retention of feces for days. 
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Their communication is usually non- 
verbal, distorted, and difficult to compre- 
hend. Even their noises are often loud, 
monotonous, and inappropriate in affect. 
Although sometimes  disconcertingly 
sporadic and shifting in its manifesta- 
tion, such symptomatic behavior persists 
almost continuously in one form or an- 
other throughout each child's day. 

The staff's experience from continu- 
ous efforts to understand the needs of, 
and to achieve an adequate psycho- 
therapeutic program for, these psychotic 
in-patient children led them to place in- 
creased emphasis on several of their 
original assumptions. These included the 
following concepts: (1) Every staff per- 
son needs to behave at all times in that 
precise manner which may helr the 
child in two ways: (a) to reduce his 
disorder (i.e., his internalized conflict), 
however manifested at a given moment 
or in a given activity; (b) to provide 
Opportunities for the child to develop 
more integrated behavior at whatever 
level is timely for his own maturational 
and emotional capacities. (2) The de- 
gree to which hospitalization of a psy- 
chotic child is a positive part of the 
psychotherapeutic program depends in 
large measure on the degree to which 
the nursing staff can achieve the above 
goals in moment-to-moment, 24-hour 
care of the child. This is particularly 
true in the areas of the necessary daily 
activities of living such as rising, dress- 
ing, toileting, playing, eating, going to 
bed, and sleeping. (3) The skill required 
by the nursing staff in the attainment of 
these goals must be based in knowledge 
and understanding —of psychopathology, 
of childhood, and of the goals them- 
selves—and must encompass the ability 
to apply effectively this knowledge and 
understanding. This skill therefore in- 


cludes the exercise of spontaneous in- 
tuitiveness and technical proficiency and 
the ability to make prompt independent 
clinical judgments which are consistent 
with the psychiatrist's therapeutic aims. 

Approximately six years ago, as a 
fesult of continuous observation and re- 
flection with the senior nurses, the senior 
psychiatrists formulated even more spe- 
cifically their concepts as to the nature 
of the skill needed by the staff in this 
Setting as follows: (1) Any destructive 
activity of the child—although sympto- 
matic—requires firm, nonretaliatory, 
promptly protective restraint which is 
gentle and continuously personal. Fur- 
thermore, this restraint needs to be so 
applied that it leads the child toward re- 
duction of projected fears about his own 
Sensual wishes for contact; in short, so 
that it leads to the child’s greater re- 
laxation, self-confidence, and trust in 
the staff. (2) Sensual self-gratifications 
of the child, which are not destructive 
and which often appear following re- 
Straint of the type described, need to be 
so understood that they will not be sup- 
Pressed by any action of the staff. (3) 
Any regressive behavior by the child, 
Such as self-absorption and withdrawal, 
Needs to be so understood that the staff 
will be able to remain attentively but 
Nonintrusively available so long as this 
Contributes to the child’s reduction of 
his anxiety; or to help the child redirect 
his activity if and when it leads to 
mounting anxiety in himself. (4) Any 
‘merging spontaneity and interest shown 
by the child needs to be so promptly 
Tecognized and attentively followed that 
timely but noncoercive encouragement 
May be offered. (5) Any efforts of the 
i child to learn and master skills of self- 

Care or other satisfying activity needs 
Such timely offer of help as is necessary 
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to reduce self-frustration and to provide 
repetitive opportunities for achievement. 
(6) In addition, in all aspects of the 
work, each staff member needs to dis- 
criminate his own role in the child’s ex- 
perience so clearly, and obtain his own 
satisfactions in it so fully, that he in no 
way needs to interfere with the child’s 
relationship to his own parents, with the 
work of the individual psychotherapist 
of the child or parent, or with any other 
staff person’s contribution to the thera- 
peutic environment. In other words, all 
this requires that kind of collaboration 
with other staff members which can be 
described as an integration of the entire 
staff in the work toward a common 
therapeutic goal. 

Both prior and subsequent to the 
more precise formulation of these con- 
cepts, as much attention as staff num- 
ber and time permitted has been given 
to the development of the nursing staff. 
The senior staff's accumulating observa- 
tions have led them to a number of pre- 
liminary conclusions concerning several 
aspects of these experiences, including 
the assessment of nursing skill, what 
distinguished those persons who attained 
it most thoroughly, some of the assets 
and deficiencies which the professionally 
trained nurse had for the work, and 
what some of the major difficulties were 
in attaining more satisfactory nursing 
staff development. 

They have found a number of sources 
of information to be useful in their 
assessment of the skill of each member 
of the nursing staff. Evaluations from 
these various sources usually corrobo- 
rate each other and are often confirmed 
by the subsequent steps in the person’s 
development. The staff makes direct ob- 
servations of the nurse’s manner of in- 
teracting with the child on the ward. 
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They review and interpret formal and 
informal reports from other staff mem- 
bers concerning all aspects of her work, 
both clinical and administrative. They 
review observations and reports con- 
cerning a given child’s current behavior 
and over-all progress (weighed carefully 
in the light of all clinical data about the 
child’s disorder and events in his life 
extraneous to the nurse’s contacts with 
him). They review her own verbal and 
written reports concerning her observa- 
tions of, and work with, the children. 
Attention is given to such factors as the 
degree of her understanding of, and the 
appropriateness of her responses to, the 
children’s behavior; the clarity and com- 
pleteness with which she describes clini- 
cal sequences; the objectivity with which 
she includes descriptions of her own be- 
havior and attitudes as they relate to the 
clinical sequences; and the accuracy 
with which she can judge the effective- 
ness of her own and others’ interactions 
with the children. 

The staff estimates from all the above 
sources the degree to which she can 
maintain focus on the clinical task, par- 
ticularly at times of tension on the ward; 
the degree to which she can contribute 
to and participate in the clarification 
and understanding of clinical problems; 
the manner in which she utilizes super- 
visory experiences; how she conceives 
the use of authority, her own and others’; 
how ready she is to gain job satisfac- 
tions from her own developing compe- 
tence rather than from slavish depend- 
ence on the senior staff. 

Those members of the nursing staff 
who have achieved considerable skill in 
caring for psychotic children have 
seemed to be distinguishable in certain 
ways. They were, for the most part, 
from the group of professionally trained 
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psychiatric nurses. They stayed on the 
ward for a period of years. They were 
persons to whom the most experienced 
of the senior nurses and/or psychiatrists 
were able to offer individual supervisory 
time, at least at critical periods. They 
were eventually able to use such individ- 
ual supervisory time as was available 
for thoughtful reflection concerning the 
meaningfulness of their own behavior in 
interaction with the children. 

The senior staff has found that the 
modern-day, truly professionally trained 
nurse has certain particular assets for 
work in this hospital treatment setting. 
She has learned to accept responsibility 
for working with physicians and other 
professional persons when the health, 
even the life, of another human being 
may depend on her participation in the 
collaborative job. She, like the physi- 
cian-psychiatrist, has been trained to re- 
act with professional skill and attitudes 
toward necessary physical contact with 
patients. She is, in part, prepared for 
extreme, dependent needs of patients ex- 
pressed simultaneously in emotional and 
bodily ways, e.g., in such body language 
as saliva play, head-banging, soiling, and 
wetting. She, like the psychiatrist, has 
the medical background which enables 
her to continue to provide all necessary 
care of the child even during episodes 
of illness, injury, and complicated medi- 
cal procedures. Such continuity of care 
by the same persons during both physi- 
cal health and illness has been found to 
be helpful to hospitalized psychotic chil- 
dren. She, like other professional per- 
sons, has an intellectual awareness of 
bodies of knowledge which she can 
draw upon and the capacity to utilize 
them critically. She, like persons of the 
other major disciplines, has an identi- 
fication with the particular ethos of her 
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‘own profession. Such professional iden- 
tion has been found to be a neces- 
sary prerequisite for the development of 
ever-increasing professional skill in the 
long-term program. In addition, such 
professional identification and experi- 
ence in collaborating with physicians are 
important in the development of the 
Kind of skill considered necessary, i.e., 
skill which implies such thorough 
grounding in general principles that these 
come an integral and spontaneously 
vailable part of total behavior, As long 
as adequate staff support is available, 
 nonprofessionally trained workers 
metimes react to the children with 
More intuitiveness and spontaneity than 
the inexperienced nurse. They are, how- 
ever, seldom able to become truly 
thoughtful about the interactions, and 
Tarely develop skill which can be 
omptly applied with precision in new 
in crucial and trying situations. 

The senior staff has also found the 
professionally trained nurse to be in- 
sufficiently prepared for work in this 
Setting in some ways, She does not have 
adequate knowledge and understanding 
Of the special needs of childhood, nor 
does she have sufficient knowledge and 
Understanding of psychopathology. She 
‘Modes not possess the necessary technical 
Knowledge needed for skillful guidance 
Of progressive learning by children who 
have difficulties in the mastery of simple 
tasks of childhood, such as self-care, 
Motor skills, and adequate speech. She 
does not have sufficient personal experi- 
ence with or understanding of intense 
emotional reactions, such as those which 
are so inevitably and so forcefully 
brought out in herself and others by the 
Persistent negative, hostile, regressive, 
And sexually sensual behavior of psy- 
| chotic children. 
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Certain difficulties have repeatedly or 
continuously prevented the senior staff 
from providing as thorough and con- 
sistent a program of in-service prepara- 
tion of nurses as their experience indi- 
cated was potentially possible. A rela- 
tive shortage of personnel in relation to 
the constant pressure of staff jobs to be 
done on the ward and in the Institute 
has prevented them from having suffi- 
cient time to offer enough of the nurses 
the desirable continuity and frequency 
of individual supervisory sessions with 
experienced supervisors. It has made it 
impossible to develop an adequate pro- 
gram of guided study and discussion for 
the nursing staff. This relative staff 
shortage and its consequences have also 
contributed to some of the nurses leav- 
ing the ward prematurely. These in- 
clude nurses who were needed to fill 
urgent jobs elsewhere in the Institute. 
as well as those who found work with 
psychotic children too distressing in the 
absence of adequate supervision. We 
are not referring here to those few who 
had no interest in, or were unsuited for, 
learning to work with the children, Even 
the in-service program which has been 
developed is repeatedly disrupted by the 
special needs created by the slow though 
steady influx of new nurses—junior staff 
who rotate during a period of orienta- 
tion to psychiatry and to the Institute, 
some graduate students, and replace- 
ments for staff members who leave. 

Throughout the country there is a 
general lack of recognition that the ac- 
quisition of professional skill in this 
exacting area of nursing requires a con- 
siderable degree of experience on the 
part of the supervisor, a very consider- 
able length of time on the part of the 
nurse, and a relatively high degree of 
consistency and frequency in the con- 
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tacts between the two. On this ward, as 
elsewhere, any major change in existing 
staffing patterns to provide for these re- 
quirements has been impossible in the 
absence of adequate clinical demonstra- 
tions to draw on in the justification of 
budget requests. 

From the foregoing observations and 
conclusions, it can be seen that the staff 
feels that some of the nurses have 
achieved considerable skill in the care 
of some children much of the time. 
However, neither the nurses nor the 
psychiatrists have been content with its 
consistency; with their understanding of 
the precise clinical application of skill 
involved and its variability; with the 
length of time it took them to achieve 
what skill they have; or with the de- 
gree of their success in conceptualizing 
and communicating what they have 
learned so that nurses or other workers 
on the ward might be helped to learn 
more rapidly. 

Several years ago it became increas- 
ingly apparent to staff that any more 
thorough and meaningful program of 
clarification and application of methods 
by which nursing skill could be de- 
veloped would require additional per- 
sons who could participate in it long 
enough and who were not completely 
subject to the day-to-day service de- 
mands, 

Convinced of the current local and 
general importance of further under- 
standing of the nature and development 
of psychiatric nursing skill with hos- 
Pitalized psychotic children, the senior 
staff began to consider the need for ad- 
ditional monies to provide a small group 
whose primary task would be to pursue 
this goal within the existing clinical pro- 
gram. When they heard that the Na- 
tional Institute of Mental Health was 
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interested in supporting clinical projects 
designed to develop and demonstrate 
improved methods of care in special 
areas, they thought that the project 
which they had already conceived might 
well be an appropriate one. A three-year 
project, entitled “Nursing in Hospital 
Psychiatric Therapy for Children,” was 
approved, and on March 1, 1960, it was 
initiated. 

Five aims of the project to be car- 
tied out with a few professionally 
trained nurses were defined, as follows: 


1. To establish a demonstration program of 
in-service preparation of nurses in the skill 
needed in providing a therapeutic living en- 
vironment for hospitalized psychotic chil- 
dren. 

2. To test, in this clinical program, the senior 
staff's hypotheses that such skill can be de- 
veloped by the professionally trained nurse 
through: 


a. adequate clinical practice for two or 
more years; 

b. individual supervision which: 

1) is provided by an experienced nurse 
supervisor; 

2) is adapted to the needs of the indi- 
vidual nurse; 

3) is concerned with every aspect of the 
work; 

4) affords her opportunity to increase 
that kind of self-awareness which is 
essential to becoming a true practi- 
tioner capable of professional per- 
formance in new and stressful clinical 
situations; 

c. guided study and discussion of factual 
knowledge and technical competencies in 
those areas where she is insufficiently 
academically prepared; 

d. participation in the recording and review 
of her own clinical work and progress. 


- To refine these hypotheses more precisely. 

- To gain more definitive knowledge concern- 
ing various aspects of the clinical applica- 
tion of nursing skill. 

5. To establish the groundwork for the devel- 

opment of nurses as experienced supervisors 

and research collaborators in this expand- 

ing area of child psychiatry. 


With the aid of the total Children’s 
Service staff, three Persons have major 
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responsibility for the project. The Proj- 
ect Director is the Assistant Director of 
the Children’s Service and the psychia- 
trist who has direct responsibility for the 
clinical administration of the ward. The 
Project Co-Director is the Superintend- 
ent of Nursing Services of the Institute. 
The Principal Nurse Investigator, under 
the direct supervision of the Project Di- 
rector, is responsible for the implemen- 
tation of the work. 

The plan calls for the annual addition 
of two nurses, relatively or totally in- 
experienced in children’s work, who are 
able and willing to commit themselves 
to two or more years of the planned 
program of study, clinical work, and in- 
tensive supervision. Factors also consid- 
ered in selection are, of course, the same 
criteria for selection used in appointing 
all nurses at the Institute. These include 
a review of the applicant’s past school 
and work performance and a personal 
Interview to assess her motivations, her 
capacity for evaluating her own strengths 
and weaknesses, and the nature of her 
interest in or apprehensiveness about 
the prospective job as she sees it. 

In the current first year of the project 
One nurse selected for it had had five 
years of nursing experience in adult psy- 
chiatry and another was a new graduate. 
Each was assigned primary responsi- 
bility for the nursing care of a 6-year- 
old schizophrenic child. This differed 
from the assignments of the ward nurses 
in that the project nurses had more 
flexibility as to the time they spent with 
the children. For example, they were 
encouraged to participate in ward activi- 
ties only as they felt it would be mean- 
ingful to their particular assignment. 
Part of this clinical assignment was to 
help the child participate in all aspects 
of the ward program, including such 
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structured activities as occupational 
therapy (13), rhythm groups (12), and 
nursery school. 

It quickly became apparent that the 
project nurses were insufficiently pre- 
pared for understanding the goals and 
methods appropriate to the special ac- 
tivity areas. They found themselves feel- 
ing clumsy and self-conscious in rhythm- 
dance groups, inadequate and bored in 
occupational therapy sessions, and irri- 
table in the classroom. 

Part of the project plan had been to 
provide seminars in areas where the 
nurses’ knowledge proved insufficient. 
Mutual discussions around the clinical 
experiences noted led to the decision 
to begin this part of the work with their 
participation in a modern dance group, 
followed by attendance at a two-week 
workshop in dance. Informal seminars 
were arranged with the occupational 
therapist and the educational psycholo- 
gist. As the nurses’ attempts to under- 
stand their children became more in- 
tensive, a seminar in psychopathology 
was begun with the Project Director. 

In addition to these special seminars, 
they attended the ward’s daily clinical 
conferences. They contributed both in- 
formal and carefully prepared reports of 
their clinical observations and work in 
those conferences which pertained to 
children assigned them. Like all the 
nurses, each of them met once a week 
with the psychiatrist who was the thera- 
pist of the child assigned to her. 

From the beginning, particular em- 
phasis was placed on the individual su- 
pervisory sessions each of them had 
three times weekly with the Principal 
Nurse Investigator. They were encour- 
aged to use the time to increase their 
self-awareness of their own reactions 
and motivations, as well as to gain more 


. 


816 


precise understanding of the children 
and their therapeutic needs. 

As anticipated, one of the most diffi- 
cult parts of the program was the prepa- 
ration of the detailed daily records. Each 
nurse prepared a daily process recording 
of her work with the child. Immediately 
following each supervisory session both 
the nurse and the Principal Nurse Inves- 
tigator prepared a summary of what 
they thought had occurred in the con- 
ference. Although these recordings were 
not used in the supervisory sessions, the 
Principal Nurse Investigator used them 
to help her understand the nurse and her 
progress. 

It is too early in the work to draw any 
definitive conclusions. However, it is the 
Staff's impression that the methods em- 
ployed are proving to be effective in the 
progressive development of skill by the 
Project nurses. In fact, they seem to be 
developing skill more rapidly, more 
thoroughly, and more Steadily than staff 
nurses did with their more limited su- 
pervision, or master’s students with their 
more limited clinical experience. 

The informal seminars have certainly 
proved to be very helpful. The two 
nurses are already outstanding on the 
ward in their lack of self-consciousness 
in the child-group activities. They seem 
to have gained a real sense of the po- 
tential therapeutic benefit which the 
children may gain from increased pleas- 
ure, awareness, and mastery of body 
skills. They have begun to take a crea- 
tive part in planning, as well as in utiliz- 
ing, occupational therapy and nursery 
school activities both at structured times 
and in informal play. In recent weeks, 
when the ward program was disrupted 
at times by some major reconstruction 
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work, these nurses have spontaneously 
assumed leadership at critical moments, 
At such times, they appeared to be 
more flexible and more attuned to all of 
the children’s needs than were many of 
the staff nurses. 

The staff has been interested to note 
that the project nurses have in no way _ 
escaped the periods of deep discourage- 
ment which have been almost universal 
for new nurses on this ward. It is ap- 
parent, however, that the project nurses 
have been able to find more ready and 
more constructive ways of understand- 
ing and learning from these periods than 
have most other nurses. The staff feels 
that this may be primarily the result of — 
the frequency, continuity, and nature of 
their individual supervisory sessions. 
However, more valid assessment of this 
awaits added time and study, since multi- ` 
ple factors influence this aspect of their 
development. These include such con- 
Sequences as are inevitable from being 
“special” and from feeling morally com- 
mitted both as to the endeavor and to 
the length of time committed to it. 

The authors have attempted to de- 
scribe this staff’s slowly evolving con- 
cepts concerning the nature of nursing 
skill needed in providing a therapeutic 
living environment for hospitalized psy- 
chotic children. They have indicated 
their hypotheses as to how such skill 
may be attained by the professionally 
trained nurse. They have indicated the 
nature of a beginning three-year project 
to demonstrate, study, and further de- 
velop these concepts and hypotheses. It 
is, of course, their expectation that 
further reports delineating the results of 
the project will follow this preliminary 
presentation. 
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THE WORK CAMP AS A RESOURCE FOR THE 
TREATMENT OF DELINQUENTS—WORKSHOP, 1961 


KENNETH I. WOLLAN, S.Sc.D. 


Executive Director, Boston Children's Service Association, Boston, Massachusetts 


In considering the use of the Work Camp as an instrument in the treatment of 
delinquency, close attention must be given to the diagnosis of individual work 
campers, procedures for organizing the environment, and direct therapeutic 
techniques. These papers outline in detail the latest thinking of specialists from 
the several mental health disciplines regarding the types of delinquents most 
amenable to “Work Camp treatment,” the activities and administrative devices 
most likely to create a rehabilitative climate, the role of individual counseling 
in the Work Camp, “work” itself as a therapeutic medium, and possible exten- 
sions of the Work Camp idea into new settings. 


1. History of the Work Camp as a Method of Treating Delinquents 


LEE J. CARY 


Associate in Community Services, Youth Development Center, Syracuse University, Syracuse, New York 


E RECENT YEARS increased concern states, and are operated by county, state, 
with the problems of the young of- and federal departments. While these 
fender has led to a marked increase in camps have a number of features in com- 
the number of youth work camps as mon, there is considerable variation in 
one approach to serving those who must the age groups served, camp capacity, 
be removed from the community. At program, staff, objectives, and the place 
present there are more than 75 youth of the camp in the network of services 
work camps in the United States provid- available to the young offender. Diver- 
ing some measure of training and treat- sity among camp programs is expected 
ment to an estimated 8,000 youth an- and desirable, yet it is important that 
nually. These camps are located in 20 we arrive at a clearer understanding of 
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what these camps are, what they hope 
to accomplish, how and whom they are 
best equipped to serve. Such an under- 

standing should give direction to the fu- 
ture development of youth work camps 
in this country. 

Most camps are of limited population 
with a capacity usually less than 100. 
They are for selected young male of- 
fenders generally between 16 and 21 
years of age, although both younger and 
older youth may be included. Program 
emphasis is related to age. Camps fot 
the youngest are school-centered, while 
those for offenders 16 and over are work- 
oriented, with time frequently set aside 
for remedial and vocational training. 

The youth work camp as a method of 
treating delinquents and young offend- 
ers has a short history. Although the 
-first camp was established over 30 years 
ago, less than a dozen have been in op- 
petation for more than 10 years. Nearly 

half of the total number have opened 
in the last 5 years. 

Youth work camps may be defined 
most simply as a work program for in- 
voluntary campers. Bertram M. Beck, 
in his study Youth Within Walls, indi- 
cates that “the crux of this idea is to 
have a small group of youngsters en- 
gaged in one project for the public good 
under expert leadership” (2). A more 
complete definition describes these 
camps as minimum security, open-type 
residential facilities of limited popula- 
tion, built around a constructive work 
program for selected young male of- 
fenders (9). 

Los Angeles County is considered the 
Pioneer in youth work camps and has 
certainly developed the most extensive 
program in the country. The first camp, 
however, was established in Riverside 
County, California, in 1929. It was 
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known as the Juvenile Industrial Train- 
ing Camp. This first camp was patterned 
somewhat after the road-work camps for 
adult offenders. In fact, the installation 
was an abandoned adult camp. The de- 
velopment of such a program grew out 
of overcrowded conditions at state in- 
stitutions and an insufficient number of 
probation officers. The early camp rou- 
tine is described as follows: “The day 
begins at six with a man-sized breakfast. 
Half an hour later work begins on the 
50-mile stretch of road which the camp 
keeps in repair. A substantial hot lunch 
is served on the job, picnic fashion. The 
boys return to camp at 5:15 and dinner 
follows at 5:40 p.m. In the summer the 
evenings are usually devoted to base- 
ball. Indoors are a radio, games, maga- 
zines, and what-not. A glee club prac- 
tices assiduously. Lights go out at 
nine” (1). 

The program in Los Angeles County 
was initiated in 1932 to help take care 
of the great influx of transient youth 
until arrangements could be made to 
send them home to their legal resi- 
dences. In 1935, California passed legis- 
lation providing for the establishment 
of forestry or youth work camps by 
Boards of Supervisors for delinquent 
youth committed by juvenile courts. In 
1943, the Youth Authority Act (orig- 
inally passed in 1941) was amended to 
permit the Authority to establish and 
operate camps. In 1945, a new measure 
was passed by the State Legislature pro- 
viding for State subsidy to counties op- 
erating camps (3, 4). By 1955, the legis- 
lature agreed to match county funds for 
the actual construction of camps. Today 
there are 19 counties operating 30 
camps in addition to three operated di- 
rectly by the Youth Authority. The state 
budget for operating and construction 
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subsidies is now passing $4,000,000 a 
year. 

Two very practical problems, then, 
overcrowded training schools and the 
influx of transient youth, created the 
emergencies which led to the establish- 
ment of the first two youth work camps 
in the country—both in California. With 
few exceptions, the development of 
such camps elsewhere did not get under 
way until the 1950's. One of these ex- 
ceptions is the forestry camp estab- 
lished by the federal government at Nat- 
ural Bridge, Virginia, in 1944. This 
camp developed out of a growing aware- 
ness in the Department of Justice of the 
inadequacies of the federal training 
school for meeting the needs of all types 
of boys. Following discussions with the 
United States Forestry Service, an 
abandoned CCC camp in the foothills 
of the Blue Ridge Mountains was made 
available for this project. This camp 
serves about 60 boys, 16 to 18 years of 
age (5). 

The California experience and the 
federal camp at Natural Bridge reflect 
a growing tendency to treat young of- 
fenders in open-type facilities located 
in outdoor settings. There are perhaps 
three reasons which help to explain the 
recent and rapid growth of these camp- 
ing programs: 

(1) Conservation interests. The Ci- 
vilian Conservation Corps camps oper- 
ated between 1933 and 1943 served in 
part as a model for youth work camps. 
In addition, there was a need to con- 
tinue the work begun by the CCC. 
Young offenders now assigned to camps 
help meet the minimum conservation 
needs of these areas. 

(2) Correction interests. There are 
several trends in the field of correction 
which find expression in the youth work 
camp but are not limited to this type of 
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facility. These are the trends toward — 
open institutions, small populations, and 

diversification of facilities. While maxi- 

mum security prisons are still being 

built, there is a trend toward minimal — 
security, open-type facilities. There is 
also an interest in small-capacity institu- _ 
tions which have a simplicity of opera- 
tion that large-scale institutions tend to 
lack. The treatment possibilities in a 
small-capacity institution are also an im- 
portant consideration. Finally, as classi- 
fication and assignment processes are 
established and improved there is a 
need for a wider range of different fa- 
cilities to meet the specialized needs of 
the offender. " 

(3) Public interest. Youth work 
camps have undoubtedly caught the in- 
terest not only of the people closely as- 
sociated with them but of much of the 
general public as well. Camps to most 
people mean rugged outdoor settings, — 
good physical labor, hearty appetites, 
removal from the crowded city streets, 
and an opportunity to “be with nature.” 
In short, work camps have a good “pub- 
lic image.” This image alone is enough 
to convince many people that youth 
work camps must be good for the de- 
linquent and the young offender. Some 
of this public attitude, plus the con- 
servation and correction interests, has 
spilled over into state legislatures and 
brought about the allocation of mil- 
lions of dollars to establish and extend 
camp programs in over a third of our 
States, 

What kinds of delinquents can be 
treated in the work camp? This ques- 
tion is usually answered in one of two l 
ways: by a very general statement de- 
scribing who qualifies for camp or, at 
the other extreme, by a very detailed 
enumeration of those ineligible for camp 
assignment. George Weber points out 
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that deciding which boys can benefit 
from camp placement is difficult be- 
cause no organized research has been 
carried out on how different kinds of 
boys respond to various types of camps. 
He goes on to say that several kinds of 
camps are conceivable in a state’s di- 
versified program (7). As the number of 
camps increases it seems quite reason- 
able to expect that not only more, but 
different kinds of boys, will be selected 
for camp since the additional facilities 
will make available a wider range of 
groupings. 

Two very general criteria as aids in 
the selection of enrollees were identified 
at the recent Consultation on Public 
Youth Work Camps: (1) Can the indi- 
vidual benefit from the camp? (2) Can 
the camp absorb the individual (9)? 
The first criterion—individuals who can 
benefit from camp placement—is spelled 
out to some extent in the Handbook of 
Correctional Institution Design and 
Construction of the Federal Bureau of 
Prisons: “Camps are especially well 
adapted to the reception and treatment 
of certain classes of juvenile delin- 
quents: (1) those having some special 
need for outdoor life; (2) those requir- 
ing strong male relationships and guid- 
ance to insure complete rehabilitation 
and readjustment to normal community 
life; and (3) those who may best be pre- 
pared for more or less immediate re- 
lease by camp life” (8). Speaking of the 
young offender 16 to 21 years of age, 
Bertram Beck suggests that “the most 
logical group to enter the work camps 
from the Reception Center initially 
would be the first offenders and a se- 
lected number of men who have been 
arrested but who never have served time 
in an institution” (2). 

Although who goes to camp is not 
clearly spelled out, there is general 
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agreement that a selective intake process 
is the key to an effective camp program. 
Usually one of three methods of selec- 
tion is employed: (1) a decision by a 
court adequately staffed to perform this 
function; (2) a decision by a classifica- 
tion center following a study period; or 
(3) a decision by a state institution after 
commitment. In each of these, the actual 
decision, of course, should be based on 
the best available information. 

Emphasis usually seems to fall on the 
second criterion mentioned earlier— 
can the camp absorb the individual? 
One reception center lists the following 
points which tend to disqualify a youth 
from camp attendance: (1) extremely 
aggressive nature; (2) serious drug ad- 
diction; (3) physical defects which 
would hamper fitness for heavy outdoor 
work; (4) special considerations related 
to problems of escape; (5) serious per- 
sonality problems; (6) unwillingness to 
be transferred to camp; (7) too short or 
too long a sentence remaining at time of 
transfer to camp; and (8) certain miscel- 
laneous bars such as accident proneness 
and parole violations by youths who 
have previously been at camp. One 
camp in the mid-West accepts young 
men who are not vicious or mentally or 
emotionally disturbed, who are not seri- 
ous criminals (although they may have 
been convicted of serious crimes), and 
who are of normal intelligence and good 
prospects for successful rehabilitation 
from the point of view of age. 

This lends some support to Gertrude 
Samuels’ comments in The New York 
Times Magazine. She feels that New 
York State, at least, is playing it too 
safe by limiting camp enrollment to the 
“cream of the crop” (6). One explana- 
tion is that youth work camps are still 
relatively new and that there is a strong 
desire to “prove” their effectiveness. 
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Controlling intake is one of the best 
guarantees of “good” results. The dan- 
ger here is that limited intake may. be- 
come a habit. A good camp record 
brings rewards in terms of public ac- 
ceptance and, more importantly, addi- 
tional funds for more services and fa- 
cilities. The need to maintain a good 
record then becomes a necessity. 

The question still remains—who can 
be treated in these camps? In general, 
we might conclude that a wider range of 
delinquents and young offenders can be 
placed in camp than is currently the 
practice. Hither research or trial and er- 
tor will eventually give us the answer, 
We should put our efforts behind eval- 
uative research to find out what boys 
respond to what types of camps. In this 
way we can make the maximum use of 
the strengths in camp programs, 

George Weber, in his pamphlet, 
Camps for Delinquent Boys, identifies 
three resources in the camp program: 
(1) the general environment or milieu 
(including setting, routines of camp life, 
and prevailing emotional atmosphere); 
(2) the activities (such as work and rec- 
reation); and (3) the relationship be- 
tween camp staff and the campers, in- 
dividually and in groups. These phases 
of the program must be preceded by a 
good selection process and followed up 
by an effective after-care program. All 
of this should be tied in with an evalua- 
tion process to measure the effective- 
ness of the total program (7). What this 
provides is the treatment facility, a ther- 
apeutic milieu in which rehabilitation 
takes place. The most essential part of 
this program, however, is a variety of 
treatment approaches, based on an ade- 
quate conception of delinquency and 
providing direction for camp operation 
that is both comprehensive and realistic, 


Treatment, in the broad sense, is a suit- 
table program for an individual based 
on a diagnostic evaluation of his par- 
ticular needs. In this definition environ- 
ment is a basic tool in treatment, but 
not the whole of treatment. In viewing 
the history of camps, one can identify 
three stages of development of the youth 
work camp as a treatment facility, 

The first stage views the camp setting 
as treatment. Here the camp’s rustic 
location, informal atmosphere, and 
work program are considered the treat- 
ment program. This, in and of itself, 
effects change in youth. While there is 
much to be said for the camp setting, it 
is unrealistic to expect the environment 
to shoulder the entire burden of treat- 
ment. Early articles on camp programs 
reflect this confidence in the setting as 
treatment. “They leave the camp, with 
rare exceptions, firm-muscled, physi- 
cally fit, good-tempered and interested 
in the business of living. They have 
learned to give and take, they have had 
regular hours, a world of fresh air, good 
food and the wholesome discipline of 
hard work.” (1) 

The second stage considers the camp 
as the setting for treatment. There is 
recognition that location, activities, and 
relationships provide the environment in 
which treatment takes place but that all 
of this is only a part of and contributes 
to a broader treatment program. “The 
camp program aims to return the de- 
linquent youth to the community suf- 
ficiently improved in his social and per- 
Sonal adjustment to function in a so- 
cially constructive way. Consequently, 
the program must be broad enough to 
include the services necessary for the 
treatment of delinquent children.” (7) 
Therefore, such services as counseling, 
both individually and in groups, and 
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arrangements for specialized psychiatric 
and psychological consultation, should 
be provided in addition to the work, 
education, and recreation programs. 
The recognition of the camp as the 
setting for treatment is not enough un- 
less steps are taken to follow through to 
the third stage—the camp as an effec- 
tive treatment facility. Gertrude Sam- 
uels, writing in The New York Times 
Magazine, lists “a shocking lack of tools 
for true rehabilitation” as the main de- 
fect in the New York State Camp pro- 
gram (6). Such services cost money, 
and many states either seem reluctant to 
provide the necessary funds or are not 
convinced of the necessity of such serv- 
ices in the camp program. Lack of com- 
mitment on the part of camp staff to a 
treatment objective, too much emphasis 
on the number of trees planted rather 
than boys helped, or too much stress on 
the camp as a “bargain-basement” fa- 


REFERENCES 


_ 


1932, 


cility hinders the development of the 
camp as an effective treatment facility. 

It is unfortunate that some youth 
work camps are still at the first stage, 
viewing the camp setting and work pro- 
gram alone as the treatment. Probably 
the majority of camps have arrived at 
the second level of development, seeing 
the camp as a setting for treatment. Few 
have achieved the goal of the camp as a 
full treatment facility. This calls for the 
establishment of treatment as the pri- 
mary objective (with such secondary ob- 
jectives as work and vocational educa- 
tion) and development of the appropri- 
ate means to achieve this, including 
commitment of staff and others closely 
associated with the camp to the treat- 
ment objective. Although progress has 
been made in this direction, much of 
the history of the work camp as a 
method of treating youth in trouble lies 
in the future. 
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2. The Organization of Camps for Delinquent Boys 


GEORGE H. WEBER, Ph.D. 


Chief, Technical Aid Branch, Division of Juvenile Delinquency Service, Children’s Bureau, Washington, D.C. 


Wie USE OF CAMPS as a method of 


treatment for delinquent boys has, 


recently been on the increase. This is 
the result of several factors which have 
not always been stated as such by the 
planners of correctional facilities, but 
have usually been implicit in their think- 
ing. 

Prominent among these has been the 
interest shown by correctional planners 
in diversifying institutional services for 
delinquent children, in the belief that 
the varied needs of delinquent children 
can be met more adequately by pro- 
grams which are tailored specifically to 
meet these needs. It has also been gen- 
erally recognized that training schools 
with large populations and physical 
plants encounter serious difficulties in 
doing a rehabilitative job with delin- 
quent children because of their very 
size and the complexity of their opera- 
tion. 

In addition, there is the conviction 
that work done for the public welfare, 
that is planned with a boy’s ability to 
perform in mind and that is properly 
supervised, will help the boy to improve 
his work attitudes and habits, improve 
his relationships to people, discharge 
some emotionally charged feelings, and 
gain some satisfactions from a construc- 
tive job. 

And finally, there is, of course, the 


“For some material on the history of camping, 
American Youth Commission of the American C 


desire of some planners and legislators 
to create an economical, improvised 
program in a hurry. 

These factors or at least some of 
them have influenced the legislatures in 
more than one-fifth of the states to pass 
the enabling legislation, as well as the 
accompanying appropriations, to con- 
struct and operate camps for delinquent 
boys. 

Having emerged as a practical effort 
to meet pressing problems, camps have 
developed without any explicit theoreti- 
cal model, and there is considerable 
diversity among them.* But two general 
categories of camps for delinquents can 
be seen—those that are primarily ori- 
ented toward work and those that have 
an educational emphasis. Many camps 
have programs that are mixed in char- 
acter, and all strive to provide a helpful 
experience for the delinquent children 
in their care. 


A GENERAL CONCEPT OF A CAMP 


In presenting a more general concept 
of camps for delinquent boys, it can be 
said that they have a number of char- 
acteristic features: location in a con- 
servation area such as a forest or wild- 
life reserve; a physical plant with mini- 
mal security measures; a small number 
of boys, preferably no more than 50 to 
60; an informal and relaxed relationship 


see: The Civilian Conservation Corps, The 
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among the staff and boys; and a variety 
of conservation work projects that are 
an integral part of a broader treatment 
program.* 

The camp programs aim to return 
the delinquent youth to the community 
sufficiently improved in his social and 
personal adjustment to function in a 
socially constructive way. Consequently, 
the program must be broad enough to 
include the services necessary for the 
treatment of delinquent children. For 
this the camp must have: 

1. The help of a diagnostic service 
which screens the boys and sends to 
camp only those whose particular needs 
can best be served in such a facility. 

2. An administrative person or unit 
to organize, direct and coordinate the 
camp’s activities and to create a gen- 
erally positive camp routine and at- 
mosphere. 

3. Health services that include pre- 
ventive measures, health maintenance, 
and medical care. 

4. A counseling program designed to 
meet the individual needs of the boys, 
and arrangements for specialized psy- 
chiatric or psychological consultation on 
Special problems that the boys present. 

5. A recreational program that is 
geared to meet the delinquents’ need for 
group participation and personal ex- 
Pression, and that provides a choice of 
activities that have some carry-over 
value for the boys after they leave the 
camp. 

6. A work program that interests and 
challenges the boys but does not exploit 
them, that gives them a fair remunera- 
tion for their work, and that has some 
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carry-over value for employment in pri- 
vate life. 

7. Religious activities to serve the 
spiritual needs of the boys. 

8. An educational program that is 
appropriate to the age, interests, and fu- 
ture needs of the boys and which meets 
the state educational requirements. 

9. Access to an adequate after-care 
program for the boys. 

10. Casework, clinical, and related 
services available to the boys’ families. 
This service will help the parents with 
their problems so that they will be able 
to provide the boy with a healthier set- 
ting in which to live upon his return. 
Generally, these services will not be pro- 
vided under camp auspices. 

11. An evaluation program to deline- 
ate clearly the treatment processes and 
assess their effectiveness. 


PRINCIPLES OF CAMP ORGANIZATION 


Before different types of camp organi- 
zation are examined, certain theoretical 


principles that ought to enter into any 


practical evaluation should be consid- 
ered.’ After this has been done, we will 
consider four theoretical camp models 
which were constructed on the basis of 
theoretical concepts combined with ob- 
servations made on actual camps, as 
they were described in camp policy state- 
ments and as they operated in practice. 

An organization such as we are dis- 
cussing must have a set of goals that are 
mutually compatible, a system of pro- 
cedures or activities for achieving these 
goals, a pattern of work-positions to put 
into effect the procedures and activities, 
and a social-psychological structure that 


2 
cr from Camps for Delinquent Boys: A Guide to Planning, op. cit., pp- 6-7. 
Mo. a presentation of various ideas about organizational theory, see: Mason Haire. (Ed.): 
odern Organizational Theory, New York: John Wiley and Sons, Inc., 1959. 
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establishes and stabilizes the relation- 
ships among the individuals concerned. 
Organizations have their formal and 
their informal aspects. The formal as- 
pects are described in statements of pol- 
icy and procedure, tables of organiza- 
tion, handbooks, manuals, etc. The in- 
formal aspects are the spontaneous re- 
lationships and ways of proceeding that 
are not accounted for in the formal de- 
sign. 

electing this analysis of the situa- 
tion, investigators should study camps 
for the compatibility of their goals, for 
the consistency of their activities, for 
the relationships of the various work- 
positions, and for the stability of the 
organizational structure. The formal and 
informal aspects of the organization 
should both be used in the analysis. 

Camp Goals. Camp goals as outlined 
in various state program brochures are 
usually stated in very general terms. 
They emphasize rehabilitation and 
mention the custody of the youth and 
the accomplishment of conservation 


work as broad objectives, If not men? 


tioned, custody and work accomplish- 
ment are usually implied. These goals 
are fine as far as they go, but they must 
be more detailed if they are to have 
Practical value. One might ask several 
questions about them. 

First, does rehabilitation simply mean 
that the delinquent should comply with 
the camp regulations for several months, 
do the prescribed amount of conserva- 
tion work, and maintain a generally pos- 
itive attitude over a period of time? Or 
does rehabilitation also include giving 
the delinquent some opportunity to ex- 
press his problems and in some instances 
to rebel and to work these out to a point 
where he has gained some insight into 
them? If so, then some initial and inter- 
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mediate goals must be set and tied to 
the ultimate rehabilitative goal, however 
that may be conceived. 

Second, does custody simply mean 
that the boys must live within certain 
prescribed areas of the camp and move 
from one area to another under direc- 
tion or at least according to rules gov- 
erning their movement? Are runaways 
held in such disrepute that apprehended 
escapees are excluded from returning to 
camp and placed in a more secure insti- 
tution? Or does custody also include op- 
portunities for the boys to work out their 
problems in relation to authority, which, 
on occasion, may involve getting out of 
a prescribed area or even running away? 
If so, initial and intermediate custody 
goals could be set. 

The goal of accomplishing conserva- 
tion work must also be examined. Ts the 
work aimed at completing projects for 
public use to the extent that the total 
work activity is geared for production? 
Or does the work activity also include 
giving the delinquent an opportunity to 
develop positive attitudes toward em- 
ployment and good relationships to peo- 
ple on a job? 

The requirement that all camp goals 
should be compatible with one another 
raises a number of questions. Can re- 
habilitation, custody, and the accom- 
plishment of work be maintained as 
goals of equal importance? How is the 
over-all custody meshed into the rehabil- 
itative and work goals, and how is it 
adapted to the special custody problems 
of certain youths? 

The Camp’s Activities. The means 
that are expected to achieve the camp 
goals usually include a list of camp ac- 
tivities and routines, an attempt to create 
a certain social-emotional atmosphere, 
and particular kinds of staff-boy rela- 


ORGANIZATION OF CAMPS: G. H. WEBER 


tionships. For this purpose, group liv- 
ing, work, counseling, recreation, and 
related activities are all cast into a daily 
schedule; a positive camp milieu is en- 
couraged; and an understanding, sup- 
portive relationship between the staff and 
the boys is urged. However, the individ- 
ual components of these activities, of 
this milieu, are frequently not specified 
in any detail and are not related to one 
another in any systematic way. 

Pattern of Positions and Camp Struc- 
ture. Some camp staffs are very small, 
with as few as five, or even three, per- 
sons performing all of the necessary 
tasks required for a limited program— 
administration, housekeeping duties, 
work, and general supervision of the 
group. Recreation is encouraged, though 
not planned. The staff talks with the 
boys about pressing problems but does 
not counsel them in any formal sense. 
Some of these small camps receive help 
from the conservation department, which 
Supplies work supervisors. The training 
school to which a small camp may be 
attached gives administrative help and 
perhaps some social services. Other 
camps have considerably larger staffs, 
ranging from 15 to 25 people. They of- 
fer more activities and, as a result, a 
More complex program, Often, among 
Other things, an approved school is op- 
erated, counseling is done on a sched- 
uled basis, arts and crafts are offered, 
ete, Between these two extremes of staff 
Patterns, there exists a wide range of 
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staff duties, expectations, and relation- 
ships.‘ > 
The positions in a small camp are 
very similar because all of the staff work 
as “generalists.” That is, each staff 
member performs the same type of 
tasks, or many of the same tasks, as the 
others. This is necessary to cover the 
work that has to be done. The larger 
camps have a different pattern of posi- 
tions. Here some specialization is intro- 
duced. Consequently, in these camps 
may be found teachers, recreational 
leaders, secretaries, group supervisors, 
work supervisors, and counselors who 
spend planned time counseling with the 
boys on their problems and plans. 
Some of these differences in organi- 
zation are illustrated in the camps de- 
scribed below, and the implications for 
treatment of these differences are dis- 
cussed. Four “camp models” are pre- 
sented. Each model is based on an ac- 
tual camp.° These models are valuable 
for the differences which they highlight; 
they are not offered as an inclusive set 
covering all possible types of camp ar- 
rangement. For example, the large 
camps, those whose populations range 
between 60 to 100 boys, are not cov- 
ered here and if studied might well re- 
flect other patterns.” — 


THE FIRST MODEL—A SMALL 
INTEGRATED ORGANIZATION 


The Formal Organization.’ The first 
model describes a small, integrated, 


“For a more detailed discussion of this, see Camps for Delinquent Boys—A Guide to Planning, 


, OP: cit, pp. 58-61. 


e written material and various statistical data about the camps were reviewed. The camps 
Were then observed in operation. This afforded an excellent opportunity to talk with the staff 
, ind the boys. The identity of the camps, of course, cannot be made known. : 
By rule of thumb, camps with less than 35 boys might be considered as small, those with 35-60 
, boys medium-sized, and those with 60-100 boys large. $ “et 
€ first model is similar to Jules Henry’s concept of simple, undifferentiated subordination, 
Jules Henry: “Types of Institutional Structure” in Milton Greenblatt, Daniel J. Levinson, 
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treatment-oriented camp. The major 
goal of this model is the rehabilitation 
of the boys. Retaining them in custody 
and conservation work is important, 
but these goals are subordinate to re- 
habilitation. Work is a tool of treatment 
rather than a high-production activity. 
Custody means preventing escapes; 
however, it also means coupling super- 
vision with knowledge of the temper of 
the boys, understanding their problems 
and potentials, and doing something 
constructive about them, rather than 
fearing escapes and constantly using 
various suppressive measures to prevent 
them. This integrated set of goals en- 
courages a close, open, and relatively 
spontaneous relationship between the 
staff and the boys. It requires the staff 
to work with the boys’ problems and 
negative feelings. This is done through 
the daily exchange in various activities. 
A staff member might stop an activity to 
talk with a boy, or call a boy aside to 
do so. However, there is no individual 
or group counseling of a “formal” type. 

The means of the program are a 
closely knit set of activities led by the 
same people. That is, the people who 
Supervise the work also lead the recre- 
ation, carry out the counseling, get the 
boys up in the morning and put them to 
bed at night, ete. Consequently, the ac- 
tivities blend into one another because 
of the continuing interpersonal relation- 
ships and sentiments between the boys 
and the staff. For example, counseling 


and Richard H. Williams: The Patient and the Mental Hospital, Glencoe: Free Press, 1957, 
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takes place on the job and during gen- 
eral camp life. Also, some recreation is 
fused into the work program. Conse- 
quently, the means are relatively undif- 
ferentiated and the staff do not distin- 
guish a great deal among the several 
camp activities. Rather, they have a gen- 
eral set of expectations for the boys in 
the various activities and work with the 
boys to meet them. The positions of the 
several staff members are therefore very 
similar as they cover group and work 
supervision, recreation, counseling, etc. 

As this description of the program 
implies, the many duties in the camp, 
with the exception of those of the cook 
and the superintendent, are cariied out 
by the various staff members. In addi- 
tion to being understanding and suppor- 
tive, the staff have somewhat of a teacher 
relationship to the boys as they exercise 
control over them and direct their activ- 
ity. In this small camp, there is only one 
staff level below the superintendent, and 
all the people report directly to him. He, 
in turn, is charged to work with and 
through the staff in the operation of the 
program. Consequently, the organization 
lacks depth and its breadth or span is 
narrow. The lines of authority and com- 
munication are short and direct. The 
prestige and status are set on an even 
level. There is a small salary differential 
among the positions, and the staff is 
viewed as a team. The rewards of the 
job, including encouragement, support, 
and recognition, are distributed evenly. 


Pp. 73-74. However, here the concept of “small” incorporates the ideas of simple and undif- 


ferentiated subordination plus the limited 
describes the camp's structural unity. 


depth and breadth in the organization. “Integrated” 


* This model was based on a camp that had five staff members and an average of 25 boys. The 


boys were between 16 and 18 years of age They were s 

t J ` table and 
expressed a disregard for the usual social codes H the time = thao 
parent agency. The camp did not have a school, and the boys had 


continuing their education. 


loyal even though they had 
re committed to the camp $ 
not expressed an interest in 
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The rewards are given more freely to 
those who support the institution’s goals; 
however, staff competition is not stimu- 
lated deliberately. 

The training school to which the camp 
is attached handles the budgeting, pur- 
chasing, and other aspects of business 
management, regulates the movement of 
the boys into the camp, places them in 
after care, and is generally available to 
give help with problems.° 

The Informal Organization. Several 
marked differences appeared between 
the formally stated organization and 
that which exists in practice. Most strik- 
ing were the direct lines of authority 
and communication between the super- 
intendent and the boys; and the “draw- 
ing up” onto the superintendent’s staff 
level of one and sometimes two people 
who were required to perform a staff job 
—planning, consulting, ete.—in addi- 
tion to their regular duties, These people 
are taken into the confidence of the su- 
Perintendent, and give him advice on 
various matters of importance. 

Comment. The superintendent of this 
camp generally gave the leadership 
needed to pull the several goals of the 
camp together and to organize the ac- 
tivities and personnel in a cohesive way. 
He was the center of authority, direction, 
and coordination of the camp. He urged 
the staff to try to understand the boys, 
Not just to encourage and work with 
them. However, this active leadership, 
the ambitiousness of the camp goals, the 
smallness of the camp, the informality 
of the setting, and the pressure of the 
boys’ problems altered the formal lines 
of authority and communication. The 
many demands on the camp staff—the 


+ BT tr: x 
a viewing organizational patterns, it should be pointed out that small ca 
irectly to a department of the state government which assists the camps i 
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planning, directing, and trying to carry 
out the program on a 24-hour-a-day 
basis—were beyond the ability and ca- 
pacity of the small number of personnel 
provided by the organization. Conse- 
quently, this led the superintendent to 
draw about him from the formal organi- 
zation an informal staff for advice and 
control of the camp. The situation also 
led him into many direct relationships 
with the boys. 

As a result, the camp had significant 
organizational problems even though it 
had strong leadership and was generally 
cohesive. The staff’s expectations, set in 
motion by the formal organization, were 
in some conflict with the realities of the 
informal organization. The superintend- 
ent was not entirely certain about the 
status he accorded to the one or two 
“elevated” people. For example, he 
wondered about how openly to com- 
municate with them, how much author- 
ity to delegate to them, etc. These staff 
members were also uncertain about their 
dual status, particularly with regard to 
its implications for their relationships 
with other staff members. Interpersonal 
relations became strained and camp ac- 
tivities lagged during periods of stress, 
such as those occasioned by the aggres- 
sive behavior of the boys. At these times, 
the work of some of the staff members 
had to be supported strongly by the 
superintendent, and other staff mem- 
bers had to reshuffle their own duties 
and sometimes their schedules to add 
strength to a trouble spot. This adjust- 
ment process put pressure on the camp, 
because of the additional work required 
of the staff members and the compli- 
cated personal task of reshuffling or re- 


mps may be attached 
n the way described. 
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defining their work duties. 

The double system whereby commu- 
nication and authority from the super- 
intendent were channeled directly to the 
staff and to the boys was confusing and 
placed stress on the camp. The system 
was fast, informal, and made a contribu- 
tion to the direction of the organization, 
but it also disrupted the coordination of 
the camp. Sometimes significant infor- 
mation for the staff reached the boys 
first. Also, this pattern encouraged the 
boys to seek out the superintendent on 
problems and circumvent the staff. 


THE SECOND MODEL—A SMALL 
DIVIDED ORGANIZATION 

The Formal Organization. The sec- 
ond model shows a small, divided or- 
ganization—divided between the camp 
proper and the conservation activity.?° 
Theoretically, the goals of the camp and 
the conservation group are generally the 
same: rehabilitation, custody, and work. 
The manner in which these goals are to 
be accomplished is similar on a general 
level: close, patient work with the boys. 
With the exception of work, all of the 
activities are under the direct adminis- 
tration of the camp authorities. The 
work activity is under the direction of 
the conservation division, and the boys 
when working are under the supervision 
of its personnel. Though coordinated 
with the main camp program, the work 
activity is separated from it. This divi- 
sion of labor introduces some specializa- 
tion into the program. Work becomes 
the specific means for achieving good 
work habits and attitudes and accom- 
plishing conservation Projects. Camp 


that had two. The camp had an avera f 
resembled those in the 3 S aes 
programs were also similar. 


camp from which the first 
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activities, such as group living, counsel- 
ing, and recreation, become the means 
through which the delinquent is treated 
and, combined with the improved work 
habits and attitudes, lead to his rehabili- 
tation. Custody must be maintained in 
both parts of the program. In principle, 
the relationships between the staff and 
the boys are friendly and matter-of-fact 
both in camp and on the job. The as- 
sociations which the boys have with the 
Staff, particularly with the work super- 
visors, provide them with excellent op- 
portunities to identify themselves with 
hard-working, male adults. 

Like the first model, this model has a 
small staff and a limited number of boys, 
and is attached to a training school for 
over-all administration. Other similarities 
to the first model, strictly within the 
camp, include the lack of depth in the 
organization—only one step below the 
superintendent’s level; the lack of 
breadth—only a small number of posi- 
tions are set laterally across the span of 
the organization; short lines of authority 
and communication; the general lack of 
specialization among the staff; and the 
equal distribution among them of recog- 
nition and reward. 

The conservation unit is an organiza- 
tion in its own right. It carries the work 
activity, and its procedures are geared 
to this. It is set up on equal status with 
the camp and has a liaison relationship 
to it. The camp extends its lines of com- 
munication to the conservation unit, as 
well as to the boys when they are on the 
job. The camp and conservation or- 
ganizations are on the same level of 
Prestige, and the rewards given to the 


p that had five staff members and a conservation unit 


boys. In their ages and personalities the boys 
model was derived. The activities of the two 


“t= 


“two sets of personnel are generally the 


same. 

The Informal Organization. A few 
noteworthy differences exist between the 
formal organization of this model and 


~ the organization that was manifest in the 


daily program. The camp considered re- 


habilitation the ultimate goal, and cus- 


tody and work as helpful in achieving 
this. However, the conservation unit 
considered work production the highest 
value and custody perhaps second. The 


conservation unit believed that rehabili- 


tation occurred as a result of achieving 
the other two goals. The camp stimu- 
lated the boys to participate in its activi- 
ties, by encouraging them and involving 


_ them in the planning. The boys were ex- 


pected to participate, but positive means 


“were used to bring this about. The con- 


Servation unit, on the other hand, gen- 
erally used an authoritative approach in 


_ requiring the boys to work. The staff of 


the conservation unit held that their job 


- with the boys was supervisory and, to a 


large extent, consisted in teaching good 
work habits. They believed this respon- 
sibility required them to restrict the 
boys’ freedom and expression sharply. 
The conservation unit took a somewhat 
Similiar approach to its personnel, as it 
Was less generous than the camp in giv- 
ing their personnel prestige, rewards, and 
general support. 

The formal lines of liaison between 
the camp and the conservation unit 
linked together the superintendents of 
each establishment, as well as the staffs. 
In practice, there was close contact 
among all the members of both groups. 

There were other differences between 
the actual camp and the organization as 
described. First, there was considerably 
More specialization in the roster of po- 
Sitions than was indicated in the formal 
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organization. For example, one coun- 
selor directed most of the recreation, 
another took care of the camp mainte- 
nance and driving, and still another saw 
the boys who were upset and after see- 
ing them might refer them to the super- 
intendent. The other variations from the 
formal organization were similar to those 
observed operations in the first model: 
direct lines of authority and communica- 
tion between the superintendent and the 
boys; one and sometimes two staff mem- 
bers casually drawn from their line posi- 
tions, as the situation demanded, to 
serve as advisers to the superintendent 
on special problems. 

Comment. The superintendent of this 
camp had excellent leadership skills. 
However, his leadership was diluted and 
the development of the program seri- 
ously handicapped because of the splin- 
tered goals and the actual camp pro- 
gram. Conflicts occurred because the 
conservation unit emphasized work for 
production’s sake and the camp viewed 
work from a different orientation. Con- 
sequently, the boys were required to 
adjust to two contrasting regimes and 
tended to resist discipline, control, and 
hard work. Although the camp was op- 
posed to this emphasis of the conserva- 
tion unit, the staff of the camp recog- 
nized that unanimity among the organ- 
izations was essential for a helpful set- 
ting. Therefore, they limited their criti- 
cism and restricted it to official channels. 
Nevertheless, the boys sensed the differ- 
ence, were confused by it, and exploited 
it. 

The conflict between the camp and 
the conservation unit also affected the 
internal relationships of each group be- 
cause some of the camp personnel iden- 
tified themselves with the approach of 
conservation and vice versa. This com- 
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plicated efforts to develop consistency 
and general order in each unit, as well 
as in the total program. 

The informal organization of posi- 
tions in the camp worked fairly well be- 
cause what the staff actually did over a 
period of time became the established 
way of proceeding. However, it was not 
clear what each person was expected to 
do when anything out of the ordinary 
occurred. Furthermore, the casual defi- 
nition of duties which they had spon- 
taneously built up tended to break down 
under the demands of new or pressing 
circumstances. Also, there was some dis- 
satisfaction among the staff as they com- 
pared their roles in practice to their 
formal definition. 

The direct lines of communication 
and authority that were mentioned as 
existing between the superintendent and 
the boys were encouraged by the in- 
formality of the camp, the superintend- 
ent’s friendliness, and the camp’s press- 
ing problems. But they received their 
greatest impetus from a need to resolve 
issues that developed on the work proj- 
ects and that were largely symptomatic 
of organizational problems. The super- 
intendent’s maintenance of a group of 
informal advisors was also brought 
about, to some extent, by this situa- 
tion. 


THE THIRD MODEL—THE MEDIUM- 
SIZED INTEGRATED ORGANIZATION 


Formal Organization. This organiza- 
tion is very similar to the small inte- 
grated organization, because of the stress 
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placed on rehabilitation and because the 
custody and work goals are incorpo- 
rated into the over-all organization.® 
Further similarity is found in the camp's 
having all of its program under its own 
“administrative roof.” This arrangement 
gives the camp considerable unity and 
integrity of organization, and provides 
the framework for an orderly operation. 
The major differences between the first 
model and this are the larger size, the 
additional activities, and the specializa- 
tion in the program. The means of the 
program are stepped up by the addition 
of a formal education program includ- 
ing some vocational training. Counsel- 
ing is improved, and is done on a sched- 
uled basis as well as spontaneously. 
Group discussions, focusing on the boys’ 
daily problems and future plans, are 
held. Making some of the activities more 
intense brings about greater specializa- 
tion among the personnel. The speciali- 
zation limits and concentrates the work 
of the staff in a given area, and brings 
some formality into the organization. 
Procedures and relationships are more 
Specifically defined and regulated. The 
larger size of the camp along with the 
specialization contributes to the greater 
number of supervisory levels in the camp 
organization. Also extended is the 
breadth of the organization—breadth in 
the sense that the additional functions or 
departments are placed on the horizontal 
plane of the camp’s organization dia- 
gram. The communication lines run 
along the authority and supervisory 
lines, Recognition is evenly distributed; 


“This particular medium-sized camp had an average of 55 boys, 14 to 16 years old, and 21 


staff members. This staff, larger than that of the 


small camp, made shorter and more definite 


working hours possible, Further, the staff did not have to “cover for ea 
! a ch other” as frequently 
as the staff in the small camp did. The boys were generally stable and adaptive. They spent 


a half day in school each day. The other half of the day 


tivities, 


2 


was devoted to work and other ac- 


} 
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however, there is considerable differ- 
ence in salaries. Except for the super- 
intendent and his assistant, the highest 
salaries were received by the teachers 
and counselors. 

Informal Organization. The informal 
pattern here is not highly developed be- 
cause the formal organization meets the 
problems of the camp quite well. There 
were some close relationships between 
the teaching and the counseling staff 
and between the work supervisors and 
the night supervisors. These relation- 
ships were based on the similar commit- 
ments that these workers had to their 
work. The counselors and teachers felt 
the professionalism of their work, and 
the supervisors valued their concrete ac- 
tivity and responsibility for the boys. 
The communications and loyalties that 
grew out of these relationships cut across 
the camp’s organizational lines. How- 
ever, these did not pose any serious 
problem. Rather, they reflected the need 
to bring about a greater degree of unity 
between those staff members with for- 
mal schooling and carrying the more 
Specialized work and those with less 
education and carrying the camp’s super- 
Visory and more general work. 

Comment. The superintendent led 
this camp well. He articulated the goals 
for the staff and helped them organize 
to achieve the goals. Consequently, this 
Organization had an advanced task of 
developing its staff to a high degree of 
efficiency and refining its procedures. 
A number of things needed doing: the 
staff needed help in gaining a more 
thorough understanding of the organiza- 
tion’s impact on the boys and its part in 
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precipitating behavior problems; the staff 
also needed assistance with their nega- 
tive feelings. These feelings were stimu- 
lated by the frustrating problems with 
which the staff worked—the boys’ diffi- 
cult problems and certain lacks in the 
camp’s resources—and which got in the 
way of their doing more effective work 
with the boys. 


THE FOURTH MODEL—MEDIUM- 
SIZED DIVIDED ORGANIZATION 

Formal Organization. This organiza- 
tion is similar to the small divided or- 
ganization.** However, its structural 
problems are even greater. In addition 
to having the work activity directed by 
another unit, this organization also has 
its educational program conducted by 
still another agency. The educational 
activity is carried on by teachers sup- 
plied and paid by the county that the 
camp serves, and the work program is 
directed by the conservation depart- 
ment. 

The several agencies involved in the 
camp organization have varying goals. 
The camp and educational groups have 
a rehabilitative orientation. But the con- 
servation unit had an orientation similar 
to the one described earlier that em- 
phasized work production. These differ- 
ent goals influenced the means by which 
the various staff chose to work. These 
matters have also been detailed in the 
description of the Small Divided Or- 
ganization, However, the influence of 
the educational activity has not been 
cited. Education strengthened the re- 
habilitative goal. Its means were in gen- 
eral accord with those of the camp, but 


"This medium-sized camp had an average of 57 generally adaptable boys, 16 to 18 years old, 
aa 13 staff members. In addition, there were three teachers and three work supervisors. The 
oys attended school for a half day and spent the other half doing conservation work. 
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there were some conflicts that stemmed 
from their different conceptions about 
the boys’ motivations. The teachers be- 
lieved the boys were free to learn, if 
they applied themselves. The camp staff 
believed that emotional blocks were vi- 
tally involved in the boys’ problems in 
learning. 

However, the schism in the organiza- 
tion structure—the division into camp, 
educational, and work units—caused 
greater problems. Liaison relationships 
were maintained with the conservation 
department. In a sense, the conservation 
program was outside the camp. The 
educational unit was in the camp. Edu- 
cation was tied into the camp’s system 
of authority, but the education person- 
nel were not entirely bound by it. Cer- 
tain working conditions, as well as the 
technical aspects of their work, were 
mainly directed from the educational 
agency. They were a part of the camp’s 
communication network but were also 
related to the communications of the 
educational department. The rewards as 
well as prestige offered the teachers 
were generally better than those offered 
by the camp regime. The organization 
was further complicated because the 
camp’s rewards and the recognition ac- 
corded their personnel were better than 
those given by the conservation agency. 

Along with the specialization offered 
by the education and conservation agen- 
cies, the camp also made some efforts 
to divide its activities among its staff. 
Recreation, night supervision, routine 
supervision during the day, clothing 
issue, etc., were allocated to different 
people. However, counseling of a very 
general character continued to be a 
basic task of most of the staff, at least 
of those classified as counselors. How- 
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ever, several of them did all the work 
with the most difficult boys and led the 
more significant discussion groups. 

The Informal Organization. This com- 
plex organization with its various and 
contradictory goals and conflicting 
means of achieving them served to 
create problems for the personnel. They 
were confused as to which goals they 
should emphasize and what means they 
should select in striving to achieve them. 
Furthermore, this splintered camp 
failed to give the staff an organizational 
unity with which they could identify 
themselves. Also, these several goals and 
the several different agencies from 
which they stemmed helped to set the 
conditions that stimulated the develop- 
ment of many cliques, most of which 
were centered in the particular organi- 
zational unit to which the members 
were attached. The very vagueness, im- 
preciseness, and confusion of the over- 
all organization and the ambiguity in 
the jobs enhanced the development of 
these small, personally oriented groups. 
Often these cliques were not integrated 
into their own unit of the organization 
—the camp, the school, or the conser- 
vation unit—and much less into the 
over-all organization. 

Comment. This model, the most com- 
plex and divided of the four that have 
been presented, had serious difficulty in 
functioning, Certain facilitating mecha- 
nisms, such as joint staff meetings on 
several levels of operations (planning 
and administration, supervisory and 
counseling, etc.), intensified in-service 
training, were needed, Development of 
joint policies and procedures would also 
undoubtedly help this type of organiza- 
tion to function. However, there seems to 
be a considerable number of organiza- 


tional differences that could not be re- 
solved sufficiently well to accommodate 
a rehabilitative program in its clearest 
sense. 


THE BOY IN THE ORGANIZATION 


The Integrated Camp Models. The 
two integrated camp models, through 
their general unity and cohesiveness and 
their close relationships with the boys, 
Seemed to create a generally positive en- 
‘Yironment in spite of certain serious 
‘Problems in their design and operation. 
‘These particular organizations main- 
‘tained a good balance by (1) supporting 
the boys, that is, trying to help them to 
gain satisfaction from socially construc- 
-tive activity; (2) motivating them to 
Participate responsibly in the camp pro- 
gram, including the work program; and 
(3) making the camp environment realis- 
: tic as well as supportive—realistic, that 
is, in terms of the demands of the outside 
_ world. 
The design of these two camp models 
facilitated the achievement of the goals 
for which these camps were created, 
while maintaining their daily function- 
ing. Except during periods of consider- 
able stress, these camps were able to 
Cope adequately with all the personality 
disturbances.13 

The Divided Models. The two di- 
! vided camp models, because of this very 

division, had serious difficulty in co- 
_ Ordinating the various aspects of the 
total program and focusing it on the 
delinquent boys in the most helpful way. 
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Seemingly, the individual relationships 
established by the boys in the various 
units of these camp programs were help- 
ful to them and filled the gaps created 
when the organization failed in this 
function. The individual staff members, 
particularly those with administrative 
and liaison responsibilities, had to work 
especially hard to offset some of the 
negative effects of the poor organiza- 
tional structure. The divided organiza- 
tion stimulated difficulties, particularly 
among the boys who tended to act out 
and discharge their problems on the set- 
ting in which they found themselves. 
The various units of the organization 
were required to give a disproportionate 
amount of time to solving these difficul- 
ties. In the meantime, the boys who did 
not express their problems in this direct 
manner received too little attention. 


OTHER OBSERVATIONS 


Each structurally divided camp pro- 
duced, in a sense, a separated program 
as against a unified program. This sepa- 
ration had the effect of causing schisms 
or breaks in the camp program. Since 
each boy had to adapt himself to his 
place in the camp, each separate divi- 
sion within the organization meant an 
additional adaptation that he had to 
make. The schisms in the divided camp 
programs were essentially created by the 
design of the organization. The prob- 
lems in the integrated camps seemed to 
stem more often from the lack of ade- 
quate personnel. 


“For a detailed presentation of a helpful environment, see: Morris S. Schwartz: “What Is A 


erapeutic Milieu?” in Greenblatt, 


vinson, and Williams, op. cit., pp. 130-144. 


hisms arise, too, from a variety of other causes, such as the lack of adequate leadership and 
the differences between the demands of the organization and the personal interests, abilities, 


; and needs of the personnel, 
i 
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The structural divisions of the camps 
required the boys to meet decided 
changes in ways of thinking, in atti- 
tudes, and in relationships. Sometimes 
they also had to make a complete re- 
orientation as they moved from one 
point of the organization to another. 
The boys’ problems were intensified by 
this shifting scene. Those who were in- 
clined to be anxious became more anx- 
ious. Others who tended to be hesitant, 
shy, and perhaps wary about extending 
themselves to others became more so. 
Those who tended to push the limits of 
situations to their farthest were con- 
stantly testing out each unit’s measure 
of control. 

Regardless of the boys’ particular 
problems, the failure of the models (and 
particularly of the divided models), to 
put forth a consistently patterned or- 
ganization and program gave the boys 
an opportunity to circumvent the re- 
habilitative and other positive efforts 
of the camps. The usual ill effects of an 
inconsistent and conflicting organization 
have already been pointed out, but a 
few delinquents went beyond this and 
manipulated the stafl—playing one staff 
member against another to gain their 
own, often antisocial, ends. In view of 
the complicated parental relationships 
reflected in the developmental histories 
of the boys, this type of experience 
would be likely to strengthen their de- 
linquent tendencies.» Moreover, the 
staff members, under pressure of the 
divided organization, often failed to pro- 
vide consistent models with which the 
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delinquents could identify themselves. 
Their authority was weakened and con- 
fused, their communication with others 
selective and sometimes blocked, and 
their understanding of the camp goals 
and methods was frequently unclear. 

Certain elusive factors in the camp 
situation compensated to some extent 
for the inadequate organizational ar- 
rangements of the four camps that have 
been described. In the first place the 
courts and the training schools pre- 
sented the camps to the boys as an op- 
portunity and a good and challenging 
experience; the boys came to camp pre- 
pared to participate in this kind of pro- 
gram. Moreover, the alternative to the 
camp was usually a training school, 
which was much less attractive to them. 
The camps had a program the boys 
could grasp and from which they gained 
some satisfaction. For example, the 
tasks of the work projects were usually 
easy to understand, quick to give satis- 
faction through achievement, and often 
excellent for the expression of aggres- 
sion or other disturbing emotions. The 
smallness of the camps provided op- 
portunities for close relationships be- 
tween the staff members and the boys, 
although these were sometimes less well 
coordinated than they might have been. 
Even when the staff was divided on 
ideas of treatment, the boys seemed to 
be aware of the interest taken in them 
and responded to this. These things 
form a secure foundation on which the 
best possible superstructure should be 
built. 


“For other observations on this type of ; i 

h s problem, see: George H. Weber: “Conflicts Between 
Professional and Non-Professional Personnel in Institutional Delinquency Treatment,” The 
Journal of Criminal Law, Criminology and Police Science. 48: No. 1. 38-39. June 1957. 
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3. The Technique of Therapeutic Intervention in a Treatment Camp 


NICHOLAS VERVEN, Ph.D. 


Judge Baker Guidance Center, Guidance Camps, Boston, Massachusetts 


O AS as we all know, do not 
constitute a homogeneous group. 
Delinquency is not a psychiatric diagno- 
sis but a specific symptom which can 
occur among a variety of character 
types and as a result of widely varying 
pathology. To contrast two extremes: 
We know that a delinquent act may 
occur as a specific manifestation of a 
neurotic problem; and at the other end 
of the continuum it may take on the 
semblance of an overdetermined trait 
of personality. 

Probably a basic definition of delin- 
quency with which we can all agree is 
that however it occurs, it may be said 
to constitute an attack upon authority. 
In some cases this behavior can be un- 
derstood as a transient expression of 
ambivalence toward authority figures; in 
such situations it may seem as though 
the superego of the child vacillates in 
its activity. In other cases a delinquent 
act may quite clearly appear to be an 
unconscious expression of hostility de- 
spite the fact that such behavior is ego 
alien and despite a rigorous superego. 
Thirdly, in some cases it may appear 
that there is a serious superego and ego 
defect, the behavioral manifestation of 
which is a persistent anti-authority be- 
havior and attitude. Children of this 
last category are sometimes designated 
as character-disorder delinquents. It is 
upon this latter group that this paper 
will focus, 

In a recently completed five-year proj- 
ect at the Judge Baker Guidance Cen- 
ter involving the treatment of delin- 


quents it was generally concluded that the 
character-disorder group was the most 
difficult with which to work. The method 
of treatment involved out-patient serv- 
ice patterned after the classic child- 
guidance approach. Although progress 
in individual cases varied considerably, 
it was generally felt that the most diffi- 
cult hurdle to be met involved the ini- 
tial establishment of relationship neces- 
sary to treatment progress. A large pro- 
portion of the delinquents that were 
studied in this program could be char- 
acterized primarily by their mistrust of 
adults but also, and most importantly, 
by their ability to avoid becoming emo- 
tionally involved with adults even 
though the demands of their probation 
necessitated their continuous contact 
over a fairly lengthy period of time. 
The following case is illustrative. 
Tommy, a 12-year-old boy, came be- 
fore the court on a charge of breaking 
and entering. He had three previous 
court appearances dating from the time 
he was 10, and each earlier offense had 
been filed. He was the fourth in a 
family of six boys and three girls, four 
of whom had been before the court pre- 
viously on one charge or another. His 
father was at that time in prison. Tom- 
my’s mother was struggling to keep the 
rest of the family together on public 
welfare. At the time Tommy was ini- 
tially seen for treatment, it was more 
than three weeks after he had been 
picked up by the police. As far as he 
was concerned, the specific act for 
which he had been brought to court was 
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long in the past, and he had accepted 
the fact that each week he would have 
to come in to see his therapist according 
to the terms of his probation. In a five- 
month period, he quite cheerfully kept 
his appointments. He told his therapist 
that he was sorry that he had gotten 
caught. He had learned his lesson. He 
would never get in trouble again. Most 
of the treatment sessions were charac- 
terized by a bland denial of any feelings 
either about his difficulty with the po- 
lice or in any other aspect of his life 
experience. Nor did the treatment ses- 
sions produce any anxiety for him. Al- 
though he had little to say, most of 
what he had to contribute was quite 
formally appropriate. He was reason- 
ably polite, indifferent to the suggestions 
of the therapist, and, overall, unmoved. 
In fact, he was quite happy to come to 
therapy, for it offered him many grati- 
fications in which he could indulge with- 
out any personal commitment. That is 
to say, he was frequently fed and taken 
out, all in a rather slow, if not totally 
ineffective attempt to develop a rela- 
tionship. 

All during this period, it was quite 
clear that Tommy’s delinquent activity 
continued. For the most part it was 
minor, and he was amazingly successful 
in avoiding involvement with the police. 

For the therapist it was alternately a 
frustrating and self-deceiving experi- 
ence. There were times when it had to 
be admitted that no progress was being 
made, There were other times when 
Tommy’s constancy about appointments 
and readiness to accept concrete favors 
tended to suggest that a relationship 
might be developing. 

Treatment was terminated for Tommy 
at the time his probation came to an 
end. By then Tommy and his therapist 


were well acquainted with each other, 
having shared perhaps 40 interviews 
over a year’s time. Termination offered 
no problems. Tommy simply no longer 
came when the court no longer de- 
manded that he do so. Treatment had 
ended in the late spring, and shortly 
thereafter Tommy again came before the 
court as one of those involved in a 
series of house breaks. The clinic)was 
still interested in this boy and his fam- 
ily, and so persuaded the judge to pro- 
vide for a referral for Tommy to Camp 
Wediko. 

Camp Wediko is a residential treat- 
ment center in a summer camp setting. 
It involves a seven-week session for 
boys between the ages of 10 and 14 
who are currently involved in some 
therapeutic program the rest of the year. 
It is the purpose of the camp to provide 
a continuation of the treatment experi- 
ence that each boy has been receiving. 
The basic structure of this camp is com- 
parable to that of any traditional boys’ 
summer camp. The boys are assigned 
in groups of six to eight, under the 
care of a cabin counselor. The counse- 
lors are trainees, usually graduate stu- 
dents in the many child-care fields, and 
their activities are under the direct su- 
pervision of trained staff members who 
are also the cabin group therapists. The 
aim of the program is to provide a 
therapeutic milieu which is further re- 
inforced by specific treatment devices 
including group therapy, psychodrama, 
and individual interviews during crisis. 
Camp Wediko is not a camp for delin- 
quents. Over the years, however, a large 
number of boys have been referred to 
the camp who have initially become 
involved in treatment by reason of de- 
linquency. 

Our experience, however, has sug- 


gested that the techniques which have 
been developed in this camp setting are 
well suited to the treatment of certain 
delinquent boys. Primary emphasis is 
upon therapeutic intervention. This 
term, first used by Fritz Redl, implies 
a more active approach to psychother- 
apy than is usually indicated in the one- 
to-one interview of traditional child 
psychotherapy. It implies that the 24- 
hour participation of a therapeutic staff 
in the experience of an emotionally dis- 
- turbed child can offer a multitude of 
_ Opportunities for treatment activity to 
take place. The experience with Tommy 
at Camp Wediko is illustrative. 

It had been felt that Tommy’s emo- 
< tional life was basically quite primitive. 
_ He had, however, developed very effec- 
_ tive defensive measures by which to 
_ preclude admission of his therapist into 


_ this emotional life. His initial activity 
_ at camp suggested that he might well 
be able to continue this same successful 

è 


defense, As Redl has pointed out, the 
delinquent who may be understood to 
have severe defects of ego also may be 
understood to have an hypertrophied 
ego in some respects. Initially, Tom 
was able to fade into the background at 
group meetings. He quickly learned the 
structure of the camp, its hierarchy, and 
its rules and regulations; in the early 
days, he was quite successful in evading 
involvement with anyone. By the fifth 
day, however, the basic defects in his 
defensive strategy began to be manifest. 
Several personal articles were stolen 
from the boys in his cabin group, though 
it could not be clearly established that 
he had taken them. Shortly afterward, 
however, his rebelliousness against all 
the authority figures in the camp pro- 
gram began to become more overt. 
When his demand for absolutely free 
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mobility had to be denied he began to 
be openly defiant. The first evidence of 
this took place at the waterfront, where 
he became quite violently abusive to- 
ward the instructor in charge, who had 
prevented him from entering the water- 
front at a time when Tommy should 
have been elsewhere. In the succeeding 
days, Tommy had violent tirades against 
the water-safety instructor and coinci- 
dentally began to express a loud defiance 
toward others of the staff. 

Initial attempts by the therapist of 
his cabin group to see him individually 
and talk with him about his difficulties 
elicited only a renewal of his flood of 
complaints. What was accomplished by 
these early interviews was the clear un- 
derstanding in Tom’s mind that a speci- 
fic adult in the camp program who is 
known to be a therapist had the re- 
sponsibility not only for talking to 
Tommy about these difficulties, but for 
seeking him out when they occurred. 
This therapist did not come to Tommy 
to punish or restrict him, although he 
might do both in some circumstances, 
but primarily to help Tommy through 
his difficult experience, The basic fac- 
tors in therapeutic intervention are 
hereby established. The major distinc- 
tion between treatment effort of this 
kind and out-patient treatment is that 
the therapist is on hand during the crisis 
or very shortly thereafter. 

In Tommy’s case, if there had been 
any anxiety or other distress as a result 
of his having been picked up earlier by 
the police, it had been dissipated long 
before he began to see his first therapist. 
When this therapist had talked with 
him about “problems” Tommy could 
quite comfortably deny that he had any. 
In fact, at that time, other than the 
minor discomfiture of having to come 
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for his treatment hours each week, 
Tommy was not consciously aware of 
any problems. He had been free to act 
against his environment and deal with 
it quite successfully according to his 
own characteristic methods. 

At camp, however, his difficulties 
were not so easily avoided. He could 
not deny to his therapist that he had 
shouted violent abuse at one of the 
staff members, that he had struck and 
kicked him, and that he had had to be 
practically carried off by his therapist 
to a cabin where they could talk alone. 
None of this behavior could be denied; 
it was a fact which they had both ex- 
perienced. More important, however, 
than this behavior were the feelings 
that had been elicited in the midst of 
this difficulty. No doubt Tommy had 
been able to deny quite truthfully that 
he had had painful feelings about the 
trouble which had brought him to court. 
About the crisis which Tommy experi- 
enced at camp, however, he could not 
deny painful affect. Both he and his 
therapist knew that he had been in- 
volved in an extremely stressful experi- 
ence during which he was flooded with 
anxiety and outright fear. Thus, one of 
the most important necessary factors in 
the treatment process became manifest, 
This is that the patient be aware of a 
painful condition and be motivated to 
change it. 

Tommy’s first attempt to change this 
painful condition was maladaptive. In 
his everyday life outside of camp there 
were many opportunities by which he 
could accomplish this. In the camp 
situation the opportunities were quite 
restricted, and all of them were aimed 
at the treatment efforts of the therapist 
and the camp staff. Tommy’s first at- 
tempt to deliver himself from a very 
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difficult situation involved running 
away. The camp fortunately is located 
in such a place that it makes this alter- 
native impractical. In order to run away, 
Tommy had to negotiate his way along 
several miles of back roads, over which 
he was not likely to be given a ride by 
the few people who passed through, or 
else he had to take his chances by cross- 
ing through a very difficult mountain 
terrain. Nearly every boy who has tried 
to run away has chosen the road, none 
has ever been successful. In short, his 
therapist and another staff member 
drove after him, found him before he 
had gone more than a couple of miles, 
and brought him back. Once again a 
crisis interview was held with his thera- 
pist. 

This time Tommy’s hostile defensive- 
ness crumbled. He became flooded with 
affect. Amidst a barrage of tears he 
cried out about the sadism of his father 
and his conviction that all older men 
hated him and wanted to kill him. As 
the crisis passed he spoke sincerely of 
his wish to get along with people and 
stay out of trouble. He expected that 
he would now be sent home. When he 
was told that this would not happen but 
that everyone wanted him to remain 
and would help him to remain, Tommy 
was abashed. He then recovered com- 
pletely; it seemed for a moment that 
his guardedness and hostility had re- 
turned. At this point he and the thera- 
pist walked back to rejoin the other 
campers. 

Although Tommy had not undergone 
a complete change of character as the 
result of these experiences, his adjust- 
ment improved and his outbursts dimin- 
ished markedly. Most important was a 
notable change in attitude toward adults 
to the extent that he began to accept 
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his therapist as a person with whom he 
could be comfortable. The beginnings of 
trust in a relationship with an adult had 
been established. Follow-up reports of 
Tommy’s out-patient treatment during 
the following fall and winter indicated 
that the considerable progress made at 
camp had been maintained. His thera- 
pist at the clinic to whom he had re- 
turned felt that a true transference re- 
lationship had finally developed. 

It is doubtlessly true that few work 
camps for delinquents can be estab- 
lished as residential treatment centers. 
Moreover, such programs may not be 
desirable for more than a small per- 
centage of delinquent youth. There are, 
however, many boys like Tommy for 
whom treatment is indicated but with 
whom little progress seems to result 
even after relatively lengthy out-patient 
treatment. These boys have a character- 
istic mistrust of adults that presents a 
solid barrier to the establishment of the 
transference. Furthermore, it is also 
characteristic that they suffer little from 
conscious guilt and anxiety. When they 
are seen in treatment after their arrest 
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and court hearing, there is little affect 
to motivate them to make use of ther- 
apy. For these children the treatment 
camp can offer an important impetus 
to the treatment process. In a treatment 
camp little time will pass before the 
antisocial behavior of the delinquent 
will become manifest. He will then find 
himself repeatedly confronted by author- 
ity and many frustrations, and will 
not be able to avoid the painful realities 
that ensue. Most important is that 
amidst these recurrent episodes he will 
also be regularly confronted by the 
therapist and the other members of the 
therapeutic staff. During the periods of 
crisis, the delinquent boy cannot deny 
his difficulties, and the patient offering 
of help made by the adults will inevi- 
tably take on real meaning for him. 
Such experiences allow the child to alter 
his perceptions of adults and his attitude 
toward them. When returned to the 
community and out-patient treatment 
after the camp season, he is better able 
to transfer these newly established atti- 
tudes. Treatment may then proceed 
more rapidly along traditional lines. 


4. The Place of Individual Counseling in the Work Camp 


RAYMOND F. SCANNELL 


Youth Consultant, National Council on Crime and Delinquency, New York, N.Y. 


foo COUNSELING in the work 
camp is tied closely to the concept 
that in the camp work is central. Work 
1S Not to be understood in any sense as 
Punitive in purpose, or as the rationale 
for a form of low-cost institutionaliza- 
tion. The goal is to help children and 
youth who have experienced difficulty in 
their authority relationships and who 


would carry over their immature atti- 
tudes and expectations to the work situa- 
tions available to them as young adults. 
These youths will be in particular need 
of seeing constructive work as providing 
personal satisfaction and not simply as an 
encounter with the authoritarian forces 
of society. The establishment of work 
habits through regular work assign- 


842 


ments and the recognition of an honest 
day's work are important in the de- 
velopment of a boy’s character. It is pre- 
sumed that the largest percentage of 
older boys will not return to a school 
program on their release. The camp 
program, therefore, must be tied to an 
objective that stresses areas significant 
to the reality situation the boy will face 
on release. These objectives will in- 
clude the kind of work and community 
adjustment expected of a young adult. 

Unless we are concerned with a 
broader spectrum of needs to be met 
when the work camp is seen as a means 
of providing a variety of opportunities 
for youth in our society, we can confine 
ourselves to youths either delinquent or 
on the threshold of delinquency. Coun- 
seling cannot exist, then, as a thing 
apart, a separate experience which will 
somehow be provided to meet a set of 
presupposed individual needs. The prob- 
lems of these young people will be ser- 
ious enough to have required removal 
from home and yet they will be with- 
out the kinds of personality problems or 
physical limitations which would pre- 
clude camp placement, Yet such pre- 
liminary considerations will not of them- 
selves justify the simple introduction of 
the more familiar forms of counseling 
into the camp setting. Adaptations in 
counseling to the unique treatment re- 
quirements of this new and rapidly de- 
veloping resource must be made. Some 
attention to experience with the work 
camp concept for young people will 
Suggest clues to this adaptation, 

As an agency for the treatment of 
delinquent boys the work camp has an 
extensive history which stretches back at 
least to 1935. In recent years the con- 
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cept of organized work experiences for 
groups of young people has found a 
number of expressions. Many projects 
have been directed toward giving youth 
vulnerable to delinquency an opportu- 
nity to provide service, and not simply to 
be the recipients of corrective and re- 
habilitative efforts. An example of this 
is the painting and repair activities of 
the American Friends Service Commit- 
tee “Youth for Service” projects in the 
depressed areas of some of our larger 
cities. The new emphasis seems to be 
upon the unique and positive contribu- 
tion youth can make rather than upon 
the compromise youth can achieve with 
adult insistence upon the varieties of 
conforming and essentially nonproduc- 
tive behavior required by more tradi- 
tional training programs. 

Individual counseling then must find 
its place in a blend of something old 
and something new. Something old is 
the awareness that in spite of new ap- 
proaches and new avenues of research 
in dealing with children and youth, the 
ultimate necessity of working with per- 
sonal problems on a one-to-one basis 
cannot be eliminated. We apply the 
something old the minute we think of 
what we expect to accomplish by the 
work camp and the kinds of young 
people we plan to serve. Our expecta- 
tions will be embodied in a program 
which “aims to return the delinquent 
youth sufficiently improved in his per- 
sonal and social adjustment to function 
in a socially constructive way.” Whether 
the problem presented by the youth is 
one of delinquency or other maladjust- 
ment, a diagnostic service which screens 
the boys and sends those to camp who 
can best be served by such a facility is 


"George H. Weber, Camps for Delinquent Boys (Washington: U.S, C hildren’s Bureau, 1960). 
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a prior necessity. Boys selected for a 
given camp should be in about the same 
phase of development and at about the 
same level of adjustment. A diversified 
system which includes several camps 
can provide appropriately for different 
age levels and differing levels of adjust- 
ment. The provision of individual coun- 
seling is directly related to methods of 
selection of camp candidates and to in- 
telligently applied information as to so- 
cial history and personality characteris- 
tics. 

Something new is the fact that we 
have gradually moved into an era 
where youth are no longer seen as li- 
abilities but as performing services and 
making contributions to society which 
are unique. Such opportunities are non- 
existent in a society where the role of 
youth is largely confined to a vague 
Preparation for a postponed maturity. 
Youth can now have a dignity and wis- 
dom of its own. The reality situation a 
youth will face upon release from a 
work camp may no longer be adjust- 
Ment to a trying set of restrictions and 
limitations endured in a society which 
offers so many temptations and hazards 
to people at their peak years of vigor and 
adventurousness. The concept behind 
the recently established Peace Corps 
may soon come to have relevance not 
simply for the undeveloped areas of the 
world but also for the equally neglected 
areas of urban and rural blight. Our 
attitudes toward youth in difficulty must 
be shaped by the challenge of our times. 

The screening and diagnostic services 
can refer youths who can affiliate with 
a group and derive security from this 
Source rather than those with depend- 
ency needs best met by affectionate 
adults. Usually such youths are found 
among the adaptive delinquents who 
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respond to short-term supportive treat- 
ment aimed at helping them to develop 
self-mastery and to establish a more 
normal pattern of behavior. While they 
are not highly vindictive or emotionally 
disturbed, their reliance on aggressive 
and antisocial ways of handling their 
problems will indicate their need for 
help. On this basis the camp professional 
staff can adapt the goals and methods of 
a youth’s program to his individual 
needs and to his level of adjustment. 

In camps of 50 or 60 youths a 
limited number of individual cases, no 
more than 10, are carried by counselors 
who also have program responsibilities 
in many areas of group living. Such per- 
sonnel do situational counseling with 
assigned youth as well as with others in 
need of immediate or momentary help. 
Occasions sometimes referred to as the 
teachable moment may possibly be a 
turning point in a youth's camp experi- 
ence. The program should be so organ- 
ized that the help needed is immediately 
on tap, as emotional upsets have no re- 
spect for scheduled hours. 

In this way the youths see their coun- 
selors as functioning in many kinds of 
camp activities. Counselors are not seen 
principally in an office setting nor are 
they confined largely to the limits of the 
scheduled interview. All this does not 
imply that regular and scheduled ap- 
pointments do not take place on a 
planned basis. The youth is likely to 
have most of his contact with his own 
and other counselors under circum- 
stances of informality, He is secure in 
the knowledge that either the counselor 
or an alternate will always be available 
in moments of emotional need. The 
counselor will not merely be among the 
many adults who show up to lend en- 
couragement at athletic and social 
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events. More likely he will be present to 
perform some service in relation to this 
same event. This participation will be 
an aspect of the counseling function. 

Social workers who have served on 
the staffs of summer camps for emo- 
tionally disadvantaged children will be 
practiced in this kind of functioning. 
However, caseworkers in many training 
schools will generally see youngsters 
around the formal interview situation 
and will depend upon their relationships 
with the group living and educational 
staff to supplement or modify their in- 
dividual services. Since, ideally, the work 
camp is limited to a definite maxi- 
mum of 50 or 60 boys, contacts with 
the youngsters are somewhat more sim- 
plified. There is less of a sense of diffu- 
sion that is present in a large institu- 
tional setting, where correspondingly 
formalized procedures and routines are 
made necessary by sheer force of num- 
bers. This paper does not imply that the 
training school is obsolescent and that 
the camp is its logical replacement. It 
does suggest that a variety of planned 
and coordinated facilities, including 
camps and training schools, should be 
available to meet the defined needs and 
personality characteristics of a variety of 
children. 

It would be unfortunate if environ- 
ment alone was expected to work its 
wonders unaided upon the youngsters 
communicating with a woodland setting. 
Forestry camps and work camps are not 
devices to eliminate the need for in- 
dividual counseling any more than the 
use of drugs has eliminated the need for 
psychotherapy in mental hospitals. In 
the camp there should be an individual- 
ized program of counseling, records 
should be kept in organized fashion, and 
periodic staff conferences should be held 
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to review the progress of individual 
youngsters and to appraise the quality 
of their camp experience. 

The need for individual counseling 
cannot be replaced by the planned use 
of a variety of group counseling arrange- 
ments, even though there is a feeling in 
some circles that the peer group alone 
can be used as the exclusive means for 
reorienting adaptive delinquents in the 
direction of law-abiding values and be- 
havior. 

The staff should meet at regular in- 
tervals to develop programs for newly 
admitted boys, to review the progress of 
those in camp, and to plan for their fu- 
ture. The decisions made at these meet- 
ings and the reasons behind them should 
then be discussed with the boys. Such 
staff conferences are an application of 
the team concept in dealing with the 
various aspects of a youth camp ex- 
perience. No staff member who has 
close contact with the boys in the course 
of his duties should be excluded or per- 
mitted to absent himself from such con- 
ferences. 

The fact that there is a team approach 
to the youngsters should not carry the 
implication that the term “counseling” 
is descriptive of the entire range of con- 
tacts a youth may have with camp staff. 
In some camps, particularly those of 
smaller size, the professional personnel 
do both group and individual counsel- 
ing and take part in directing most as- 
pects of the camp living program. Such 
staff may or may not also have actual 
responsibility for the supervision of the 
work program. Frequently, the em- 
ployees of a department of conservation 
are assigned for this purpose. Arrange- 
ments are sometimes made for profes- 
sional social workers to provide inten- 
sive casework on a limited basis for one 
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or more small work camps. When such 
trained personnel are available their 
chief work should be with the staff. 

The individual counseling program in 
a camp is a process of communication 
in which two people are trying to in- 
fluence each other in a one-to-one rela- 
tionship designed to establish a prob- 
lem-solving climate. The counselor uses 
this relationship to aid the boy to under- 
stand himself and thereby to deal with 
problems basic to his behavior. How 
this relationship is to be achieved and 
the techniques that are to be employed 
are not within the scope of this paper. 
The degree of directness of the counselor 
in exploring problem areas with the boy 
and the extent and depth of the counsel- 
ing goals will be related to what has 
been learned from the diagnostic and 
screening studies, as well as to what is 
known of the youth’s reaction to his 
camp orientation experiences. With the 
fundamental objective of facilitating a 
boy’s development of an integrated and 
self-directing personality, a formal coun- 
seling schedule is usually desirable. 
Frequently, the same counselor conducts 
group meetings with his youths so that 
they may be exposed to both individual 
and group therapeutic experiences. 

Our experience equips us then to 
adapt what we know should be available 
for children and young people in any 
Setting. While we have to be sensitive to 
the needs of children and youth, and to 
the altered conditions which influence 
their expression, we should be firm in 
our insistence on sound methods for 
determining such needs. Unless we are 
addressing ourselves to the broader 
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problems involved in work camps of the 
Civilian Conservation Corps variety, we 
must be careful to provide services fully 
commensurate with our responsibility to 
these youths. 

While the work in forestry or farm- 
ing, or in construction or community 
projects, is necessarily subordinate to 
the kinds of human skills we hope to 
foster, the dedication of youths and 
adults to a common task of work pro- 
vides the basic means by which help is 
made available. The principal responsi- 
bility for coordinating and integrating all 
of each youth’s camp experiences, re- 
lating what has gone before to what will 
follow, remains with the individual coun- 
selor. The counselor maintains the 
youth’s record and supplies the conti- 
nuity with the community to which the 
youth will be returned and for which he 
is being prepared. Counseling in camp 
is coordinated with the services ex- 
tended to the youth’s family and com- 
munity in preparation for his return. In 
this way the work camp becomes some- 
thing more than a significant but unre- 
lated episode, and has carry-over value 
for the youth, who must often return to 
his previous problems, to freedom, and 
to opportunity and also to greater re- 
sponsibility. 

In summary, then, the concept of the 
work camp should include provisions for 
individual counseling closely linked to 
casework with the family of the boy 
camper. In this way a continuity of 
treatment is maintained and a complete 
effort is made to alter the course of con- 
duct which made camp placement a nec- 
essary treatment measure. 
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5. Work as a Therapeutic Medium in the Treatment of Delinquents 


RICHARD J. BOND 


Executive Director, Connecticut Junior Republic, Litchfield, Connecticut 


HIS PAPER was developed out of the 
i awh experience in administering 
an open, private institution for delin- 
quent adolescents where work has been 
a part of the program for over 50 years. 
After several weeks of study and discus- 
sion, it became apparent that the con- 
tent would be a conglomeration of con- 
cepts, positive and negative, concerning 
the work, by whatever name it is known, 
performed by adolescents in institu- 
tional residence. The staff of the Con- 
necticut Junior Republic, however, 
quickly realized that along with being 
a consolidation of knowledge gained 
over the last 50 years, the discussion 
marked the beginning of an attempt to 
integrate, consciously and dynamically, 
planned work experience for individuals 
and groups into the total treatment 
milieu of the institution. In effect, it is 
suggested that much of what follows 
may be a rationalization of what has 
been common practice at the Republic 
and similar institutions, with the addi- 
tion of a sound application of our pres- 
ent-day knowledge to this important 
program area, 

In many “Republic” or “Boys Town” 
settings, there seem to have developed 
three basic convictions governing the 
work carried on by the boys. These 
ideas certainly are not confined to Junior 
Republics. It should be realized, also, 
that the immediately following thoughts 
represent exaggerations that have be- 
come true in many settings through the 
years. They do not represent a criticism 
of either the principles or practices of 
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William George, or of the established 
institutions set up by George and his 
followers. George may well be credited 
with introducing a humane and well- 
planned approach to the work per- 
formed by children in institutions. 
Nevertheless, a sampling of institutions 
and of their administrators and trustees 
will indicate a strong belief in the fol- 
lowing three principles: 


1. Work of any kind, in and of itself, 
is good for delinquents. 

2. Putting a person to work is one 
of the most useful punishments. 
3. The work performed by the boys 
provides an economical method of 

operating an institution. 


I take strong exception to each of 
these ideas. It is conceded that manual 
labor offers the opportunity for gross 
motor activity and may lead to better 
coordination. Physical impairments and 
poor coordination do seem to be im- 
portant characteristics of many of the 
delinquents we see. But if we believe 
that their psychotherapy, their remedial 
education, and even their group-living 
experiences must be highly individual- 
ized how can we accept a sweeping gen- 
eralization about the inherent value of 
work? Arts and crafts, informal super- 
vised play, and organized games and 
sports must be considered, together with 
planned work activity, as means of de- 
veloping dexterity and the increasing 
self-respect which comes with increased 
ability and achievement. 

Although still common practice, I do 
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not believe that work as a punishment 
is worthy of discussion. If we regard 
work as a form of punishment, thus a 
deterrent or a means of achieving good 
individual or group discipline, we need 
to face the reality of centuries of ex- 
perimentation that invariably resulted 
in failure. We also need to consider the 
adult’s attitude toward work if he has 
learned, as an adolescent, that it is a 
form of punishment. One exception 
should be noted. In institutions for ado- 
lescents where the program and staffing 
pattern indicate the need for punish- 
ment as part of the control system, work 
which is appropriate to both the offense 
and the offender is acceptable. For ex- 
ample, a boy who throws eggs at the 
wall of his cottage may certainly be ex- 
pected to wash that wall, promptly and 
well. However, chopping wood, shovel- 
ing coal, or digging ditches on Saturday 
afternoon does not seem related to hav- 
ing cursed at a cottage parent or teacher 
on Monday, 

Finally, an institution's dependence 
upon the child for its successful opera- 
tion seems an archaic principle in the 
eyes of most people concerned with the 
Welfare of children. The practice of boys 
Working routinely with maintenance men 
Under the guise of vocational training 
ended abruptly at the Connecticut Jun- 
lor Republic the day that a man and 
five boys turned up at the Director's 
home to repair the doorbell. The neces- 
sary repair was the changing of a bat- 
tery. The old battery, two cartons of 
Cigarettes, and the use of maintenance 
employees as shop instructors disap- 
peared the same day. We still offer boys 
the Opportunity to carry on useful tasks 
Under skilled supervision, but there is 
_ Neither dependency on this work nor 
Confusion about what work is, as op- 
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posed to on-the-job training and voca- 
tional shop instruction. 

One final negative factor requires 
comment before we examine our cur- 
rent thoughts upon the use of work as a 
therapeutic medium. The Connecticut 
Junior Republic is located in the north- 
western corner of the state, four miles 
from a village, 10 miles from a large 
town, and 22 miles from the nearest city 
of any size. As you might expect, the 
majority of our boys are from urban 
areas. Today, a treatment center would 
not be placed in such a location. It is 
to be hoped that great thought will be 
given to the location of work camps and 
that the possibility of mobile work 
camps will be considered. However, in 
considering placement in a mobile work 
camp, accurate diagnosis is especially 
important because of the need of most 
delinquents for a high degree of stabil- 
ity, including that which is offered by 
the physical surroundings. Geographical 
location is important not only because 
of the difficulty a boy from an urban 
area has in settling into a rural area 
with its lack of community resources, 
but also because a rural area offers little 
opportunity for the boy to enter the 
community on a day basis to try his new 
found work skills or to test his skill in 
interpersonal relationships. 

All of the preceding material makes it 
appear that I question the value of work 
as a beneficial experience of any kind, 
much less a part of a planned thera- 
peutic program. On the contrary, I feel 
that the attitude of our adolescents is 
all too often a reflection of adult atti- 
tudes toward work. During a period 
when adults- point out that they can 
earn as much from unemployment com- 
pensation as they can by taking an- 
other job, we should not be surprised if 
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the teenager tries to avoid work and 
tends to ridicule those who take pride 
in their vocational accomplishments. I 
strongly believe that under certain cir- 
cumstances, work can and should be a 
therapeutic medium in the treatment of 
delinquent adolescents. 

One definition of “medium” is “that 
through or by which anything is ac- 
complished.” We have come to believe 
that there are values in the use of work 
in treating delinquents and that, prop- 
erly utilized, it is one of the means 
through which successful treatment can 
be accomplished. A basic premise is 
that— 


A work experience is most effective 
as a therapeutic experience when it is 
related to a total treatment program 
based on a diagnostic understanding 
of the individual. 


If this is accepted, it indicates the 
importance of the selective intake of the 
private setting, or an adequate classifi- 
cation center as an integral part of a 
public program geared to the treatment 
of juvenile offenders, The use of a work 
experience as part of the individual’s 
program must be a treatment of choice 
rather than expediency. 


The work experience offered should 
be suitable to the age and physical 
and mental ability of the child and 
consistent with the goals established 
at the time of placement. 


Little amplification is needed for this 
statement, but we were amazed at how 
unrealistic our vocational planning was 
for some boys in terms of their training 
and experience in the institution. Child 
labor laws which prohibit the 16- and 
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17-year-old from working with machin- 
ery are particularly troublesome. One 
of our unhappiest experiences involved 
placing with a master electrician a boy 
who had shown unique ability in work- 
ing with electric motors and appliances 
and then realizing that his inability to 
read prevented him from understanding 
wiring diagrams, thus making it impos- 
sible for him to achieve, despite his me- 
chanical ability. Proper integration of 
his work program into his total treat- 
ment program through staff conferences 
would have led us to work more inten- 
sively with his reading handicap or, fail- 
ing in this, to direct the boy into a voca- 
tional area where reading was less im- 
portant. We had a different experience 
when psychometric testing showed that 
several 16- and 17-year-old nonreaders 
had average or superior intelligence. A 
few months’ placement in the Print Shop 
accomplished what eight months of 
work in remedial reading had been un- 
able to do. 


There should be a careful separation 
of routine household chores which 
might be expected of an adolescent in 
any setting from useful, constructive 
work experiences demanding some 
degree of skill. 


The work should be meaningful to 
the individual and offer the opportunity 
to develop pride and self-respect. The 
care of self and of living quarters needs 
to be related to an awareness of the 
responsibility of family and group liv- 
ing. Those chores expected of all resi- 
dents should not become drudgery 
through a “spit and polish” regimenta- 
tion maintained by the administration, 
nor should the individwal be led to €x- 
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pect material reward or recognition for 
the completion of routine tasks. This 
does not negate the advisability of rec- 
ognizing individual growth, particu- 
larly where personal and household 
cleanliness has been a problem. 


There should be a planned progres- 
sion of tasks in any given work pro- 
gram, to provide full opportunity for 
the development of general and spe- 
cialized skills. 


Within an established institution such 
as the Junior Republic, the work pro- 
gram can be built around organized vo- 
cational training. Each shop instructor 
follows a curriculum similar to but more 


- flexible than that of the public school. 


Thus, it is not difficult to relate the work 
program to a boy’s program in his shop. 
Improved performance leads to work 
in the community as well as earnings 
that are considerably higher than those 
which can be offered within the institu- 
tion, 

I do not advocate organized voca- 
tional training within a work camp. It is 
maintained that a planned progression of 
tasks of increasing complexity can be 
offered in almost any occupation. Such 
a program provides an incentive for 
learning and for improved job per- 
formance. We have all seen the bore- 
dom and eventual return to delinquency 


_ of the boy whose interest and ability 


have outdistanced the knowledge and 
imagination of his supervisor. The end 
Tesult of vocational training and on-the- 
job training should be the discharge of 
an individual who is employable, even 
though he may still need ego-supportive 


therapy to exist in the normal com- 
munity, 
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There should be payment for work 
performed—not subject to loss except 
through failure to work or destruc- 
tion of equipment through negligence. 


Again I insist upon a careful separa- 
tion of household chores, formal voca- 
tional training, and labor. I would rec- 
ommend that the pay scale be the 
equivalent of wages paid for similar work 
in the community. This is probably im- 
practical in most settings unless there is 
a complicated exchange system. Our ex- 
perience shows that payment is accept- 
able if it provides for the realistic finan- 
cial needs of the individual. When these 
needs cannot be met, the system of re- 
imbursement tends to be ridiculed. An 
unusually low payment often leads to 
ineffective work and sometimes an out- 
right refusal to work. As there is a 
planned progression of tasks leading to 
increased skill, it has been found help- 
ful to provide opportunity to increase 
earnings in relation to the increased abil- 
ity. Another factor to be considered is 
the status and prestige attached to 
money. We may be intellectually un- 
happy with some of the status symbols 
of our society, but it may be much less 
healthy to develop totally unrealistic 
symbols of status within the institution 
or camp. 

Financial remuneration is not the 
only recognition that can be given for 
a job well done. The value that the 
supervising adult places upon the work 
is reflected in the satisfaction felt by 
the individual performing the task. In- 
deed, a positive relationship with a work 
supervisor is a basic requisite for any 
work experience to be considered part 
of an ongoing therapeutic program. 

A final recommendation is that an 
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objective evaluation be made of the in- 
dividual’s job performance. This can 
be shared with the boy in a formal man- 
ner and related to expectations of per- 
formance which would be expected in 
the community. Such things as attitude, 
interest, initiative, and ability to get 
along with fellow workers should be a 
part of this evaluation. The opportunity 
to work in the community while residing 
in the institution should be provided 
whenever possible. This experience 
should be an extension of the work per- 
formed within the institution rather than 
casual labor, if the work is to be con- 
sidered as part of a total treatment 
plan. 

Ongoing evaluation by clinical per- 
sonnel is a necessity if we are to make 
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a work program a truly therapeutic en- 
deavor rather than a politically accept- 
able cure-all for delinquency. Over-all 
administrative evaluation is equally nec- 
essary. At present, we are unable to say 
what kinds of boys do well in printing, 
in farming, in auto mechanics, in indus- 
trial arts, or in any other traditional 
work experience. In those few cases 
where we can attribute successful tréat- 
ment to a specific training program, we 
need to ask—Why? It may well be that 
work programs have accomplished much 
in the past and will mplish even 
more in the future. It appears, however, 
that without valid research, these pro- 
grams can easily perpetuate custodial 
care rather than develop therapeutic 
communities. 


6. Extending the Work Camp Concept 


MILTON J. LUGER 


Deputy Director, Division for Youth, New York State Executive Department, Albany, New York 


Te OPPORTUNITY to present one’s 
views last during a panel discussion 
offers some advantages. I could sadly 
comment upon the fact that the previous 
speakers stole my thunder and stated the 
case exactly as I had intended. How- 
ever, when an organization such as the 
American Orthopsychiatric Association 
plans a program, there is little area left 
for duplication or excuses. I do have 
one distinct advantage, though I am not 
bound to describe an ongoing program. 
I was asked to crystal-ball on the future 
of work camp operations as they might 
evolve to meet differing and changing 
community needs. 

The New York State Division for 


Youth, operating within the Governor's 
Executive Department, has embarked 
upon a program which will provide ad- 
ditional, vitally needed resources to pub- 
lic and private agencies inundated with 
hard-to-work-with, hard-to-place ado- 
lescents. These resident and nonresident 
Operations are known as youth-oppor- 
tunity centers for social agency referrals 
which are made with parental consent 
and youth rehabilitation centers for court 
referrals of youths who are rapidly be- 
coming deeply enmeshed in delinquent 
patterns. One of the several types of pro- 
posed facilities of the Division for Youth 
will consist of work camps for these two 
referral groups, as well as other resi- 


EXTENDING THE WORK CAMP CONCEPT: M. J. LUGER 851 


dent group training centers, city hostels 
or homes, and nonresident reporting 
centers. 

Whether a youth is admitted through 
a private agency referral or a court pro- 
cedure, it seems to me that there are 
basic premises which should be stated, 
tested, and, if necessary, modified or 
discarded. I think that too many pro- 
grams tend to be self-perpetuating with- 
out being scientifically evaluated under 
the cry of “We don’t have enough 
money for research.” I, unhappily, as- 
sume just as much blame as the next 
practitioner for this phenomenon. We 
still don’t know how to predict which 
youth will respond to which system of 
treatment intervention, and so we stum- 
ble forward, making some sporadic 
gains through the individual efforts of 
dedicated workers while, with bated 
breath, we furtively glance over our 
shoulders at the attitude of influential 
citizenry and fiscal-appropriating groups. 

Extending the positive elements of a 
workcamp concept depends upon a 
recognition by the public that they had 
better, as one able administrator put it, 
decide whether they want to “save their 
necks or their pocketbooks.” Too many 
so-called treatment programs are ad- 
Ministered on a daily basis by harassed, 
hardworking, untrained staff who should 
be warmly congratulated if youth in 
their care do not deteriorate rather than 
charged with the responsibility of re- 
habilitating these maladjusted young- 
sters. I offer this comment because too 
many of these line-staff members, whom 
I consider to be the real heroes in this 
Work, are supported in their common- 
sense approach by vacant budget lines, 
representing unrecruited, underpaid pro- 
fessional Positions or, worse yet, by pro- 


fessionals who haven't the foggiest no- 
tion of how to deal with any kind of 
pathology except that embodied in a 
highly motivated, verbal neurotic who 
wants to keep all his clinic appoint- 
ments. Unfortunately, most of our 
troubled youth are not represented by 
this clinical pattern. And I hasten to add 
that there are sincere, skilled case 
workers dealing with the type of youth 
we can expect to run the maze of home 
and community pressures and to end up 
with us as work camp candidates. My 
complaint is that there are just not 
enough of these competent workers. Fur- 
thermore, it is our prime responsibility 
as administrators in this field to give the 
public its tax dollar’s worth, and not to 
see how much we can add to our cur- 
rent budgets without evaluating our 
progress. 

What I have been implying is that in- 
telligently extending the work camp 
concept depends upon mutual trust and 
integrity. We have got to avoid dissipat- 
ing our energies watching youngsters in- 
stead of working with them. Our critics 
have to take the broad view of poten- 
tial long-range results rather than iso- 
lated abscondences or sex perversions. 
This understanding will lead to intelli- 
gent supervision which promotes respect 
and self-confidence rather than rigid re- 
straint for its own sake. Basic to this 
consideration is the obvious premise that 
some individuals need unusual support 
by the community despite the fact that 
these same individuals appear to be the 
least deserving, unappreciative crew one 
could assemble. They might well be 
sneering, hostile youth, probing for our 
weak spots. They might have perpe- 
trated violent trespasses against our 
codes for which they should be pun- 
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ished. However, they also represent 
youths who have enough spunk and 
drive to question, to rebel, to challenge 
the passive role we expect of most of 
our adolescents. To accept the basic 
premise that “unusual support” must be 
afforded this group might take the form 
of greater flexibility on the part of 
unions, for example, to accept and place 
such youth. If it means running the risk 
of criticism of and objection to a pro- 

seemingly designed to reward un- 
acceptable behavior, I would still take 
that risk. It is far better for society to 
face the possible loss of some jobs tra- 
ditionally saved for “acceptable,” con- 
forming workers than to experience the 
grave social consequences of unleashing 
frustrated, destructive, untreated youths. 

Evolving from the “unusual support” 
premise which I mentioned before 
should be the recognition on the part of 
industry, for example, that some or- 
ganized work projects might well be 
undertaken by groups of such youths. 
This has been done in some enlightened 
communities. The benefits were evident 
when worthwhile, constructive work 
projects, rather than contrived institu- 
tional busy work or the turning out of 
book ends, were undertaken. This all 
has to be handled intelligently. We 
know the evils of the utilization of cheap 
labor and the engendering of feelings on 
the part of youth that they are “on the 
dole.” Well-devised, soundly planned 
exceptions to the usual union-industry- 
community relationships must be pro- 
vided, 

On the part of each of us, there must 
be the understanding that acceptance of 
these youths, who too often represent 
racial and ethnic minority groups, as 
neighbors should be calculated in moral 
and spiritual terms and not merely in 
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terms of how much income to the local 
stores a group residence center might 
mean, Only with these minimal begin- 
nings, realistically undertaken and hon- 
estly pursued, can we truly consider the 
extension of the work camp concept. 
The ingredients of a valid youth project 
include a trained, mature staff, working 
with adolescents on worthwhile projects, 
supported by realistic budgets in well- 
conceived physical plants. These ele- 
ments can never be realized without 
community understanding and support. 
These elements, though seemingly uto- 
pian in character, are urgently required 
by many localities today. When we fin- 
ally can say that we are operating effi- 
cient, purposeful work camps to save 
youth, not only trees, and when we can 
say that we are testing treatment hy- 
potheses, not just writing theses, we can 
look forward to new horizons. 

At present, some future refinement 
of existing work camp programs is be- 
ing planned by the New York State 
Division for Youth under the direction 
of Mr. Alexander Aldrich. The concept 
of working with volunteers, rather than 
solely with delinquent youths, will be 
investigated through the operation of 
the Division’s first opportunity-center 
camp at Salamanca, New York. A small 
camp unit for school dropouts, which 
will operate on a year-round basis, is 
being submitted for foundation support. 
Experimentation with mechanical teach- 
ing equipment has been approved and 
budgetary appropriations earmarked. 
Community improvement projects, rang- 
ing from little league facilities to city 
centennial celebrations, which have 
proven so successful in other loca- 
tions, are being devised. Plans are in 
progress to have our youth work on the 
restoration of historical sites. The dra- 
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atic factors which might motivate a 
foungster to read, write, and study 
language dealing with Indian villages, 
d forts, hunting trails, etc., while he 
Was actually working there are impor- 
fant considerations in the educational 
grricula. The utilization of small mo- 
bile trailer units, begun in California, 

üld be enlarged. With budgetary flex- 
ity to hire work supervisors locally, 
@ whole host of interesting, challenging 
ignments for adolescents could be 
anged. The role of girls in work camp 
ings needs much intensive planning. 
We are projecting a program in con- 

nection with one of our extensive state 
“Mental facilities in the western part of 
ew York which would yield many 
ork opportunities for adolescent girls 
part of the institution’s enormous 
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One of my favorite stories was told 
to me by a wonderful priest in a de- 
pressed, high-delinquency area in New 
York. It seems that some reconstruction 
work was undertaken in conjunction 
with a new church, and a new cement 
sidewalk was freshly poured. Emulating 
their Hollywood idols, several of the 
neighborhood adolescents left their foot- 
prints and autographs in the still-wet 
sidewalk. The priest appeared outside 
the church and began to berate the 
youngsters. A local dowager, who was 
passing, was surprised by this scene and 
commented, “Why, Father, I thought 
you loved children!” “I do love chil- 
dren,” replied the priest, “In the ab- 
stract, but not in the concrete.” 

This is our task. We have to work 
with youth in a concrete, specific, and 
realistic fashion. 


THE TEACHER’S ROLE IN THE EDUCATION OF THE 
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Clinical experience in classes for emotionally ill children leads to the conclu- 
sion that, in order to achieve maximum therapeutic and educational benefit, 
goals and methods with these children should differ from traditional classroom 
practice with normal children. For this purpose joint supervision of the teacher 


by the educator and the clinician is necessary. 


N RECENT YEARS there has been an 
I increasing awareness of the numbers 
of emotionally disturbed children in 
public, private, and special-teaching in- 
stitutions. These children present diffi- 
culties both in learning and in conform- 
ing to behavioral standards that are 
sufficient to prevent their participation 
in the classroom. Various programs are 
being devised to deal with their prob- 
lems, some of them marked by pragmat- 
ic trial-and-error efforts as the response 
to immediate crisis, and others carefully 
designed in relation to particular groups, 
goals, etc. 

The teacher’s role in any of these pro- 
grams is considered vital, and there 
have been descriptions offered as to the 
qualities necessary in the teacher. Never- 
theless, there has been a tendency to 
keep the teacher separate from the 
therapeutic team. Such an attitude as 
“The teacher’s job is to teach and not 
to be a therapist,” while having certain 
truth to it, reflects the idea that the 
teacher’s role can be separated from 
that of a therapist and indicates that 
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there is a clear-cut difference between 
the pedagogical and therapeutic han- 
dling of certain situations. The teacher is 
the one professional person who has the 
largest amount of time with the child; as 
is well known in the education of dis- 
turbed children, a great part of this 
time is not spent with academic mat- 
ters. 

In the education of the emotionally 
disturbed child, what is the teacher's 
role to be? Should she harken to some 
education supervisors, and with kindli- 
ness, sympathy, tolerance, and imagina- 
tion do the best she can to teach these 
children while accepting the impossibil- 
ity of usual procedures? Or should she 
yield to a clinical viewpoint, that treat- 
ment must precede learning, and devote 
her efforts to the former? If she falls in 
between, will she be neither fish nor 
fowl, which is not only confusing to her- 
self but to the children she undertakes 
to unconfuse? 

This paper proposes the idea that the 
teacher of the emotionally disturbed 
child must function in a special role 


s 
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which integrates both the traditional 
. role of the teacher and the clinical role 
of the psychotherapist if she is to en- 
able these children to learn and if she 
is to help and not hinder their total 
development. Her understanding of her 
methods and goals and of the individual 
children in her care, through her joint 
supervision by an educator and a clin- 
ician, will clarify and integrate her func- 
tion to the desired ends. It is proposed 
to demonstrate with the aid of certain 
conceptual formulations and clinical ma- 
terial how the role of the teacher of the 
emotionally disturbed differs to a large 
degree from that of the teacher of nor- 
mal children. The teacher of emotionally 
disturbed children is faced by alterna- 
tive attitudes and courses of action to- 
ward the children. One course would 
be dictated by current average use in 
the schools of the community, and the 
other dictated by the individual child’s 
need. The resolution of this conflict 
necessitates her accepting the proposed 
special role if her goal is the greatest 
benefit to the child. 

The observations for this paper were 
made largely at the Godmothers’ 
League Day Treatment Center and 
School for Emotionally Disturbed Chil- 
dren, This institution, affiliated both 
With the Mount Sinai Hospital of New 
York’ and the Board of Education of 
the City of New York,? has been oper- 
ating since 1956 and in the first five 
years dealt with 48 children. The school 
Is attended by children between six 
and nine, who have been excluded from 
Public schools in the’ community be- 
Cause of difficulties in either learning or 


behavior. The difficulties must be of 
—_ 


1 
irs Blau, M.D., Attending Psychiatrist-in-Charge, 
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emotional origin, stemming from intra- 
familial pathology. They must offer a 
good enough prognosis so that, after up 
to three years of a special school, in- 
dividual treatment, and treatment of the 
parents, the child will be able to return 
to the community school and to con- 
tinue to improve. In each class there 
are from five to seven children. The 
diagnostic range is wide. Most of the 
children have severe conduct disorders 
or childhood schizophrenia of the non- 
autistic type. Twenty-three of the chil- 
dren dealt with in the period 1956-61 
have already returned to community 
schools. There is a follow-up program 
of treatment for children and parents. 

There is a theoretical and practical 
difference between the goals of the tra- 
ditional teacher with normal children 
and the goals of a teacher of children 
who are emotionally disturbed. Briefly, 
goals with normal children are as fol- 
lows: 


1. Achievement of a specific organ- 
ized body of useful knowledge. 

2. Maintenance of group discipline to 
the degree necessary for other 
goals and not beyond the point 
where it interferes with other 
goals. 

3. Stimulation of creativity, 
sources, and potentials. 

4. Imparting of social and ethical 
standards on a larger scale than 
may take place in the home. 

5. Making of learning a satisfying ex- 
perience with pleasurable goals but 
at the same time increasing the 
child’s ability to meet challenge 
and frustration. 


re- 


and Wilfred Hulse, M.D., Associate 
tment of Psychiatry, The Mount Sinai 
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We can assume that these goals are 
also present with disturbed children, 
but that they are not immediate goals 
and cannot be reached by the methods 
employed with normal children. Rather, 
they are long-range goals to be achieved 
after certain prerequisite goals have 
been attained. These prerequisite goals 
fall within the sphere of the teacher of 
emotionally disturbed children. They 
may briefly be described as follows: 


1. Making the child feel adequate, 
hopeful, and unafraid in the group 
teaching experience through 
a) undoing distortions in inter- 
personal relationships by means 
of the teacher’s behavior to- 
ward the child; 

b) reducing anxiety in the child 
through the reduction of inap- 
propriate expectations from 


c) presenting benign social reality 
to a child who has experienced 
distortions in reality percep- 
tions in the past or who has 
withdrawn from adapting to 
reality; 

overcoming resistance to learn- 

ing through stress on nonpain- 

ful, nondangerous, pleasur- 
able, ego-building aspects of 
learning. 

2. Substitution of mutual aid (coop- 
eration, sharing, awareness of 
others’ needs) for competition and 
suspicion of others, 


d 


SS 


These two sets of goals have certain 
technical implications. These are out- 
lined in Table 1. It should not be 
thought that there is necessarily a higher 
value on the items in Column B than 
on those in Column A. Rather, the em- 
phasis in Column B grows from the 
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goals for the teaching of disturbed chil- 
dren. Those items in Column A which 
might be criticized, e.g., No. 8, do not 
necessarily exist in every class of nor- 
mal children but certainly do exist in 
a great number of classes of them. 
Strong efforts must be made constantly 
to eliminate these methods from classes 
for disturbed children. It is the planned 
aspect of Column B which should be 
stressed. 

It would be perhaps helpful to give 
some clinical examples of choice which 
a teacher of disturbed children has be- 
tween a traditional, group-oriented 
means devised for an average child and 
an experimental, individualized means 
devised for a disturbed child. These ex- 
amples were obtained from observations 
in several institutions where disturbed 
children are taught and from collecting 
data from the clinical team working with 
such children over a period of several 
years. While it is certainly true that 
“mistakes” provided many of the exam- 
ples, these were not so much errors as 
they were the following of traditional 
methods by teachers either because they 
were inexperienced with disturbed chil- 
dren or had not previously adapted tra- 
ditional methods to deviant groups. The 
fact that they were well-intentioned peo- 
ple emphasizes the fact that professional 
direction on a clinical basis is a neces- 
sary part of the teacher’s equipment. 

A. Customary procedures around 
the areas of homework, ceremonies, a$- 
semblies, salute to the flag, performances 
on the part of the children, the exercise 
of democracy by means of choice and — 
vote, and group activities, such as parties 
or the eating of lunch together, cam 
present difficulties to disturbed children 
both because anxiety is provoked and 
because the child can distort such pro 
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TABLE 1 
Col. A Col. B 
Technical implications of goals for Technical implications of goals for 
normal children disturbed children 


. Larger classes 


ne 


. Group process always dominant over in- 
dividual process 


w 


. Emphasis on content, curriculum, materials 


4, Expectation of verbal and motor control 


5. Personality of teacher less significant to 
process 


6. ee techniques designed for average 
child 


x 


. Expectations usually held higher than 
performance and geared to group 


8. Use of pressure, reproach, guilt, and 
competition in stimulating conformity. 
Goal of learning justifies means to it 


9. Distance and formality of relationship 
between teacher and child 


10, Displays of achievement by chronologi- 
cal age standards 


Il. Teacher's relationship to parent haphaz- 
ard, mostly decided by individual teacher 


12, Thinking dominated by survival of the 
fittest with exclusion of the deviant 


13. Standard equipment, room design, furni- 
ture with displays, etc, designed for aver- 
age children and augmented by individual 
teacher 


14. Teacher has clerical responsibility during 
class 


1. Smaller classes 


2. Individual process dominant over group 
most of the time 


3. Emphasis on child’s feeling about self, 
group, teacher, and learning process 


4. Tolerance of verbal and motor discharge 


5. Personality of teacher strong influence in 
achievement of goals 


6. Teaching techniques devised on individual 
basis using knowledge of child 


7. Expectations usually held to level of per- 
formance and variable with each child 


8. Avoidance of such methods. Means of 
learning are a large part of the goal 


w 


. Closeness and informality of relationship; 
more physical closeness unless contra- 
indicated 

10. Recognition of achievements suitable to 

capacities 

11. Teacher’s relationship to parent calcu- 

lated for benefit of child, decided clini- 
cally 

12. Survival of all is dominant. Tolerance of 

the deviant 

13. Planned room size, furniture, displays, 

etc., with effect on child as basis for ar- 

rangements 


14. Teacher must be free of clerical respon- 
sibility when with children 


cedures to satisfy his own sick needs. 


Example 1. Johnny, a 9-year-old boy, re- 
peatedly requested homework from his 
teacher. Since the child seemed to want it so 
much and certainly needed extra tutoring, the 
teacher gave him daily assignments to com- 
plete at home. Through Johnny's therapy it 
was discovered subsequently that the boy 
ra the homework assignments to provoke 
is stepmother into harsh, punitive behavior 


in order to reduce the guilt he felt over his 
own mother’s death. He would then feel freer 
to express anger toward his stepmother, for 
which she would retaliate. He thus used 
homework in the service of an established 
sado-masochistic pattern. The teacher’s alter- 
native, i.e., understanding the implications of 
the homework, would be to refuse the child 
homework and to keep tutoring on a pro- 
fessional level, thus interrupting the sado- 
masochistic pattern, 
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Example 2. During the gym program with a 
group of seven 6-year-olds, the teacher called 
for a vote on what activity to do next. As a 
response to this invitation to exercise demo- 
cratic choice, two of the children began to 
fight, one jumped up and down excitedly 
masturbating, two ran up to the teacher 
screaming and beat him with their fists to 
get their choice, one sat impassive, and one 
looked frightened. It is apparent that this 
group is not ready to exercise choice and that 
the teaching of democracy must be post- 
poned or given in small, careful doses, 


Example 3. During the group lunch period, 
Robert, an 8-year-old boy, would take certain 
items of food, go across the room with his 
back to the others, and eat by himself. There 
was a staff discussion as to whether Robert 
should be required to sit with the others or be 
allowed to follow this rather bizarre pattern. 
The latter was decided upon because, in ther- 
apy, it was known that Robert had such 
strong fears of being devoured that the sight 
of people chewing resulted in panic and dis- 
organization, This choice was made because 
of clinical knowledge of the child rather than 
because of any adherence to conventional 
procedure. 


B. The latitude of personal expres- 
sion and behavior allowable to a teacher 
has generally been left to the judgment 
of the individual teacher. Some teachers 
are reticent about themselves while 
others share a good deal of their per- 
sonal lives with their classes. It is a 
well-known principle that psychiatrists 
do not share their personal lives with 
patients as it is thought that this is not 
in the best interest of the patients and 
the development of the treatment proc- 
ess. In the teaching of disturbed chil- 
dren, the degree of personal expression 
permissible to the teacher must be de- 
cided by the effect upon each child 
rather than by the teacher’s own inclina- 
tions. 


Example 4. Mr. G. had a close relationship 
with a boy in his class who, fatherless, was 
torn between passive, dependent, feminine 
identification and strong, aggressive, mascu- 
line denial of this. One day, as had been his 
occasional custom as a teacher, Mr. G. 
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brought his daughter to class. This casual 
behavior could have negative effects on the 


pupil. 


Example 5. Mrs. L., a divorced teacher, upon 
being questioned by her children in the class 
told them she and her husband had not got- 
ten along well together and that he had 
moved to a different city. Two of the chil- 
dren who came from homes where fighting 
was frequent and where they feared the mar- 
riage would break up became frightened at 
hearing this. This is a case in which it is not 
in the best interest of the children to learn 
that the teacher on whom they depend for 
stability can be identified with their unstable 
parents. It would have been better in this 
case for the teacher to have avoided giving 
the information by relating to the child’s in- 
terest in her rather than to the content of his 
questions. 


C. A curriculum which is designed for 
average or large groups often presents 
difficulties to disturbed children, Cer- 
tain features of work books, reading 
books, visual art materials, etc., can be 
confusing or disturbing to certain chil- 
dren. 


Example 6. A group of schizophrenic chil- 
dren, several of whom were showing clear 
difficulties in differentiating fantasy from re- 
ality, were being taught about American fur- 
niture. The lesson required them to look at a 
picture of a room in a museum which was in 
their workbook, and to answer stated ques- 
tions. Despite frequent repetitions from the 
teacher several children appeared confused as 
to the meaning of the entire experience. This 
was evidenced by answers that indicated the 
children did not know where the room was 
or what it was supposed to portray. Even the 
questions in the text were confusing because 
they offered multiple-choice answers, For ex- 
ample, one of the questions asked was what 
a placard on the table of the room said, 
either “Please Do Not Handle” or “For Sale 
$1.00.” For children who have difficulty in 
distinguishing reality, this picture was not an 
effective way to help them. A room with ex- 
tremely unfamiliar furniture can only aug- 
ment their confusion, and such questions as 
quoted throw more doubt on the entire mat- 
ter. This kind of curriculum is obviously un- 
Suited for the teaching of this kind of child. 


Example 7. Mike, a 6-year-old boy who had 
been deserted by his father at a time when 
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he felt quite ambivalent toward him, seemed 
unable to learn to read from the usual read- 
ing books. By accident, his teacher discovered, 
when she gave him a book from the library, 
that his seeming inability to read was his 
avoidance of the typical family situation 
which is portrayed in the beginning reading 
books. Given other contents this resistance to 
reading markedly decreased. This is an exam- 
ple of the adaptation of curriculum to an in- 
dividual child dependent upon understanding 
the child’s pathology. 


D. Understanding the impact of the 
child’s pathology needs to be developed 
in teachers of the emotionally disturbed 
child if they are not to go along with 
pathological wishes. If the staff is not 
alerted to what the child is trying to do 
and not supported in efforts to resist the 
repetition of events in the child’s pre- 
vious life, there is a great likelihood that 
the teachers will fall into the “trap” of 
the child and render themselves unable 
to help him. 


Example 8. Anne, an 8-year-old girl who had 
experienced marked parental rejection since 
her birth, at first aroused much sympathy in 
her teacher which resulted in her receiving a 
great deal of support, attention, etc. How- 
ever, instead of responding with gratitude and 
some demonstration that she was being grati- 
fied at last, Anne responded by increasing her 
demands and by performing acts against the 
teacher, destroying the contents of her desk, 
flooding the room, breaking windows, etc., 
which became intolerable. The teacher, and 
indeed most of the staff who had contact with 
the child, developed negative feelings so that 
they found themselves in the position of re- 
Peating the parental attitude toward Anne. 
ay by considerable discussion of the prob- 
lem and comprehension of the child’s inten- 
ba in this regard was it possible to prevent 
continuance of this undesirable attitude. 


Example 9. Leo, a 7-year-old schizophrenic 
boy, used obsessive, intellectualized question- 
ing as a means of avoiding what he consid- 
a Was painful contact with others. Since 
\ ese questions always began on a reasonable 
be appropriate to the schoolroom, the 
cacher responded to them. In a short time 
she would become embroiled in endless and 
Meaningless abstractions. This resulted in her 
having to terminate the questions in a way 
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that she felt was defeating both for the child 
and herself. It was only after understanding 
what both she and the child were doing that 
she was able to refuse to answer his ques- 
tions and to relate to the fact that it was 
anxiety which was producing them. 


E. The physical handling of the dis- 
turbed child is of great significance; it 
cannot be dealt with casually as it can 
with normal children. With the dis- 
turbed child it is often necessary to have 
either a greater or a lesser amount of 
physical contact between teacher and 
child than is considered desirable in 
public school. 


Example 10. Ely, an 8-year-old schizophrenic 
boy, would have periodic break-throughs into 
consciousness of aggressive, destructive im- 
pulses which had been imperfectly repressed. 
Efforts to help him control them were in- 
effective, except for extremely firm, physical 
containment. Strong external prohibition with 
punitive rather than accepting physical re- 
straint helped the ego recognize and predict 
limits and so regain control. Most teachers 
avoid intensely restrictive physical contact, 
some, usually with a nursery-school back- 
ground, bring to the restriction a great ac- 
ceptance of the child. Neither of these alter- 
natives was effective with this boy. He could 
relax only with a physical contact, which was 
difficult for most teachers to make. 


F. The place of food in the class- 
room preoccupies teachers of emotion- 
ally disturbed children. Since so many 
of them have ungratified oral needs it 
would seem reasonable to fulfill them. 
Food is usually prohibited in classes for 
normal children, except at certain speci- 
fied times. It could be felt that the grati- 
fication interferes with learning develop- 
ment of controls of normal habit pat- 
terns. 

Example 11. Betty, a 7-year-old girl, who 
had been affectively deprived by a detached 
mother, was extremely irritable and had fre- 
quent and severe temper outbursts throughout 
the day. These could be abated by feeding 
her on a demand schedule. However, this in- 


terfered with class routine and appearance, 
the lunch hour, etc., and there was consider- 
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able discussion as to whether this was the 
most desirable method of helping the group 
and the child. The clinical opinion held that 
in this case the tantrums were anxiety attacks 
that could be helped only by the reassurance 
of food. Ultimate results substantiated this, 
and there were no noticeable ill effects on 
the child or the group. 


G. Discipline of emotionally dis- 
turbed children has a place in their ther- 
apy but must be individually tailored for 
the particular child at the particular 
time, lest it not only fail to accomplish 
its purpose but be harmful. 


Example 12. Ida, a 10-year-old schizophrenic 
girl who was attacking all the children in her 
class, was sent to a neighboring class as a 
punishment. Here the teacher sat her on a 
chair in the middle of the room, with nothing 
to occupy her. She immediately regressed 
into hallucinatory experiences, holding her 
fingers up in front of her and talking to them 
out loud. In this case the punishment did not 
suit the crime or, more exactly, the criminal. 
Although it might or might not have taught 
her how to behave, it induced a regressive 
experience which was harmful to her devel- 
opment. 


H. The protection of a weak child 
from the aggression of others is a time- 
honored function of the teacher. Yet 
even this can be questioned in the case 
of some children. 


Example 13. Richard, a 6-year-old phobic 
child, had a very depreciated self image as 
the result of the extreme overprotectiveness 
of his mother. He seemed so helpless and 
appealed for help so charmingly that the 
teacher took over his defense against attacks 
from other children. This helped him to con- 
tinue his passive, feminine identification and 
his repression of anxiety. It was very difficult 
for the teacher to expose this child to the 
aggression of other disturbed children. The 
teacher was also subjected to the mother’s 
threats to withdraw the child unless he were 
protected. When left on his own, the child 
himself managed to work out a much more 
effective defense against the other children. 
This also enhanced his self-esteem. 


I. The degree of emotional expres- 
sion is, usually limited in a school situa- 


tion. School is not considered a proper - 


sphere for strong displays of pleasure, 
fear, rage, etc. This concept needs to 
be altered when one is dealing with 
disturbed children. 

Example 14. Jules, a 6-year-old boy who re- 


acted to knowledge of his own aggressive 
feelings with a desire to withdraw from real- 


ity, had been encouraged in this by his par- 


ents. Both of them were very angry people 
with a strong, defensive system against their 
anger. Since in therapy Jules created little op- 
portunity to display his rage, it was in the 
classroom, where he met with opposition and 
frustration from the group, that there was 
the greatest opportunity to observe this re- 
action and to help him with it. Rather than 
aiding him to suppress his anger, which 
would certainly have made for an easier 
classroom experience, the teacher was en- 
couraged to promote angry displays, to accept 
them from the child, and to make them effec- 
tive for him. While this made for a noisier 
classroom with displays which were, by usual 
standards, not acceptable, it helped Jules in 
his self-acceptance. In addition, because the 
other children understood what she was do- 
ing, the proceedings neither alarmed nor 
tempted them. 


J. Sexual activity and preoccupation 
on the part of children, both normal and 
otherwise, has long been a problem for 
teachers. In classes for disturbed chil- 
dren there is more sexual pathology and 
a chance for more expression of this 
preoccupation on their part. This is a 
particular area where the teacher’s own 
feelings about sexual questions affect 
her handling of them and therefore be- 
come a province into which the psychia- 
trist must enter. This is, of course, true 
in every area discussed, but the applica- 
tion appears most delicate and difficult 
in this area. 


Example 15. Mrs. P, the teacher, reported 
constant use of sexual slang, masturbation, 


displays of genitals, and sexual activity — 


among the children. Observation of Mrs. P 
in her classrom revealed the following inci- 
dent. Two children, Ricky and Louise, were 


amusing themselves by Louise's pulling down ~ 


pants and displaying her genitals to 


a 
{ 
Í 
4 
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Ricky. Mrs. P forbade them to do this and 
sent them to separate sides of the room. They 
continued to be extremely excited, and when 
the class was scheduled to go to another 
room, Mrs. P kept the two children behind 
with her. Then she busied herself cleaning 
the room, telling the children “to play house.” 
She gave them a blanket under which the two 
of them lay and pretended to sleep, After a 
few minutes Louise called out to her: “Mom- 
my, is it time to get up and go to school?” 
Mrs. P replied: “I’m the teacher, not your 
mommy. You will have to play mommy and 
daddy together.” The children thereupon be- 
gan to push and shove each other under the 
blanket to the accompaniment of excited 
shrieks. One is very familiar with parents 
who unconsciously encourage the very thing 
they complain of in their children. That this 
Should also occur with teachers is not un- 
expected, and it is an area in which clinical 
~ help is essential. 


K. Group teaching, whether it be in a 
large class for average children or in a 
small group for disturbed children, has 
been accepted as the sine qua non of 
School. But even this must be adapted 
on occasion to individual needs. 


Example 16. Al was an 8-year-old boy who 
dreaded failure in competition with other 
males. Despite his adequacy in the academic 
area, he became clownish and aggressive at 
the beginning of each day during the more 
formal parts of the teaching. This interrupted 
the class to the point where he had to be re- 
Moved. It was decided to avoid this defeat 
for him by having an individual tutoring ses- 
Sion the first thing every morning. As a re- 
sult, his behavior for the rest of the day was 
much better, and after a few months he 
Sought on his own to return to the group. 
There he was able to display his privately 
acquired adequacy and begin a group learn- 
ng program. Had Al, because of our knowl- 
edge of his adequacy, been forced to remain 
With the others he would have imagined him- 
Self defeated day after day, This could only 
ave augmented the original difficulty. 


: Since the teacher plays a central role 
m the total therapy of the disturbed 
child, Considerable attention must be 
Paid to the selection and preparation of 
teachers for this work. Four areas of 
emphasis are the orientation of teachef®, 
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personality of teachers, knowledge of the 
children they reach, and techniques for 
teaching disturbed children. 

The orientation of the teacher of emo- 
tionally disturbed children to her job 
should be twofold. She should see her- 
self both as an educator and as a mem- 
ber of the orthopsychiatric team re- 
sponsible for a segment of the total 
therapeutic program. Teachers trained 
in current schools of education often 
find it difficult to see themselves in the 
latter role both because they have re- 
ceived little or no training for it and be- 
cause they have little acceptance of the 
idea. Educators must therefore empha- 
size the broader conception of the 
teacher's role. Directly or indirectly, the 
teacher working with disturbed chil- 
dren should be supervised both by an 
educator and by a clinician. Methods 
and goals adapted to this special group 
of children must be worked out in col- 
laboration by educational and psychia- 
tric specialists and offered to the teacher 
in a way which will bring clarity and 
direction to her work. Differences of 
opinion between the two disciplines can 
exist, and answers can be sought on an 
experimental level. However, lack of 
integration with regard to techniques 
and aims can only result in disorganiza- 
tion, immobilization, and nontherapeu- 
tic action of the teacher, with the ex- 
pected consequences to the children. 
Teachers who are unprepared in their 
training for working with other disci- 
plines are frequently fearful of exposure 
to the psychiatrist. Although the right 
kind of experience should alter this, 
the cooperation of the clinician and the 
education supervisor can make this as- 
pect of supervision more acceptable. 

In order to perform such a super- 
visory function with teachers the clini- 
cian must have had special experience 
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with developmental psychodynamics, 
with normal and deviant children in 
classes, and with teaching techniques. 
He needs this kind of experience so as 
not simply to transpose psychiatric €x- 
perience with individuals and groups to 
the classroom for disturbed children. 
The importance of the personality of 
the teacher of emotionally disturbed 
children cannot be overemphasized. 
The academic training and passing of 
licensure examinations do not qualify a 
teacher in this field. Teachers in it 
should be selected with regard to their 
interest, motivation, and personality. 
Such factors as the level of anxiety, tol- 
erance to frustration, sensitivity to emo- 
tional motivation, identifications, types 
of defenses, and the ability to under- 
stand oneself should be considered in 
the selection of teachers. It is difficult 
to evaluate many of these factors except 
by observing the teacher and her group 
of children. The preoccupation and ex- 
aggerated behavior of disturbed chil- 
dren tend to bring out the teacher's 
character structure more sharply. Even 
the selection and use of techniques are 
affected by the teacher’s likes and dis- 
likes, tolerance for deviation, need for 
order or disorder, affinity for a certain 
subject matter, etc. When certain tend- 
encies are observed by a clinician who 
is in a better position than an educator 
to understand manifestations of uncon- 
scious behavior, it must be possible for 
the teacher to gain understanding of 
herself and her attitude toward the chil- 
dren as part of her supervision, Em- 
phasis should be placed on the person- 
ality of the teacher who works with dis- 
turbed children, just as it is on that of 
students of psychiatry, social work, and 
psychology while they are in training. 
Knowledge of the individual children 
under, care is essential to therapeutic 
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education. The total handling of cach 
child becomes more therapeutic if the 
teacher has a knowledge of his back- 
ground (see Example | above), diagno- 
sis (sec Example 6 above), and level of 
functioning (see Example 9 above). 
Methods and techniques of tc... hing 
and of interacting with disturbeu chil- 
dren are a vital part of the equipment 
needed by teachers who work in this 
area. The adaptation of the usual cur- 
riculum and techniques for use with dis- 
turbed children and, further, for use 
with the disturbed child individually must 
be worked out in collaboration by the 
educator and the clinician. This cannot 
be left to chance (see Example 6 above). 
Because of the large number of emo- 
tionally disturbed children in our popu- 
lation and the seriousness of the prob- 
lem that they present, their education 
has become an area of increasing inter- 
est both to educators and to clinical 
people. To work out a comprehensive 
plan for dealing with these children, 
whether it starts in the guidance clinic 
or in the school, needs the collaboration 
of several disciplines of which one of 
the most important, if not the most im- 
portant, is that of the teacher. To rely, 
as in the past, on traditionally trained 
and well-meaning teachers to do the 
job themselves is to lose the opportunity 
to give maximum help to these children. 
Areas of behavior and interaction occur 
in the classroom which a teacher, un- = 
aided by the rest of the team, cannot — 
handle therapeutically. The contention 
is therefore made that a great deal more 
cooperative planning between the edu- 
cators and the rest of the clinical team 
with regard to goals, methods and tech- 
niques, curriculum, and the selection 
and preparation of teachers is necessary 
to ensure optimum results in the educa- 
tion of emotionally disturbed children. 
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A review of an experimental program offering psychotherapy with mentally re- 
tarded children. The article considers the rationale of offering psychotherapy 
to these children; a psychiatric division of mentally retarded children in terms 
of the absence, presence, and type of emotional disorders; and the basis of 
selection of these children. The experiment sums up three years of work. It 
includes a brief discussion of the modifications of usual modes of psychother- 


apy for adaptation to this group. 


wz DO PSYCHOTHERAPY with men- 
tally retarded children at all? 
There are many reasons why this ques- 
tion should be answered in the negative, 
as the multitude of child guidance clin- 
ies answer it every time they reject an 
applicant on the basis of his low I.Q. 
Facilities are meager. Many children of 
high or average intellectual capacity in 
Need of therapeutic intervention are 
turned away because of the huge wait- 
ing lists. With limitation of intelligence 
there is limited ability to make use of 
interpretation within treatment; hence 
therapeutic possibilities are limited by 
the very definition of the problem. With 
the paucity of facilities available in 
which retarded children can feel ade- 
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quate to the demands made upon them, 
adjunctive use of environmental manip- 
ulation, so essential in child psycho- 
therapy, is attenuated. Parental reac- 
tions of noxious nature are so frequent 
and so frequently fixated that parent 
guidance is often very difficult. And the 
final question is: “Toward what end is 
all this effort?” If the child is to remain 
inadequate in function, perhaps per- 
manently dependent, why such expen- 
diture of professional energy and trained 
effort? 

The result of such thinking has been 
that only where a combined picture of 
retarded mental functioning and be- 
havioral aberration is so patterned as to 
suggest pseudoretardation has a psycho- 
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therapeutic experience been made avail- 
able. The legitimacy of such expenditure 
of effort has been the hope of removing 
the child from the ranks of the retarded 
and entering him in the normal group. 
Another result of this bias has been the 
obscuring of clear diagnostic thought in 
many cases in the illusion that, if a 
given child were to be diagnosed as 
pseudoretarded, his syndrome would be 
reversible. Thus we have the long lists 
of youngsters diagnosed “childhood 
schizophrenia” on the basis of bizarre- 
ness of behavior because of the convic- 
tion that invocation of this term re- 
moves the child from the list of the in- 
curable and places him in the list of the 
curable. Inattention and unresponsive- 
ness to the environment is called “au- 
tism,” peculiarities of speech and mo- 
tility are dubbed “bizarre,” an occa- 
sional response of obvious relevance and 
logic is seen as a “flash of normal in- 
telligence,” and a diagnosis is born 
which is invoked almost as a magical 
talisman to ward off the evil of per- 
manent disability. 

Unfortunately the problem of the 
pseudoretardate is a relatively small one 
numerically while the problem of life 
adjustment of the truly retarded child 
is a large one. As the awareness of the 
magnitude of the problem has grown, so 
has the interest in the Clinic for Men- 
tally Retarded Children at Flower-Fifth 
Avenue Hospital, New York City, in ex- 
ploring its psychiatric details. The ra- 
tionale for starting our program of psy- 
chotherapy within this clinic has been 
that the patient enrollment includes: 

1. Children whose full use of their 
limited intelligences are hampered by 
fears, anxieties, and destructive psycho- 
logical defenses. We felt it important to 
try to raise their level of intellectual 
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functioning to their capacities, albeit an p 
intellectually retarded capacity for each 
child. 

2. Children who have permanent 
mental retardation coexistent with psy- 
chological problems. To help these chil- 
dren with these problems would be a 
significant service, even without any 
rise in test I.Q. 

3. Children functioning now as re- 
tardates who are potential normals— 
these are in the vast minority. Here the 
goal of psychotherapy would be a nor- 
mal level of functioning. 

The techniques of psychotherapy with 
normal children in use in child guidance 
clinics require such modification for 
effective application to the cited groups — 
that it is possible only for a clinic for 
the mentally retarded, such as ours, to 7 
address itself to the task of experiment- 
ing with modifications and new tech- — 
niques. In doing so, it is important that — 
we do not give false hopes to the par- 
ents of our patients, who are sufficiently 
traumatized and bewildered by their ” 
problems without these being added to 
iatrogenically, 

A formal program of selecting chil- = 
dren for psychotherapy from among the 
population of the Clinic for Mentally 
Retarded Children was started in Sep- 
tember, 1958. Prior to this time, from 
the clinic’s inception in 1950, the au- ~ 
thor had been concerned with the classi- 
fication of these children. A psychiatric 
grouping of these youngsters was de=— 
veloped which was functional in nature, 
namely: 

1. Retardation without psychological” 
problem. These children’s malfunction- 
ing is wholly or virtually entirely 
function of their degree of intellectual 
retardation. j 

2. Retardation with behavioral rep= 
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resentation of brain injury. These chil- 
dren, in addition to behavior represent- 
ing their limited comprehension, show 
either difficulties of behavior or inade- 
quacy of perception or of cognition due 
to brain damage. 

3. Retardation with reactive behavior 
disorder. These children have, in addi- 
tion to slowness of mentation, defensive 
reactions which, in an intellectually nor- 
mal child of the same mental age, 
would represent a behavior problem. 
The behavior is directly reactive to in- 
appropriate environmental handling and 
amenable to reversal merely on con- 
structive alteration of the environment. 

4. Retardation with neurotic behavior 
disorder. These children, in addition to 
behavior which represents their limita- 
tion of comprehension, show also stereo- 
typed behavior of a neurotic nature and 
defensive reactions which denote a fixed 
and inappropriate view of the environ- 
ment. Alteration of the environment is 
insufficient in itself to produce a change 
in behavioral defenses. 

5. Retardation secondary to psychi- 
atric disorder, These children are able, 
under certain limited circumstances, to 
demonstrate normal or superior intel- 
lectual capacity. Their subnormal in- 
tellectual output is a function of their 
disorganization of thought. Psychiatric 
diagnosis would include neurotic be- 
havior disorder, neurosis, psychopathic 
personality, and childhood schizo- 
phrenia. 

The subjects selected for experimental 
psychotherapy were taken from groups 
2, 4, and 5. Those youngsters in group 
3, in which inappropriate environmental 
handling was causing behavioral prob- 
lems, were scheduled for a program of 
parent guidance. The brain-injury group 
was included on the basis of the possi- 
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bility of the inclusion of some functional 
element within the behavioral problem, 
or the possibility of channeling the be- 
havior to more socially acceptable ex- 
pression. 

Of the many children screened first 
by other personnel of the clinic and, 
finally, by the author, 37 were accepted 
for psychotherapy during the period 
which has been analyzed. 


BASIS OF SELECTION 


The children selected were all func- 
tioning at a retarded level at the onset 
of therapy, and only two were found to 
have normal intelligence in the course 
of their sessions. A group of six were 
selected specifically for an experimental 
group of low I.Q. children; these tested 
or were estimated, if untestable, to have 
I.Q.’s of 30 or below. The initial basis 
of selection was in terms of the clinical 
judgment of the supervisor of the proj- 
ect, who personally reviewed each chart 
of a referred child, held a conference 
with the referring member of the clinic, 
and, where it seemed required, evaluated 
the child directly. A psychiatric exam- 
ination, a standard part of the clinic 
workup, was available. In terms of one 
of the goals of the project, namely to 
determine criteria for attempting psy- 
chotherapy with a child of limited ca- 
pacity whose behavior was troublesome, 
the rule was: When in doubt, give the 
child a trial, A minimum trial was six 
sessions, scheduled at weekly intervals. 
If doubt still remained, sessions were 
continued until a decision one way or 
the other was possible. It was felt that 
negative criteria were equally important 
to determine as positive criteria. 

The age range of these 37 children 
was from 4 to 16 years, with the largest 
group between the ages of 9 and 13. 
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Ten were girls and 27 boys. Of the 37 
children accepted, 19 were carried for 
six or more sessions. The report of re- 
sults is on these 19 children. The initial 
task of the therapist was to obtain a 
baseline of the child’s functioning, both 
within the therapeutic situation and in 
his environment. The baseline of be- 
havior with the therapist in the clinic 
was ascertained only after a plateau of 
behavior indicated that the child had 
become familiar with the place and per- 
son and any initial reactions of fear of 
new situations had been surmounted. 

Within the first group of sessions, the 
child’s behavior was observed and de- 
scribed with regard to the following: 

1. Spontaneous speech and motility. 
These were compared with the quality 
of speech and motility ordinarily ex- 
pected of a child of the same chrono- 
logical age, as well as of the same I.Q. 
test age as the patient. 

2. Spontaneous choice of play or of 
topic of discussion. The materials of- 
fered the child were described so that 
the significance of his choice could be 
assessed. Concrete illustrations were 
given. 

3. The child’s play and discussion, 
both as he continued without direction 
and also as he responded to the thera- 
pist’s direction and structuring. These 
were compared with play and discussion 
expected of a child of the same mental 
age as this child’s test age. 

4. The affective aspect of the child’s 
behavior, including the child’s attitude 
toward the examiner and his manner of 
acceptance or rejection of the examin- 
er’s participation in play and discussion. 

5. The child’s stated interests and 
thought content with regard to these in- 
terests. 

6. The child’s productions with re- 
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gard to family, school, and playmates. 

7. The child’s evaluation of any spe- 
cific problems which had been indicated 
in the history, or any additional prob- 
lems such as fears or obsessions with 
which the child was concerned. 

After this initial study, a plan was 
then made as to the individualized psy- 
chotherapeutic approach to each child. 
The plan took into account the diagno- 
sis, the child’s mental age, the extent to 
which he could focus his thoughts and 
actions for periods of time, and his play 
or ideational interests. Thus, one child 
could be approached with play therapy 
combined with verbal interpretations. 
Another required the greatest attention 
to repetitive restructuring of his demon- 
strated behavior in which physical acts 
of the therapist were the primary mode 
of communication. 

With one child, an inappropriate gen- 
eral attitude was the point of attack. 
With another, it was deemed more pro- 
ductive to limit the therapeutic attack 
to a single behavior having a destructive 
effect on the life of the family unit, or 
resulting in environmental repercussions 
of a destructive nature. In one case, free 
playing out of situations or ideas was 
the most effective therapy. With still 
another child, permitting the conduct of 
the session to be determined solely by 
the youngster’s spontaneous desires re- 
sulted merely in sterile repetition of 
play and speech and even further fixa- 
tion of a problem behavior pattern. The 
varieties of approach to a therapeutic 
regime for the individual retarded child 
would appear to be similar in principle 
to those used for the nonretarded child. 
However, the range and level of appli- 
cability of each type of approach, as 
well as the therapeutic results that are 
possible, are markedly limited as com- 
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pared to what is possible with the non- 
retarded child. 

Of the 37 children accepted for treat- 
ment, the parents of eight did not make 
use of the opportunity. These parents 
either refused treatment outright or 
asked for postponement, without ade- 
quate reason. Some of them had previ- 
ously been very outspoken and sharp in 
their criticism of the failure of the clinic 
to provide psychotherapy. In two of 
these eight cases, a previous parental 
tefusal to give consideration to resi- 
dential placement, because the young- 
ster had not been given treatment op- 
portunity while residing at home, was 
reversed when treatment was finally 
offered. 

Of the remaining children started in 
treatment, 19 had received a minimum 
of six sessions by October 1960. In 10 
of these cases a diagnosis of childhood 
schizophrenia had previously been en- 
tertained. The age range was 5 to 14, 
LQ. range from 33 to 72. Four of these 
youngsters were removed from this di- 
agnostic category during the more ex- 
tensive contact (six to 28 sessions). In 
five of the children, the diagnosis of 
childhood schizophrenia was found to 
apply; these youngsters showed confu- 
sion of thought, speech and motility dis- 
turbance, defective interpersonal rela- 
tionships, and regression of interest. The 
total picture could not be explained 
solely on the basis of intellectual retar- 
dation. The remaining case is still con- 
sidered a problem in differential diagno- 
sis. If there is continued diminution of 
his _ Overwhelming anxiety and his 
mutism, it will become possible to clarify 
the diagnosis, 

The five youngsters with childhood 
schizophrenia and markedly retarded in- 
tellectual functioning received between 
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nine and 27 psychotherapeutic sessions. 
One child was removed from treatment 
by his mother because of her dissatis- 
faction with his progress; one was elim- 
inated from the program after 27 ses- 
sions as a therapeutic failure since there 
was no sign of ability to relate to the 
therapist even on the most minimal 
basis nor any alteration of stereotyped 
negativism. Two children have shown a 
minimal ability to relate to the therapist. 
The fifth has decreased his heretofore 
constant immersion in fantasy; this may 
enable him to make an adjustment at a 
retarded level slightly higher than his 
present test score of I.Q. 33. The last 
three children are continuing in our pro- 
gram. 

Of the total of 19 children whose in- 
volvement in our experiment has been 
extensive enough to be included in this 
report, five have been diagnosed as suf- 
fering from retardation with behavior 
disorder due to brain damage. The age 
range was from 5 to 13, I.Q. from be- 
low 30 to 72. In two additional patients, 
this diagnosis is under consideration 
with the alternative being childhood 
schizophrenia in one and neurotic be- 
havior disorder with depressed intel- 
lectual functioning (test I.Q. 61 at pres- 
ent) in the other. 

The five with definite brain damage 
have received from 12 to 24 psycho- 
therapeutic sessions as of October 1960. 
One, after minimal improvement, 
reached a plateau. The parents then de- 
cided to accept a previous recommenda- 
tion and placed the child in a residential 
center. One child showed no improve- 
ment to psychotherapy after 20 sessions 
and was dropped. A third child showed 
improvement ,in behavior and social 
functioning, and was transferred to a 
therapeutic group in the clinic. The 
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fourth showed reduction in fears and 
slight amelioration of compulsive be- 
havior patterns, and is continuing in 
treatment. The fifth child, with improve- 
ment in his fearfulness and withdrawal 
reaction, was able to cooperate with 
more detailed psychological studies. As 
a result, a perceptual defect was clari- 
fied, which permitted more appropriate 
scholastic placement. Treatment is con- 
tinuing with the two children for whom 
brain damage is under consideration as a 
possible diagnosis. One has a diminu- 
tion in separation anxiety. The other 
situation was complicated by severe ma- 
ternal anxiety neurosis, and concurrent 
treatment of the mother has now been 
arranged. 

Of the 19 children in our program, six 
were diagnosed as being retardates with 
secondary behavior disorder. They 
ranged in age from 5 to 13; their test 
T.Q. scores ranged from 33 to 68. In 
treatment, all these youngsters showed 
mild to moderate improvement, particu- 
larly in the lessening of fears. One case 
was transferred to parent guidance after 
seven sessions. Another was discon- 
tinued after 39 sessions when it was 
clear that a plateau had been reached 
and no raising of intellectual function- 
ing was forthcoming. A third child had 
to be dropped temporarily because his 
psychotic mother could not maintain his 
attendance. The other three are continu- 
ing, although one of these may require 
institutionalization because of compul- 
sive sexual preoccupations. This is an 
11-year-old boy who has molested sev- 
eral little girls in his neighborhood. Al- 
though there seems to be some decrease 
in his preoccupation with this area, any 
single additional incident will throw the 
balance of decision into the hands of the 
legal authorities. 
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Two of the 19 children were found, 
after eight sessions each, not to have 
any behavior disorder. It was felt that 
their disturbances in behavior were en- 
tirely ascribable to their limited compre- 
hension of the world about them, and 
that it was necessary to clarify more 
clearly to the parents the nature of the 
limitations, These were considered to be 
management problems, and were re- 
turned to the guidance program of the 
general clinic instead of being retained 
in the psychotherapy program. 

Of our total of 19 children, two were 
found to be pseudoretardates, both be- 
cause of neurotic disorders. Both boys, 
one aged 10 and the other 11 at the 
time of their admission to our program, 
made significant gains both behaviorally 
and in I.Q. test results during the course 
of psychotherapy. In one case, the test 
T.Q. rose from 65 to 92; in the other 
case, the test I.Q. went from borderline 
to 112, both in the course of 25 ses- 
sions. One of these boys has now been 
transferred to our group therapy pro- 
gram, and the other continues in indi- 
vidual treatment. 


APPROACH TO TREATMENT 


Any attempt to generalize the aims 
and approaches of this psychothera- 
peutic experience with retardates is most 
difficult. To a large extent, the child’s 
intellectual level determined whether it 
was possible to reach him on a con- 
ceptual level, or whether relationship 
therapy or the establishment of new pat- 
terns of behavior by conditioning was 
to be most effective. Perhaps the most 
important lesson we learned from these 
children was that some success in at 
least alleviating anxiety and fear might 
be possible with any child, no matter 
how limited in intelligence, and that 


hotherapy could lead to the inclu- 
of a defective child in some fac- 
imile of normal family life where it had 
heretofore seemed impossible. Release of 
a mother from an isolated existence im- 
‘posed by the child’s difficult behavior 
was also found possible with a minimal 
improvement in the child’s social habits. 
Our goals in therapy and our purposes 
for deciding upon inclusion of a child 
in therapy were decided not only by 
what it would do for the child himself, 
but also by what benefit it could have 
for the functioning of a family unit. 


‘CONCLUSION 


In conclusion, three years of experi- 
mentation with psychotherapy within a 
Clinic for mentally retarded children have 
_ been reviewed. Of 29 cases started in 
_ Psychotherapy, 19 have already received 
between six and 39 sessions. Goals have 
varied widely from a minimal one of 
amelioration of fears and of building 
minimal acceptable social patterns, to 
a maximal goal in the pseudoretardate 
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of removing the child from the func- 
tioning category of retardate and mov- 
ing him to the level of normal function- 
ing and improvement of the underlying 
neurotic mechanisms. 

In half the cases tentatively desig- 
nated as schizophrenia bizarre behavior 
was found not to be indicative of this 
diagnosis. In many cases, trial treatment 
clarified diagnoses which were unclear. 
Treatment results of our mentally re- 
tarded schizophrenics were found to be 
generally poor. The best results were ob- 
tained with those youngsters with mental 
retardation and secondary behavior dis- 
order. Treatment results with children 
with behavior symptoms due to brain 
damage were encouraging within the 
limited goals set. 

It is felt that psychotherapy should be 
made available to retarded children. 
Goals must, however, be individualized 
and pertinent to the knowledge that, 
with the exception of those who are 
pseudoretardates, continued functioning 
on a retarded level is to be expected. 


CASEWORK WITH PARENTS OF MENTALLY 


RETARDED CHILDREN” 


HELEN L. BECK 


Chief Psychiatric Social Worker, Mental Retardation Unit, St. Christopher's Hospital for 
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A case history is used to demonstrate casework treatment with families of men- 
tally retarded children. The purpose is to present in some detail casework proc- 
ess, techniques, areas of intervention, and goals. Goals discussed are: (1) 
alleviation of emotional problems to aid in better emotional and social adjust- 
ment of the whole family and to improve the child’s access to his own potential; 
(2) improvement in child management; and (3) improvement in over-all family 
function. The case material illustrates the treatment process and the goals 


reached. 


HE PARENT who is first given a diag- 
if of mental retardation for his 
child often reacts with shock and disbe- 
lief because the child may not fit the 
Stereotype that is in the public’s or the 
parent’s mind. 

Unfortunately, such stereotyping also 
exists on a professional level and this 
often discourages attempts at treatment 
of what is treatable. As long as temper 
tantrums, self-injury, head-banging, 
withdrawal, etc., are considered an intri- 
cate part of the syndrome of mental re- 
tardation, attempts at modification of 
symptoms seem futile. If, on the other 
hand, one assumes that the retarded 
child’s basic needs do not differ sub- 
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stantially from the needs of his healthier 
contemporaries, then his behavior symp- 
toms can be seen as similar to those well 
known from other diagnostic categories. 
These symptoms occur in reaction to 
pressure, frustration, and lack of stimu- 
lation, Though closely related to the 
child’s condition, they are not necessari- 
ly a part of it. (Children with limited 
mental capacity suffer from a lack of the 
kind of stimulation to which they could 
respond, and feel pressured or frus- 
trated in situations easily managed by 
the normal child.) 

Reactive symptoms can be understood 
and treated. Treatment will not remove 
the retardation, As emotional symptoms 
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are alleviated, however, the child ob- 
tains better access to his capacities, 
his learning patterns may and his be- 
havior patterns will improve. Subse- 
quently, need for early placement away 
from the close human contact of his 
home into the isolation of his own in- 
adequate resources becomes unneces- 
sary. 


CASEWORK RESPONSIBILITY 


Diagnosis and treatment in mental re- 
tardation require a multidisciplinary ap- 
proach because of the many facets and 
ramifications of the condition. Where 
treatment needs to be family-focused 
and directed at social adjustment, it be- 
comes a casework responsibility. Case- 
work therapy should not limit itself to 
help to the parents in understanding and 
accepting their child’s condition. It 
should include child management to 
achieve better adjustment of the child 
to his environment: home, school, and 
community. Acceptable behavior makes 
for a more acceptable and thus a hap- 
Pier, satisfied child and a happier family. 


TREATMENT PROCESS 


The case offered for presentation to- 
day will illustrate the process of such 
treatment, its successes, and its limita- 
tions. I shall discuss the selection of 
treatment areas and the techniques em- 
ployed. Although other members of the 
team were sporadically involved in other 
areas of this situation, I shall concen- 
trate on casework as the main treatment 
tool in this case. 

It should be remembered that treat- 
Ment was carried out in an agency set- 
ting in relation to a specific problem. 
Transference phenomena and the par- 
ents’ own dynamics of behavior and ad- 
JUstment were taken into account in the 
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treatment approach. However, no at- 
tempt was made to make them the pri- 
mary focus in the contact. There was no 
attempt at “uncovering” or real “in- 
sight.” The approach to underlying 
problems was oblique, which seemed 
more appropriate and helpful in this sit- 
uation. The main attempt was to clarify 
the problem and the ramification of re- 
lationships, to give ego support, and to 
maintain and improve family function. 


SYNOPSIS OF CASE HISTORY 

Briefly, this is a family consisting of 
the parents in their mid-thirties and 
three children, two boys and a girl, of 
whom Len, our patient, is the oldest. 
The father is an executive in a large 
company. Both parents are active in 
community affairs. They were referred 
to our clinic for help with placement of 
Len, then 714 years old. The boy had 
been in an institution from age 3 to 6, 
and since his return home was creating 
severe problems. He seemed unable to 
participate in family life and showed no 
interest in normal play activities. Tem- 
per outbursts occurred frequently, seem- 
ingly without provocation. He persever- 
ated with stereotyped questions to which 
he demanded stereotyped answers. Ef- 
forts to cut this short brought outbursts 
from Len; compliance with the “game” 
frayed the tempers of the entire family. 

The early history seems typical for 
such situations. From the start Len’s 
slow development and sober expression 
compared poorly with those of the babies 
of close friends of his parents. Irritable 
and difficult behavior was noticed early. 
It became a problem either because he 
started ambulating or because there was 
another baby making demands on the 
young mother. He was taken to various 
doctors and clinics. The parents were 
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given little explanation but advised to 
wait. Through a breach of “professional 
etiquette” on the part of one clinic mem- 
ber, they learned that this particular 
clinic considered the child a “hopeless 
idiot who should be immediately insti- 
tutionalized.” Len started screaming for 
hours. When isolated in his room he 
would bang his head until it bled. When 
he started attacking his brother, a friend 
of the family, moved by the plight of 
these young parents, offered a scholar- 
ship for a good private institution for 
three years. Len was then 3 years old. 

There was no professional assistance 
available to the parents to help them 
assess the implications, both immediate 
and long-range, of this step. No one 
interpreted their child’s program and 
Progress to them while he was away, or 
prepared them for his return home. 
Contact between parents and child was 
limited during the first two and one- 
half years because of the physical dis- 
tance that separated them, Even after 
the family moved closer to the institu- 
tion, they obtained little information 
about the details of their boy's experi- 
ences and behavior. From the school 
correspondence one glimpses a rather 
sad, homesick little boy who treasures 
any little gift from home and seems to 
long for his parents. He seemed to re- 
spond to the benign but rather imper- 
sonal structure of the school by repres- 
sion, staying fairly much at the fringe of 
things. 

His first visit home after about a year 
went badly. He had to be returned to the 
school earlier than planned. Since the 
school had described him as pleasant 
and manageable, the parents felt their 
failure acutely. The school’s terms had 
probably been relative, and some inter- 
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pretation and help might have saved this 
visit as well as successive ones. 

Lennie’s discharge from the residen- 
tial school was necessitated by the ter- 
mination of the scholarship. It was an- 
ticipated with considerable anxiety and 
met the worst expectations. He con- 
tinued as a day pupil. 


CLINIC CONTACT 


Full diagnostic study unearthed no 
physical or demonstrable organic de- 
fects. The youngster was highly mobile 
and spoke with a high, tense voice. He 
had an excellent, somewhat sophisti- 
cated vocabulary (there will be samples 
later). Tests showed an IQ in the mid- 
60's. Psychiatric evaluation showed ri- 
gidity and many compulsive tendencies. 
The diagnosis was retardation, possibly 
as a result of brain injury, with emotional 
overlay. 

The parents’ request was for quick 
placement. The child kept the house in 
an uproar with temper tantrums, rest- 
lessness, and violent competition with 
the other children. The mother was par- 
ticularly upset because she had been re- 
cently told by the school psychologist 
that Len was not “home-oriented and 
had no mother image.” She questioned 
the purpose of disrupting any semblance 
of family life for a child who wanted no 
part in this. The father questioned the 
investment for private schooling for a 
child who would show little returns from 
this at the expense of his more capable 
children. These not unreasonable ques- 
tions were difficult to answer. 

A team conference held at the conclu- 
sion of the diagnostic period led to a 
recommendation for casework therapy 
with interim goals of clarification of 
problem and needs and with re-evalua- 
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tion of goals later on. The parents ac- 
cepted the plan. 

Casework treatment fell roughly into 
four stages, a pattern which seems to 
have general application in cases involy- 
ing retarded children. 

First stage. The relationship estab- 
lished during the diagnostic period was 
solidified, and opportunity was offered 
for ventilation and for consideration of 
placement plans. The need for immedi- 
ate relief of stress was met by practical 
assistance with handling of behavior and 
supportive techniques. Exploration of 
the problem continued. 

Second stage. Increased emphasis was 
placed on the educational approach. Be- 
ginning limited understanding was given 
regarding the dynamics of behavior, on 
the part of the child as well as of the 
parents. Case movement was evaluated, 
and necessary modifications of approach 
to handling were initiated. Practical 
plans were discussed and implemented. 
Placement plans were discarded. The 
parents were encouraged to attempt a 
broader application of newly understood 
concepts. 

Third stage. Breadth and depth were 
added to the understanding of the prob- 
lem. There was an attempt at univer- 
Salization, The interrelationships of the 
Problems of all members of the family 
Were reviewed, and the similarity be- 
tween Len’s problem and the problems 
of the other children were highlighted. 
The mother was helped to better under- 
stand her own feelings, expectations, 
and reactions, the influence these would 
have on her approach to the children; 
and the children’s responses to these 
factors. More attention was given to the 
less tangible aspects of the situation. 
Parental rejection and guilt were dis- 
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cussed, and the influence of such feel- 
ings on the comfortable handling of 
everyday occurrences was reviewed. 

Fourth stage. The focus was on the 
consolidation of treatment approach and 
effect, and on the encouragement of 
more independent handling of the situa- 
tion by the parents. Long-range plans 
were discussed and support was tapered 
off. Clinic interest continues without in- 
tensive involvement. 


CASE MATERIAL ILLUSTRATING 
THE POINTS MADE 

The initial problem was the mother’s 
understandable inability to “think on 
her feet” in the midst of turmoil and 
stress. Placement plans were discussed. 
The previous placement had been a 
traumatic experience and had made the 
parents feel quite guilty. They there- 
fore welcomed an opportunity for the 
preliminary evaluation of possible plans. 
Because of the time involved in imple- 
menting placement plans, I offered to 
help with management to make the cur- 
rent situation bearable. The father 
seemed more angry; the mother 
more desperate and guilty about the 
earlier placement. Both were anxious for 
help. 


FIRST STAGE (RELATIONSHIPS, ETC.) 


An evaluation of how to meet Len’s 
needs to calm him brought a first de- 
scription of how he held the parents at 
arm’s length, did not care to have them 
play with him, and actually had no play 
activities. This turned out to mean that 
the level of his play was far below what 
the parents thought appropriate and that 
he resisted their attempt to have him 
meet their level. When this was clarified, 
the parents observed Len’s activities and 
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joined him on his level with almost im- 
mediate relaxation of tension. 

Len was felt as an intruder in the 
home by all, including himself. This fac- 
tor contributed greatly to his persevera- 
tion. If he got even fleeting attention he 
wanted to hold it. Unable to produce 
varied, new topics of discussion, he 
would milk the old ones until irritation 
mounted. The parents learned to keep 
part of the dinner talk on his level and 
solicit his participation. The success 
here, too, was gratifying. 

The mother was uneasy in the begin- 
ning about her expression of negative 
feelings. She felt that these gave me the 
wrong picture about the family. I reas- 
sured her that she came to discuss 
“what created problems.” Other aspects 
would come into their own rights when 
things were on a more even keel. 

The father used his sessions mainly to 
ventilate his feelings about the fact that 
this problem would be with them for the 
rest of their lives. This also carried an 
oblique attack against me. My assistance 
in improving the home situation offered 
relief but no real solution. 

By the end of the session the father 
would then re-evaluate more calmly the 
changes that had occurred in the home 
and express more positive feelings about 
Len. 

It was particularly difficult for this 
father to find himself constantly rejected 
by his child. He would make an honest 
effort to please the boy, plan special 
treats, etc., only to be faced with a sus- 
picious “Why do you bring me this?” 
or “Did you bring one for Jeff, too?” 
The implication was, obviously, “What 
is wrong with me that I need special 
consideration?” It made the father un- 
comfortable to have his son see through 
him and his motivation. The parents 
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were baffled about bringing Len’s stren- 
uous competitiveness with Nancy and 
Jeff into line with his suspiciousness 
about preferential treatment. What they 
could not see was that he wanted to be 
the same, neither better nor worse. 


SECOND STAGE (BEGINNING 
UNDERSTANDING AND PLANNING) 
There was no clear-cut separation be- 
tween the stages. However, it became 
easier to help the parents toward a bet- 
ter understanding of Lennie’s behavior 
and its motivation. This helped them an- 
ticipate and meet needs. The uproar 
subsided and patterns became more ap- 
parent. The child at home and the par- 
ents in interviews became freer to ex- 
press feelings and thoughts. Lennie’s 
aloofness could be seen as a defense 
against needing his parents, who had not 
needed him for so long. The suggestion 
that they might call his bluff and let him 
know they needed him was quite a new 
thought to the parents. The mother felt 
almost overwhelmed by Len’s reaction 
to the first attempt to test this out. She 
had asked him to sit in the front of the 
car with her (a place the other children 
fought over and Len had up to now ex- 
pressly scorned), Now he asked eagerly 
whether she really wanted him there. 
This very well controlled mother had 
tears in her eyes when she asked why a 
child would have such a need and such 
skill in hiding his feelings. This opened 
discussion about relationship to and 
plans for Len. The tentativeness of the 
situation prevented everyone from be- 
coming emotionally too involved, and 
only added to the stress. How could the 
parents help the child put down roots if 
these had to be pulled up again? The 
mother, feeling in better control of the 
situation, considered dropping place- 
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ment plans. Both parents felt that this 
kind of help, offered earlier, could have 
prevented the previous placement. 

To undercut Len’s acting out and to 
emphasize for him that he belonged at 
home, we discussed the advisability of 
a clear break with the institution. Plans 
for public school for the following fall 
were made, and the youngster was pre- 
pared for this. Decision about one last 
summer at the institution’s camp was 
left to Len. Camp, though seemingly a 
pleasure, was also a considerable threat 
to Len, and he quickly decided against 
going. Instead, the family planned a 
shore vacation, Len was still not sure 
how sincere his parents were about 
keeping him. He started to tease. He 
might say, “There are 25 children from 
this area going to the shore this summer. 
If I should decide to go, too, there will 
be 26.” The mother by now was not so 
easily floored by such trial balloons. She 
said firmly that Len had made his deci- 
sion and there would be no changes. 
The teasing stopped. 

Len began to understand his parents’ 
attempts to help him. Once in the mid- 
dle of an outburst he countered the 
mother’s demand to stop by saying: 
“But I am trying to stop; why don’t you 
help me?” He also began to understand, 
however, how he could taunt people, 
Particularly his mother, and play on her 
guilt. When she scolded him he might 
counter with: “Why did you have me?” 
As the mother came to understand the 
defensive and protective function of 
such behavior, she could respond to it 
More effectively and establish a climate 
of helpfulness and support. She was en- 
couraged to increase demands on Len 
to take charge of his own behavior. Not 
Until much later could we clarify for her 
why she had to offer herself so freely to 
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take responsibility for mishaps he could 
have avoided. 

In an interview with both parents 
around this time, a first attempt was 
made to highlight the discrepancy be- 
tween their intellectual understanding 
of the problem and the emotional lag in 
this area. On the way home the mother 
said suddenly, “You don’t place a child 
just because you are bored with his table 
talk.” Both parents reacted very strong- 
ly to this remark. They felt it clinched 
for them a new understanding of the 
situation. 

The next interpretation to the father 
concerned Len’s periodic bad behavior. 
This was seen as related to the father’s 
absences from home, which Len con- 
sidered desertion. The realization that 
the boy needed him was described by 
the father as “a bombshell.” He han- 
dled the situation quite well, explaining 
to Len that his absences were not volun- 
tary. He appealed to him to help his 
mother during these periods. Len re- 
sponded well to the appeal to take the 
role of the oldest son. 

Desertion is still very painful to Len. 
His favorite game is still hide-and-seek. 
During the summer vacation two years 
ago he inquired about what would hap- 
pen should he get lost. 

He managed to try this out. As pre- 
dicted, he was found by the police. It 
was an anxious experience for all but 
it had had its positive values. Last sum- 
mer Len repeated this venture on a 
more advanced level that almost 
amounted to a runaway episode. He 
had warned the family that he was go- 
ing to take a train ride by himself, but 
had not been believed. He rode to the 
terminal and had walked several miles 
toward home by the time his father lo- 
cated him. He accepted his punishment 


similarities of behavior and problems in 
the other children. The mother had been 
resistive to such attempts and to discus- 
sion of the general family climate. Now 
she began to discuss her embarrassment 
over Len’s behavior in public, e.g., his 
habit of his head when excited. 
She began to see also how she had per- 
mitted him to put her on the defensive. 
She and her husband had wronged him 
and had to make up for this. She began 
to face her guilt and understand how 
this guilt interfered with everyday han- 
dling. She became more comfortable in 
Setting reasonable limits and in making 
demands and necessary allowances, Len 
responded to this with increased ability 
at controlling his behavior and assuming 
responsibilities more in keeping with his 
age. 

When around this time problems with 
Jeff and Nancy occurred in quick suc- 
cession, I pursued them in spite of the 
mother’s resistance. She started talking 
about her “reserve.” In considering the 
effect this had on the children, she said 
spontaneously that there might be “less 
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clinging if she were not so reserved,” 
She to say that she had “a 
horror of rebuff,” reconsidered the word 
“horror,” and then reconfirmed it. This 
feeling was an old one, its origin um- 
known to the mother. No attempt was 
made to follow through on this line of 
investigation, Rather, we discussed her 
role as a mother who needed to be help- 
ful to her children even if they, for some 
reasons of their own, held her off. 
Mother said she hated “prying.” She 
agreed tentatively to my statement that 
I was prying right then. She considered 
the question whether it made her angry 
and then said spontancously that it 
made her uncomfortable but that she 
understood the purpose. There was a 
pause after which she said quickly, “I 
see what you mean. The children would 
react the same way; they would realize 
when I was trying to help them.” 

During this period psychiatric treat- 
ment had been offered to Len, to help 
him more directly with his unhappiness 
and with his relationships to others. He 
was prepared for contact with the psy- 
chiatrist in terms of his unhappiness. He 
said, “I am sad because I was sent to 
G. School.” Once he had asked his 
mother after he had misbehaved, “If I 
had been good would you still have sent 
me away?” Unfortunately it is impos- 
sible to discuss the aspects of his psy- 
chiatric treatment within the framework 
of this paper. 

It was apparent that Jeff was be- 
wildered and anxious about his brother's 
condition. He understood that Len could 
not understand things or learn the way 
he could. He also knew he was expecte¢ 
to make allowances for Len’s behavior 
and to be tolerant. He was not expected 
to accept Len on the give-and-take re- 
lationship normal between brothers. Not 
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until quite late in the treatment could 
this be clarified with the parents. They 
began to understand the effect of such 
an artificial relationship on Jeff, on Len, 
and on the home climate in general, 


POURTH STAGE (CONSOLIDATION 
AND TAPERING OFF) 

We started consolidating and evaluat- 
ing gains and considering long-range- 
plans. There are many problems that 
will continue and many decisions still to 
be made. However, Len has been inte- 
grated into the family. He has made 
considerable gains in school. Psychologi- 
cal tests show him to have close to 
normal capacity. He has learned to read 
and write. He has always been quite 
good in arithmetic, which fascinates 
him. He has learned to play with school- 
Mates as well as with children in the 
Neighborhood. For the first time last 
year he asked for a birthday party and 
made most of the arrangements him- 
self. His fear of desertion is less acute. 
His rigidity, acting out, and taunting 
have greatly decreased. The parents feel 
More equal to the situation and can find 
an equilibrium between making reason- 
able demands of him and permitting him 
increasing independence. The contact 
which had continued for about two and 
a half years is sharply reduced to occa- 
sional follow-up. 


CONCLUSIONS 


This case was presented to demon- 
Strate the application of casework tech- 


nature of this type of case. Where need 
for help is so pressing because of severe 
reality problems, it becomes difficult for 
the client to “bite the hand that feeds 
him.” Too much focus on negative feel- 
ings might be more threatening than 
helpful. Treatment time is limited and 
efforts can be more constructively put 
on positive maintenance function. If 
negative feelings are not paramount, the 
therapist can meet and handle them in- 
directly. 


GENETICS AND THE DEVELOPMENT OF 
SOCIAL BEHAVIOR IN MAMMALS* 


J. P. SCOTT, Ph.D. 


Senior Staff Scientist, Roscoe B. Jackson Memorial Laboratory, Bar Harbor, Maine 


This paper summarizes recent work on the development of social behavior in 
animals, together with some evaluation of the results in relation to human 
problems. Social development results in the formation of social relationships, 
and the time when the first social attachments are formed is a critical period in 
determining the nature of these and future relationships. Heredity produces im- 
portant differences in development both within and between species. The 
course of social development in any one species is directly related to the normal 
type of social organization found in the species, Consequently, either devia- 
tions from normal development or gross alterations of social organization 
should produce maladjustment. Basic social needs of human infants are dis- 
cussed in the light of these concepts. 


S EVERAL YEARS AGO the author and his 
co-workers sponsored a conference 
on the effects of early experience upon 
mental health (15). At its conclusion we 


both as they have intrinsic interest and 
as they are related to human problems. 


SOCIAL RELATIONSHIPS 


agreed that one of the most important 
kinds of research which could be done 
in laboratory surroundings was the de- 
tailed study of social development in 
mammals. Since that time a great deal 
of work has gone forward in our labora- 
tory and elsewhere. I shall try to sum- 
marize some of the Outstanding results, 
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As we have studied the social de- 
velopment of mammals, we have real- 
ized that social behavior cannot be 
studied effectively apart from the con- 
cept of social relationships. By this 1 
mean regular and predictable behavior 
between two individuals, usually but not 
necessarily of the same species. 
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TABLE 1. PERIODS OF DEVELOPMENT IN PUPPIES, WITH SOCIAL 
PROCESSES TYPICAL OF EACH 


Saa 


Age in Weeks Period Process 
0-2 Neonatal Establishment of neonatal nutrition: nursing 
2-3 Transition Development of adult sensory and motor capacities 
3-10? Socialization Development of primary social relationships 
10-30+- Juvenile Development of physical skills; independence from parents 
30+-39 Pubertal Development of sexual relationships 
39- Parental Development of relationship with offspring 


Within a social relationship the ani- 
mals concerned do not behave as inde- 
pendent individuals but as part of the 
same system, one which may be con- 
sidered the simplest unit of social or- 
ganization. In a social relationship the 
behavior of animal A affects that of 
animal B, which in turn affects that of 
animal A again. In the beginning of 
such a relationship each animal presents 
a problem of adjustment to the other. 
Eventually they work out a mutual solu- 
tion, a regular and habitual way of re- 
sponding to each other. This is done 
through the psychological processes of 
problem solving and habit formation. In 
his lifetime, an individual may develop 
many such social relationships. 

When we studied the normal de- 
velopment of social behavior in the dog 
we found that social relationships were 
developed in a regular and predictable 
sequence and that we could divide de- 
velopment into regular periods based on 
important changes in social relationships 
(Table 1). We therefore stated the gen- 
eral theory that the time of origin of 
each new social relationship is a critical 
one for determining the nature of that 
relationship, and that certain definite 
times in development could consequent- 
ly be designated as critical periods (16). 
I do not need to emphasize the impor- 
tance of this concept for organizing a 
Positive program for mental health. 


BASIC CAPACITIES 

The development of the capacity to 
achieve social relationships in turn de- 
pends upon the biological development 
of important kinds of more basic capaci- 
ties: sensory capacities enabling recog- 
nition of other individuals; the motor ca- 
pacity to move toward or away from 
them; the psychological capacities of 
learning and intelligence which permit 
the actual development of relationships; 
and the capacity for patterns of social 
behavior which initiate or prevent social 
contacts. In a previous paper I sum- 
marized our studies on these basic ca- 
pacities in the dog, and pointed out that 
they were strongly correlated with 
changes in social relationships and hence 
with definite stages of development (16). 
A whole series of sensory, motor, psy- 
chological, and social behavior changes 
are concentrated just before three weeks 
of age, coinciding with the start of the 
critical period for primary socialization. 

I also pointed out that this pattern of 
development is not typical of all mam- 
mals and that differences in development 
are not simply a matter of condensation 
or expansion of certain periods. The de- 
velopmental sequences of events may 
actually occur in different orders in dif- 
ferent species. How, then, can we relate 
the social development of one species to 
another, and particularly that of man to 
that of the lower animals? 
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PERIODS AND PROCESSES 


One clue is given by the fact that 
periods of social development not only 
can be reversed but are actually com- 
bined in other mammals. For example, 
in precociously developing animals like 
sheep the period of socialization seems 
to coincide with the neonatal period, 
and there is no distinct period of transi- 
tion. The lamb is born with sensory and 
motor capacities similar to the adult. 
The biggest change occurs when it starts 
to eat grass, at about 10 days of age. 
We may conclude that periods are pro- 
duced by the more primary phenomena 
of processes, and a list of these proc- 
esses is given in Table 1. 

Thinking in these terms, we can see 
that while a particular period is pre- 
dominantly characterized by a single 
process, the process need not neces- 
sarily end in that period. In the neonatal 
period of dogs and human infants, the 
most important process is the establish- 
ment of neonatal nutrition, or nursing, 
which is essentially a physiological rela- 
tion between mother and young. In the 
dog, nursing extends up through the 
period of socialization. In the human in- 
fant it may extend as long as two years, 
far beyond the period of primary social- 
ization. This finding implies that many 
of these processes are not mutually ex- 
clusive and hence do not have to occur 
in a particular order, and that they may 
overlap each other. 

So understood, the concept of periods 
is a valuable one from a descriptive 
viewpoint and also in dealing with the 
practical problems of the home and 
clinic. Age is an objective fact, and we 
can associate much with it as a working 
tool. However, we should always re- 
member that age is only a measure, and 
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not always an exact one, of the impor- 
tant underlying processes. 

Our comparison of different species 
also leads to another conclusion: that 
there is an enormous variability in the 
development of these fundamental so- 
cial processes in different species of ani- 
mals. Is this merely a random effect of 
evolution, or is there some unifying 
principle? 


THE RELATIONSHIP OF DEVELOPMENT 
TO THE PHYSICAL ENVIRONMENT 

King (11) has made an extensive 
study of behavioral development in two 
subspecies of deermouse. These repre- 
sent the final products of evolution of 
Peromyscus maniculatus as it proceeded 
around the Great Lakes, starting from 
a common ancestor on one side. Where 
they meet on the far side, the two sub- 
species live in different environments 
and do not interbreed in nature. Pero- 
myscus maniculatus bairdii lives on the 
ground in open fields, much like a 
meadow mouse. P. m. gracilis, on the 
other hand, has taken to the trees and 
rarely comes out of the woods. King 
finds that bairdii develops considerably 
more rapidly than gracilis; for example, 
the eyes are opened four days sooner. 
The bairdii young develop their motor 
capacities more rapidly and also de- 
velop their social behavior patterns 
earlier, in showing defensive fighting at 
an earlier age. Even the ability to climb, 
which is eventually more useful to the 
arboreal form, is developed earlier in 
the ground-living animals. In carly de- 
velopment it is more important for the 
gracilis young to cling tightly than tO 
actually climb. 

King concludes that rapid develop- 
ment is an adaptation to the ground-liv- 
ing habitat, where the young mouse 1$ 
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TABLE 2. SOME MAJOR VARIABLES CONCERNED WITH PARENTAL CARE 
AMONG MAMMAIS 


Mouse Dog & Wolf Sheep Goat Chimpanzee Man 


g parent takes part 


Supplementary feeding 


Litter or single offspring 
Nests or burrows 
Parents and young constantly near 


lee 


x = x x 
x - - x x 
x - - ? x 
L s s a° s* 
x - -= x x 
- x - x x 


* May be some association with older siblings. 


less protected from predators and other 
environmental hazards. In these two 
subspecies there are no large differences 
in the social environment, and the dif- 
ferences in development are produced 
by compression rather than by complete 
reorganization. 


RELATIONSHIP OF DEVELOPMENT TO 
THE SOCIAL ENVIRONMENT 

All mammals have one thing in com- 
mon: the necessity of the development 
of nursing behavior at birth and the es- 
tablishment of a satisfactory relation- 
ship with the mother within a few hours 
or days after birth. However, as we can 
see from Table 2, maternal care other 
than this varies a great deal in different 
animal societies. The male parent may 
or may not take part in the care of the 


_ young. Some species feed their young; 
others do not. Some provide shelter in 


the form of nests or burrows. In some 
the parents stay constantly near the 
young; in others the young may be left 
for long periods. Some mammals are 
born in large litters and others are typic- 
ally born singly. In short, the social en- 
vironment into which the young are 
born varies tremendously from species 
to species, 

More than this, each animal society 
has a typical structure. In deermice and 
domestic mice the most long-lasting and 


best-organized social group is that of a 
mother and her litter of young. When 
an animal emerges from a nest his adult 
life consists largely of a solitary search 
for food with only occasional social con- 
tacts, mostly connected with mating or 
repulsing strangers. In short, the social 
life of a mouse is largely concentrated 
within the nest and hence has its limita- 
tions. i 

Correlated with this, all of the major 
developmental events concerning the 
maturation of sense organs and motor 
capacities occur while the young animal 
is still confined to the nest. The period 
of primary socialization also takes place 
during nest life, and consequently the 
young animals become primarily related 
to their litter mates and mother. For 
the most part, such rodents form un- 
stable and simply organized social 
groups outside their own nests. Terman 
(18) found that the relationships de- 
veloped between bairdii individuals out- 
side their nests seemed to be based 
chiefly on mutual avoidance, so that 
deermice would become attached to par- 
ticular nesting spots at a distance from 
those occupied by others. 

Sheep and goats show an almost en- 
tirely different type of social organiza- 
tion. The young are born singly, there 
are no nests, and there are no territories. 
Under natural conditions the males and 


882 


females form separate herds except dur- 
ing the breeding season. Primary social- 
ization of the young lamb or kid is ac- 
complished in an intricate manner with- 
in a very short period after birth. 

The typical sheep behavior of follow- 
ing other animals is so consistent and 
uniform that it was considered a perfect 
example of instinct until investigators 
began dissecting the process of socializa- 
tion. If a lamb is taken from the flock 
at birth, reared on the bottle and re- 
turned 10 days later, it does not follow 
the flock (14). If it approaches other 
animals, the females butt it away as they 
would any strange lamb, and it soon 
learns to avoid them. Thus behavior of 
the other sheep effectively prevents 
later socialization. 

If a young lamb or kid is returned to 
its own mother even a few hours after 
removal, it is likely to be rejected by 
the mother and not allowed to nurse 
(4). Moore (13) has recently found that 
if the mother is kept isolated from the 
flock during this time she will take back 
her kid even after many hours. In short, 
the primary determinant of socialization 
in these animals is the behavior of the 
mother rather than that of the young 
animal. In a naturally formed flock, 
each lamb or kid stays close to its own 
mother and is allowed to nurse only by 
her. Thus no young go hungry, nor is any 
mother ever overtaxed, as might be the 
case if the young could nurse indiscrim- 
inately. These early relationships also 
produce a definite system of leadership. 
In a female flock, the oldest female with 
the largest number of descendants tends 
to be the leader; in male flocks, younger 
animals follow older ones. 

Thus the development of following 
behavior and the consequent organiza- 
tion of the flock, which at first glance 
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appear to be absolutely determined by 
heredity, are actually brought about by 
a complicated series of interactions be- 
tween mother and young. Ordinarily the 
social environment is stable, 1 other and 
young always remain togethe: after the 
birth of the latter, and the who.e process 
goes off like clockwork. We can see the 
true nature of the process only through 
experimental analysis. 

There is one obvious difference in so- 
cial development between sheep and 
goats. Sheep always remain with their 
young and are constantly followed by 
them from birth. Goats, like deer and 
many other ungulates, frequently leave 
their young during the first two weeks 
of life, while they go off feeding. At this 
age young kids will “freeze,” remaining 
motionless until the mother returns. 
This difference in early development is 
correlated with the fact that a goat flock 
shows a much less definite system of 
leadership than do sheep. There is a 
tendency for the old females to lead; 
but the tendency to follow is less strong, 
and the young animals are more likely 
to go in a different direction. 

In our studies of social development 
of the dog we have found another 
beautiful example of the relationship be- 
tween social development and adult s0- 
cial organization. Mothers are extremely 
attentive to their young during the first 
two weeks of life, before the young 
animal is capable of primary socializa- 
tion. Later the mothers begin to leave 
their young for long periods, returning 
only briefly to suckle them. The result 
is that during the period of socialization 
the puppies are constantly with their lit- 
ter mates and seldom sce their mother, 
so that the strongest primary relationship 
is developed with the litter mates. Cof- 
related with this is the fact that the typ 
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cal social group for dogs and wolves is 
the pack, a collection of males and fe- 
males who may all be of the same age. 

When we come to primates, we find 
that in this order of mammals, to which 
man belongs, there is a tremendous vari- 
ety of social organization and social de- 
velopment. Some develop very rapidly, 
as does the rhesus monkey; others de- 
velop slowly like the chimpanzee, but 
even the latter does not develop as 
slowly as man. All primates, however, 
have a long period of dependency in 
which the young animal is constantly 
cared for by its mother, in many cases 
being actually carried by her. 

Young rhesus monkeys normally cling 
to their mothers shortly after birth and 
are carried by her for some months. 
Harlow (9) has shown that newborn 
monkeys taken from their mothers will 
develop close emotional attachments 
with dummy mothers to which they can 
cling comfortably, even if the dummy 
produces no milk. 

Primary socialization thus takes place 


during the period of early dependency 


on the mother, so that the primary social 
relationship of a young primate is nor- 
mally developed with an older member 
of the same species. Relationships with 
animals of approximately the same age 
are formed at a later date. Correlated 
with this, all naturally formed primate 
Societies contain older and younger ani- 
mals, and relationships of dominance 
and leadership are frequently based on 
relative age. 

Field studies of primate behavior do 
not reveal much evidence of the evolu- 
tion of the human nuclear family in 
Other species (10). They do show, how- 
ever, a constant association of adult 
males and females together with their 
Offspring, a gathering which may be 
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called a “group family.” The division of 
such a group into nuclear families may 
either be a peculiarity of human biologi- 
cal evolution or a cultural invention. 

From these examples we may state 
an important hypothesis: that each 
species has a particular type of social 
development which is importantly re- 
lated to the type of social organization 
characteristic of the species. This being 
so, it follows that if social development 
is modified by any nongenetic means, it 
will produce either a change in social 
organization or a lack of adjustment to 
social organization. Likewise, if social 
organization is modified by any non- 
genetic means, without modifying de- 
velopment accordingly, the developing 
individual will now be maladjusted in 
that society. This is a brief statement 
of one of our basic human problems; ~ 
namely, that through the development 
of language and culture we have ac- 
quired the capacity to modify both so- 
cial development and social organiza- 
tion without reference to heredity. In 
order to predict the results of cultural 
change we need to know the basic bio- 
logical limitations of human develop- 
ment. 


THE PROCESS OF PRIMARY HUMAN 
SOCIALIZATION 

We are now beginning to obtain re- 
liable information of this sort, although 
there is much yet to be known. I shall 
summarize it briefly without attempting 
to refer to all sources. With regard to 
sensory development, the human neonate 
will respond to both light and sound. 
Lindsley’s and other studies of the EEG 
show that the alpha rhythm is poorly de- 
veloped at birth but begins to differen- 
tiate rapidly at about two months of age, 
indicating that the visual cortex is like- 
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wise developing rapidly (12). The ca- 
pacity for visual discrimination perhaps 
develops somewhat earlier. 

The development of motor capacities 
is quite slow—the average infant does 
not even begin to crawl until about seven 
months and does not walk until 14 
months. We still have very little detailed 
information regarding early intellectual 
development. All evidence indicates that 
the newborn infant responds to condi- 
tioning procedures much more slowly 
and ineffectually than does an adult. One 
example illustrates this point dramatic- 
ally. In attempting to condition the nurs- 
ing behavior of an infant, one investiga- 
tor found that he had succeeded in con- 

ditioning the flow of milk in the mother 
who was assisting in the process, without 
producing any definite effect on the 
child. Finally, social behavior patterns 
begin to appear with the development 
of the smiling response to a human face 
at around six weeks of age. 

Summing all this up, we can say that 
the human infant shows a definite neo- 
natal period whose primary function is 
the establishment of neonatal nutrition 
and that this period lasts until approxi- 
mately six weeks of age. Unlike the dog, 
in man the transition to adult sen- 
sory and motor processes is not concen- 
trated in one short period. A large part 
of the transition to adult capacities for 
vision occurs at the end of the neonatal 
period, but the transition to the adult 
form of locomotion does not occur until 
many months later. 

In the meantime the process of pri- 
mary socialization has begun, as we can 
infer from the development of the smil- 
ing response. First described by Spitz 
and Wolf (17), this has been reinvesti- 
gated in great detail by Ambrose (1), 
who measured the actual smiling time of 
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infants in response to a standard stim- 
ulus. In the average infant, smiling in re- 
sponse to a human face first appears at 
about six weeks of age, but smiling time 
does not begin to increase until about 
two months of age. There is a peak 
between 18 weeks and 21 weeks, after 
which it begins to fall off rapidly. At six 
months of age most human infants 
rarely respond to strangers, and for the 
next few months they may show a great 
deal of alarm when first approached. 
They evidently distinguish between 
strange and familiar faces. We can con- 
clude that the period of primary social- 
ization extends from approximately six 
weeks to six months of age. The de- 
velopment of the smiling response is 
very similar to the response of young 
puppies in making contact with strange 
people during their period of primary 
socialization (6). 

It is impossible to do with human in- 
fants the sorts of experiments which can 
be done with lower animals, in which in- 
fants are arbitrarily removed at different 
periods and reared by a different spe- 
cies. However, a relatively frequent oc- 
currence in human societies is the adop- 
tion of an infant by a different set of 
parents. On the basis of what is now 
known about human development, we 
would predict that human infants could 
be transferred during the neonatal pe- 
riod with no distress, provided adequate 
physical care is given. During the pe 
riod of primary socialization we would 
predict that the human infant would be 
emotionally upset but could readily form 
a new social relationship. After the pe- 
riod of primary socialization the process 
would be complicated by the fact that 
the infant has developed a fear response 
toward strangers, This would mean not 
that transfer would be impossible, but 
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TABLE 8, DEVELOPMENT OF TAIL-WAGGING; OCCURRENCE AT 30 DAYS OR EARLIER 
ee 


In Litters In Individuals 
Breed 5 

Wagging Wagging Proportion 

Observed alm Observed = PN (4 = 10%) 
Basenji 3 6 9 33 27 
Beagle 7 10 19 39 49 
Cocker 9 9 35 42 83 
Sheltie 5 6 14 25 -56 
WHF Terrier 3 5 9 21 43 
All Pure Breeds 27 36 86 160 „54 


that it would be more difficult, and that 
the possible bad results could be much 
modified by intelligent attempts to re- 
duce the fear response toward strangers 
and to lessen the emotional disturbance 
caused by loss of familiar figures. Gray 
(8) has summarized many of the studies 
of adopted children which bear on these 
predictions. 

What is the relationship of genetic 
variability within a species to the proc- 
ess of socialization? We have found that 
the general course of development in 
young puppies is similar in all the breeds 
that we have studied. Variations in the 
speed of development do not appear to 
be great. On the other hand, we have 
good evidence that the patterns of be- 
havior relating to the process of social- 
ization can be suppressed or exagger- 
ated. For example, basenjis develop 
greater fear responses to human beings 
under conditions of minimum contact 
than do the other breeds which we have 
studied. Wirehaired fox terriers rapidly 
develop a great deal of aggressive be- 
havior, which seriously interferes with 
the process of socialization to litter 
mates. We have never been able to raise 
fox terriers successfully in litters larger 
than three. In short, although fox ter- 
riers can live within large groups of less 
aggressive breeds they are genetically 


incapacitated for living in large social 
groups together (7). 

On the positive side, we can ask: Is 
there any sort of behavior in the dog 
that corresponds to the human smile? 
The latter behavior pattern appears 
early in development, lasts throughout 
life, and has no other function than vis- 
ual social stimulation, signalling a 
friendly and unaggressive approach. The 
canine behavior pattern which fits this 
description perfectly is that of tail- 
wagging; with a dog, one looks at the 
opposite end. 

In studying our descriptive accounts 
of puppy development in our “school- 
for-dogs” experiment, we found that 
tail-wagging was first seen at 17 days of 
age, in the very beginning of the period 
of socialization. By 30 days of age, more 
than half of all puppies had been seen 
wagging their tails. However, this figure 
includes 83 percent of the cockers and 
only 27 percent of basenjis (Table 3). 
The slow development of tail-wagging 
in the basenjis may not be so much a 
matter of actual delay as a difference 
in threshold of stimulation. At any rate, 
the young cockers were frequent “tail 
waggers,” and the young basenjis were 
not. 

We have every reason to expect that 
similar individual variation occurs in 
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the social behavior of human infants 
and that the intensity and persistence of 
emotional reactions might have a pro- 
found effect upon the process of early 
socialization. We already have Bayley’s 
study, which indicates that the relative 
speed of the onset of sexual maturity 
has an important effect on later social 
adjustment (2). 


CONCLUSION 


What can we say about the limita- 
tions of human social development? We 
have no primitive nonverbal human 
tribes to observe and compare, and 
anything that we say must be in the na- 
ture of enlightened speculation. 

First of all, there is a general tendency 
among primates to maintain lifelong 
social relationships and constant contact 
within a social group which contains in- 
dividuals of all ages. Because of his help- 
less nature, the infant primate will in- 
evitably make his first social attach- 
ments to his mother, and will only make 
contacts with others when he becomes 
capable of leaving his mother’s arms 
and joining others of his own age in 
play. This playful behavior probably 
sets the stage for the development of 
sexual relationships at maturity. Thus 
we have the young primate with rela- 
tionships established to older animals 
and to those his own age. But what 
about relationships with younger ani- 
mals? We can assume that parental be- 
havior is entirely a matter of instinct, 
but this seems unlikely in view of what 
we have seen of the development of 
other relationships. DeVore’s observa- 
tions of baboon behavior perhaps give 
us a clue (5). The infant baboon is 
enormously attractive to the whole 
group. As soon as the mother puts it 
down, older animals gather around to 
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fondle and play with it. If they get to 
rough and the infant cries, its moth 
immediately intervenes. In this way the 
older baboons learn that an infant is a 
pleasurable object, but must not be” 
harmed. 

We have already seen that the nuclear 
family of father, mother, and their o 
spring does not seem to have its counter 
part in other primates. The gibbon so= 
cial group described by Carpenter (3) 
has this composition, but this seems to” 
be merely the ultimate reduction of the 
primate group. There are no groups of 
gibbon families corresponding to the — 
groups of nuclear families which we find — 
in primitive human societies and which 
anthropologists usually describe as be 
ing organized as “extended families.” 

There being no evidence of the evolu- 
tion of the nuclear family organization 
in other primates, we might suggest that 
anthropologists re-examine their evi- 
dence for the universality of the nuclea 
family in all human societies. E 

Whatever the answer may be, there 
is at present an almost universal trend 
away from “extended family” toward 
“nuclear family” organization. We can 
predict certain consequences of this” 
trend, besides the obvious superficial” 
ones. The most important is a reduction” 
of opportunity to develop a relationship 
with younger individuals. 

On the basis of present knowledge, 
we can assume that a primate needs tO” 
develop three general kinds of satisfac- 
tory social relationships: with older in- 
dividuals, with peers, and with you 
ones. The semi-isolated nuclear fami 
provides for the primary socialization 
the infant to some older person Wi 
cares for it, usually the mother, but 
the father. By itself, the family cannot 
provide for socialization to peers unless 
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the children are born very close to- 
gether, and the development of relation- 
ships with younger children depends 
upon the child’s position in the family. 
In any case, this relationship cannot be 
developed without being complicated by 
some degree of sibling rivalry. This re- 
minds us that one of Freud’s accom- 
plishments was a description of the emo- 
tional problems of the semi-isolated nu- 
clear family. 

The latter part of this paper may 
seem to have little to do with our orig- 
inal statement that the time when the 
process of primary socialization occurs 
is a critical period for the development 
of future social relationships. However, 
you will remember that the infant ani- 
mal is genetically organized to go 
through this process within a social en- 
vironment peculiar to the species. The 
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behavior of the parent is the first part of 
that organization with which he comes 
into contact; if it is inappropriate, de- 
fective, or impermanent, the develop- 
ment of the relationship suffers accord- 
ingly. Furthermore, the genetic consti- 
tution of both parties is an important 
factor affecting its outcome. 

In summary, the growing body of in- 
formation regarding genetics and social 
development leads to an encouraging 
conclusion. We may hope that increas- 
ing knowledge of human social develop- 
ment will enable us to predict the con- 
sequences of social change and thus to 
avoid some of its ill effects as well as to 
realize the good ones, And we should 
eventually be able to organize social 
public health programs which are as ef- 
fective as our current programs of physi- 
cal health. 
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DISCUSSION 

Jonn D. RAINER, M.D.:* It is indeed 
gratifying to see the general shift in the 
behavioral sciences toward a compre- 
hensive view of the human organism in 
a temporal framework utilizing the con- 
tributions of modern genetics. The new 
look is typified by the paper just read. 

Admittedly, it would be too much to 
expect that this constructive approach 
has ipso facto resolved the nature-nur- 
ture controversy. All of us are guilty of 
falling into dichotomizing thinking when 
taken unawares. Nevertheless, the time 
seems to be at hand when a set of mod- 
ern research tools and a correspondingly 
new terminology will do for our biologi- 
cal and psychological spheres what it 
has for the realm of physics, for exam- 
ple, or cosmology. 

It may be helpful to divide the discus- 
sion of this paper into three parts: the- 
oretical framework, general biological 
laws, and study of the individual. 

Dr. Scott refers to behavioral de- 
velopment as a final, or at least current, 
product of evolution. This seems to me 
the most useful general framework for 


considering even such baffling dichot- 
omies as body-mind (compared to which 
tug of war nature-nurture is but a mild 
exercise). 

Turning in the study of behavior to 
the use of modern concepts of genetic 
interaction (an excellent word that 
eludes my attempts to find an occasional 
substitute for it), two comprehensive 
problems present themselves. They are 
not always sufficiently distinguished: One 
is the description of behavior develop- 
ment for an entire species, defining the 
role of genic, chromosomal, cytoplas- 
mic, biochemical, embryological, nutri- 
tional, experiential, and social factors; 
the other is the study of individual dif- 
ferences and how they come about. 

As to the first of these areas, one 
should be aware of the modern concept 
of gene function for which Gold- 
schmidt’s Theoretical Genetics is an ex- 
cellent and stimulating reference source. 
That genes are not autonomous but 
modified by other genes, by the total 
chromosomal balance, and, in their ef- 
fects, by the extra- and intra-organismic 
environment from the very word “go,” 
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is a generally accepted proposition in 
genetics but less well known to many 
behavioral scientists. 

At the behavioral level, Scott refers 
to the thought and work of ethology. 
Others have suggested a similarity be- 
tween the sensitivity periods of the biol- 
ogists and the cultural periods of the 
psychologists and ethologists, thus land- 
ing us squarely in the middle of the 
controversies now raging in biology and 
in psychoanalysis regarding the role of 
~ innate versus learned behavior. 

Is smiling an inherited response to a 
facial gestalt? Or is smiling a learned 
expression of pleasure at the satisfaction 
of being fed, soon to become a social 
act of recognition and communication? 
Subliminal perceptual interaction is cer- 
tainly significant in analyzing this prob- 
= lem, a fact that we have found quite 
© evident clinically in our current psychi- 

atric study of the deaf. 

While this debate concerns nature 
versus nurture, that was never really 
the problem in genetics. An organized 
pattern of adaptive activity may not be 
conceivable except as a result of inter- 
action with the surroundings. At the 
Same time, a pattern that even on the 

F chromosomal level defines the organ- 

ism’s part in this interplay must exist. 

__ Why should it be remarkable that iden- 
tical twins are very similar within a 
wide range of environmental differences? 
The matter calls for interdisciplinary 
investigation by chemists, biologists, and 
Psychologists alike. 

The importance of social relation- 
ships and their sequence is aptly de- 
scribed by Scott, who endeavors to de- 
fine basic capacities—motor, sensory, 
and intellectual. I wonder if he would 
Say more about the “capacity for pat- 
terns of social behavior” as an influence 
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on social relationships. Offhand, this 
reasoning would seem to be somewhat 
circular. His emphasis on processes— 
physiological and, later on, social needs 
(in humans these would also be called 
emotional needs)—as the guiding force 
behind the differentiation of social re- 
lationships seems to me wholly com- 
patible with genetic and psychodynamic 
theory. The more esoteric mechanisms 
of some ethologists may only be prod- 
ucts of the rapid rate at which the proc- 
esses take place at certain times. We 
know, of course, that genes may affect 
the rate of development—a concept used 
by Lauretta Bender, for example, in her 
approach to psychopathology, and by 
Goldschmidt in his balance theory of 
sexual differentiation. 

When it comes to studying individual 
differences and their development within 
a conceptual framework aimed at trac- 
ing such development ab ovo, one must 
first define the traits in some serviceable 
way. To quote Ernest Jones’s prophetic 
statement: “Ever since Mendel’s work 
it has been evident that in estimating the 
relation of heredity to environment in 
respect to any character, we have first 
to ascertain the component units in that 
character; in other words, what actually 
constitutes an individual gene. . . . By 
means of psychoanalysis one is enabled 
to dissect and isolate mental processes 
to an extent not previously possible, and 
this must evidently bring us nearer to 
the primary elements, to the mental 
genes in terms of which genetic investi- 
gations can alone be carried out . . . the 
next study to be applied would be one 
in the field of heredity.” 

Recent work in describing individual 
variation has been done principally with 
infants by such investigators as Levy, 
Escalona, Fries and Wolf, Mittelmann, 
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and Thomas. Thomas with his colleagues 
devised a method of obtaining and scor- 
ing data that would produce reliable and 
reproducible results, and established 
nine “categories of reactivity” that can 
be identified in early infancy and during 
the first few years of life. 

Dr. Scott compares patterns of social 
behavior in different breeds of dogs; my 
co-discussant has done considerable 
work with drosophila. In human infants, 
we ought to be able to utilize, instead of 
breeding experiments, more detailed 
methods of psychological observation 
and psychometric testing for delineating 
early traits and for distinguishing gross 
differences due to nutritional or medi- 
cal factors from variation among indi- 
viduals subjected to the same kind of 
environment. 

With twins, of course, there is a 
chance to utilize natural controls and to 
compare for similarities as well as differ- 
ences the development of monozygotic 

` and dizygotic twin pairs. The complex- 
ity of such an approach should not be 
minimized. It may be assumed generally 
that the genic pattern of identical twins 
is likewise identical. However, the path- 
way from this postulated molecular 
structure to the manifestation in later 
life of a behavioral trait is a tortuous 
one. Modern genetic theories do not 
preclude changes in gene action due to 
minor shifts in the balance of forces in 
the total chromosomal or nuclear struc- 
ture, which thereafter perpetuate them- 
selves via divergent biochemical path- 
ways. Furthermore, interactional pat- 
terns during embryonic life leading to 
gross phenotypic differences can only be 
broadly subsumed under the heading of 
“expressivity.” Intensive study of dis- 
similar pairs of twins is bound to throw 
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light on important developmental phe- 
nomena. 

The distinction between how an ani- 
mal imprints and whom it imprints was 
mirrored in some work done by Mesni- 
koff, Kolb, Carr, and myself on identi- 
cal twins dissimilar with respect to 
homosexuality. Psychological tests as 
well as psychoanalytic data revealed 
certain essential similarities, while at the 
same time they furnished suggestions re- 
garding the interactional development of 
divergent overt behavior. 

Other lines of research can make it 
possible to associate certain gross mal- 
adaptive syndromes, that have been 
shown on the basis of family and twin 
studies to be traceable to the earliest 
genetic endowment, with differences in 
biochemistry or in the genetic substance 
itself. Such a break-through is now tak- 
ing place in Mongolism and may not be 
too far off in schizophrenia. 

Clinical applications of the approach 
advocated by the speaker are to be 
found in the areas of child psychiatry 
and advice on child-rearing, in genetic 
counseling, and in the keener psychi- 
atric understanding of a patient within 
the setting of his family. It must not be 
forgotten, as Scott points out, that the 
genetic constitution of both parties, par- 
ent and child, may affect the develop- 
ment of the latter; each reacts to the be- 
havior of the other from the moment 
the mother first sees her baby. 

By the same token, however, I would 
amend his statement that it is possible to 
modify social development and social 
organization without reference to hered- 
ity. The fact is that no well-planned 
population study (demographic, epi- 
demiological) can disregard such forces 
as in-marriage and assortative mating 
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patterns, formation and breakup of 
genetic isolates, migration, genetic drift, 
and the effects of mutation and selec- 
tion—without risking the formation of 
misleading opinions as to basic causes. 
Only with the principles of population 
genetics firmly in mind can one assess 
the influence of social factors, them- 
selves so much the product of biological 
evolution. 

There is no doubt that men and pop- 
ulations can choose and create their 
own environment. It seems equally evi- 
dent that the further evolution of the 
human organism depends primarily on 
avoiding the dysgenic effects of war, 
underfeeding, negative selection, and 
ionizing radiation. To think and act in 
this area with full knowledge of conse- 
quences demands at the very least a 
basic knowledge of genetics. 

To my mind, the nature-nurture 
dichotomy was perpetuated in the past 
by the suspicion on the part of clinicians 
and pragmatic thinkers that genetics 
represented a blind alley and a form of 
stand-patism in behavioral research, I 
heartily trust that the work and con- 
cepts embodied in this afternoon’s dis- 
cussion will go a long way toward 
dispelling this notion and help to under- 
Score the dynamic role genetics plays in 
processes of change—whether biochemi- 
cal, psychological, or social. 


Jerry Hirscu, Pu.D.:* We have had 
the good fortune today to hear a very 
stimulating presentation of recent de- 
velopments in genetics and the study of 
social behavior, two fields which are 
basic to modern orthopsychiatry. It is a 
Pleasure to discuss this paper. Most of 
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my comments will be in the nature of 
amplifying well-taken points, ably made 
by the author. 

Dr. Scott has reviewed some of the 
more important recent studies of social 
development and of the simpler forms 
of social organization in mammals. We 
have seen that, for the development of 
many new social relationships, critical 
periods exist which determine in an im- 
portant way the nature of each relation- 
ship. In many species changes in social 
relationship are strongly correlated with 
the development of basic sensory and 
motor capacities. Furthermore, the order 
and timing of the developmental se- 
quence often varies from one population 
to another. This is also true of social 
organization, litter size, dependency re- 
lationships, etc. 

It appears that each species has at 
least one characteristic type of social de- 
velopment which may be importantly 
related to the type of social organization 
characteristic of that species. What we 
do not yet understand are the rules, if 
any, of these systems and how they in- 
teract. Certain types of development are 
observed to precede certain types of so- 
cial organization. We must now learn 
how these observed sequences are pro- 
grammed as well as what alternative 
programs are possible. What precursors, 
if any, are necessary conditions for ad- 
justment to a given type of social organi- 
zation? What aspects of social organiza- 
tion, if any, represent the necessary 
conditions for the adjustment of individ- 
uals of a given developmental history? 
These problems would be difficult 
enough to analyze if it could be assumed 
that every individual in a given species 
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was the same as every other individual 
in that species with respect to the way 
they react to the various possible se- 
quences of conditions for social develop- 
ment and social organization. Genetics, 
however, shows that the individual 
members of biparental species tend to 
be genotypically unique; and behavior 
genetics finds that the underlying geno- 
typic diversity is frequently correlated 
with individual differences in behavior. 
This fact was illustrated by the differ- 
ence between the wirehaired fox terriers 
and the African basenjis as well as be- 
tween the two subspecies of mice. This 
means that for a given genotype there 
may be a set of alternative possible pro- 
grams of social development and social 
organization and that the set of alterna- 
tive possible programs may be different 
for different genotypes. 

While the complexity implied by this 
possibility may be disconcerting to those 
of us with a preference for simplicity 
and parsimony, the picture that emerges 
is nevertheless consistent with the pic- 
ture that is developing of evolution. It is 
becoming clear that behavior may have 
played a critical role in evolution since 
behavior often determines which indi- 
viduals survive and which of the survi- 
vors reproduce. The complex picture 
that is emerging may account for both 
the observed uniformities and diversi- 
ties. Adjustment to the norm of a pop- 
ulation may well have determined which 
individuals contributed offspring to that 
population. On the other hand the non- 
conformists may well have migrated and 
founded populations with different 
norms. 

The implications of this picture for 
the understanding of man are numerous 

since human social development and so- 
cial organization have taken a variety of 
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forms at different times and in different 
populations. Furthermore, the reaction 
patterns evoked by a given system from 
the individuals born into it seem to cover 
a wide spectrum. One of the problems 
we must face is illustrated by an anec- 
dote told by my colleague at the Center 
for Advanced Study in the Behavioral 
Sciences, Jack Getzels of Chicago. Dur- 
ing the war Getzels served on an assess- 
ment panel. At one meeting a psychia- 
trist presented an evaluation of a man 
who had lost both parents at an early 
age and who had been subjected to all 
the adversities that could be visited on a 
developing youngster. The psychiatrist's 
evaluation was that through hardship 
this man had developed excellent emo- 
tional stability, independence, etc. He 
could surely be depended upon in a 
crisis. As many of you undoubtedly 
know, in the frequent presentation of | 
case histories the details tend to get Or- 
ganized into a characteristic rhythmic 
pattern. The panel on which Getzels 
was sitting heard many other reports 
that day. Several hours later the same 
psychiatrist reported on another man 
who had experienced practically the 
identical developmental history. He had 
lost both parents at an early age. He had 
been subjected to all the insecurities, 
buffetings, and adversities that could be 
visited by modern society on a develop- 
ing youngster, etc. Therefore, concluded 
the psychiatrist, this man is now very 
dependent, insecure, and emotionally 
unstable. He most certainly would not 
be dependable in a crisis. In those days 
Getzels was still young and very green 
about these matters. He immediately 10- 
terrupted the psychiatrist and reminded 
him of the carlier case in which on the 
basis of the identical background infor- 
mation the opposite conclusions had 


DISCUSSION: JERRY HIRSCH 


been reached. Patiently and in an un- 
ruffed manner, the psychiatrist turned 
to young Getzels and said, “Don’t you 
know, young man, that the same fire that 
hardens steel melts butter?” 

In their excellent book, Behavior 
Genetics, Fuller and Thompson arrive 
at the same conclusion and state it in 
more general terms: “The significant 
contribution of behavior genetics is its 
documentation of the fact that two in- 
dividuals of superficially similar pheno- 
type may be quite different genotypically 
and respond in completely different 
fashion when treated alike.” The broad 
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outlines of the complicated task we now 
face are becoming clear. We must study 
social development and social change, 
and learn how these interact with the 
distribution of physiological and bio- 
chemical correlates of particular behav- 
iors in a spectrum of ever-changing geno- 
types. I doubt whether we will ever 
again be easily seduced by pat solutions, 
hereditarian, behavioristic, Freudian, 
Marxian, or any other. Certainly our in- 
creased knowledge is making us better 
equipped to formulate the important 
practical problems in more specific and 
manageable terms. 


PSEUDO-TRANSFERENCE REACTIONS DUE TO 
CULTURAL STEREOTYPING* 
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A therapist's culturally determined, derogatory, stereotyped attitudes toward a 
patient based on his sex, race, religion, or socio-economic status may create 
disturbed, negative reactions of the patient to the therapist which can be incor- 
rectly interpreted as neurotic transference phenomena. Significant distortions 
of the diagnostic and therapeutic process can occur when both therapist and 
patient are unaware of the nature of such pseudo-transference reactions. 


ite DELINEATION and analysis of 
transference phenomena play a key 
role in classical psychoanalytic treat- 
ment as well as in other forms of inten- 
sive analytic psychotherapy. The irra- 
tional, inappropriate, and distorted re- 
sponses of patient to therapist are con- 
sidered to represent “a reliable sampling 
of the patient's personality problems” 
(7, p. 334). This sample is used by the 
therapist to clarify for himself and for 
the patient the nature of the unconscious 
neurotic patterns and conflicts responsi- 
ble for these transference phenomena. 
Thus, for example, if a patient responds 
to a reasonable, constructive criticism 
by the analyst with marked hostility, 
this is interpreted as an indication that 
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the patient must have an inappropriate 
vulnerability to criticism. The analyst 
will then explore the nature of the intra- 
psychic psychodynamic constellation re- 
sponsible for this vulnerability, the 
genesis of the pattern in early childhood 
experiences, and the ramifications of its 
influence on his attitudes and behavior 
in current life situations. The goal is 
also set for the patient to replace these 
irrational responses by appropriate 
healthy attitudes and behavior in the 
therapeutic situation, with the hope that 
this will be accompanied and followed 
by similar constructive change in psy- 
chological functioning in the outside 
world. 

Before the irrational responses of pa- 
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tient to therapist can be considered as 
true transference phenomena arising out 
of the patient’s own psychic disturb- 
ances there must be assurance that they 
are not appropriate reactions to un- 
healthy attitudes and behavior present 
in the therapist, the so-called counter- 
transference phenomena. In such in- 
stances, where the patient’s apparently 
disturbed responses are actually appro- 
priate and realistic, they can well be 
characterized as pseudo-transference re- 
actions. In classical psychoanalysis the 
attempt to minimize counter-transfer- 
ence phenomena takes two forms: (1) 
the elimination of individual unconscious 
sources for psychic disturbances in the 
therapist through his own personal psy- 
choanalysis; and (2) the lack of intru- 
sion of the therapist’s personality into 
the therapeutic situation by the main- 
tenance of an impersonal, objective 
aloofness. However, in a recent thought- 
ful and systematic review of the experi- 
mental and clinical psychological and 
psychiatric literature, The Dynamics 
of the Psychotherapeutic Relationship, 
Frank indicates that the second objec- 
tive may be unrealistic and unattain- 
able (3). He enumerates various influ- 
ences—such as the therapist's convic- 
tion as to his theory and technique, the 
patient’s motivation to win the therapist’s 
approval, and the ambiguity resulting 
from the therapist's aloofness—which 
heighten enormously the patient’s sug- 
gestibility to the attitudes and ideas of 
the therapist. Furthermore, this suggesti- 
bility makes the patient vulnerable to all 
Sorts of subtle and indirect cues from 
the therapist—such as slight changes in 
expression, variations in verbal intona- 
tion, shifting movements in the chair, 
Variations in respiration, etc.—which 
May indicate to the patient how the 
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therapist is responding to him at the 
moment. As a result “the therapist may 
transmit his expectancies to the patient 
and so influence the latter’s productions 
in treatment, often without the aware- 
ness of either” (3). 

The awareness that the nature of the 
psychotherapeutic situation makes the 
therapist’s attitudes, ideas, and values an 
important influence even when he is try- 
ing to function with the traditional aloof- 
ness and impersonality of the psycho- 
analyst has resulted, as recently pointed 
out by Marmor, in “an increasing rec- 
ognition among psychoanalysts that the 
psychoanalytic process is a dynamic 2- 
way interaction between the therapist 
and the patient. . . . In this process the 
therapist’s personality, his value system, 
and his techniques of interaction, non- 
verbal as well as verbal, are being rec- 
ognized as at least as important as the 
uncovering of repressed content which 
has been the cornerstone of the tradi- 
tional model of the psychoanalytic proc- 
ess. The increasing awareness of this 
among psychoanalysts has been re- 
flected in recent years in the growing 
literature on the subject of counter- 
transference attitudes in the analyst and 
their effects upon the analytic process” 
(9). 

It is the purpose of this paper to call 
attention to the important negative in- 
fluence on the therapeutic process that 
may occur when the therapist exhibits 
a culturally determined, derogatory, 
stereotyped attitude toward the patient 
in terms of the latter's sex, race, re- 
ligion, or socio-economic status. Such 
cultural stereotypes are peculiarly ca- 
pable of producing pseudo-transference 
reactions for two reasons. Firstly, be- 
cause the therapist shares these atti- 
tudes with other members of his own 
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group he is less likely to be aware that 
they are irrational and inappropriate 
than he would be with personal un- 
healthy reactions of an idiosyncratic 
character. Secondly, the patient is likely 
to be especially vulnerable to any evi- 
dence of such culturally determined de- 
rogatory attitudes in the therapist inas- 
much as he has experienced them and 
suffered from them over and over again 
in the outside world. Where the thera- 
pist is unaware of the part played by his 
own attitudes in producing distorted, 
antagonistic responses in the patient he 
may very well attribute these responses 
to a negative transference reflecting the 
patient’s own neurotic difficulties. Where 
the patient is also unaware of the true 
basis for such antagonistic reactions he 
will very likely agree with the thera- 
pist’s diagnosis of negative transference. 
Apparent confirmation of this diagnosis 
will usually be forthcoming in the 
abundant evidence of a similar pattern 
of disturbance in the patient’s past and 
present functioning in various life situa- 
tions. The similarity in behavioral diffi- 
culties in the therapeutic situation and 
the outside world will appear to rein- 
force the confidence that the transfer- 
ence reaction can provide an accurate 
guide to the nature and manifestations 
of the patient’s inner psychic disturb- 
ances, 
This type of patient-therapist interaction may 
be illustrated by the case of a young woman 
who entered psychoanalytic treatment be- 
cause of symptoms of a neurotic character 
disorder. She was involved in developing a 
career in a field which brought her into real- 
istic competition with a number of men. Her 
analyst held to the stereotyped idea that the 
normal woman should be passive and that 
active competition with men in work was a 
denial of femininity. The patient responded 
to the various overt and indirect indications 


of this attitude by developing anxious and 
hostile reactions to the analyst which were 
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interpreted by the latter as a negative trans- 
ference due to penis-envy. Similar hostile re- 
actions to her male boss and co-workers were 
adduced as confirming the accuracy of this 
interpretation. The patient became more anx- 
ious and hostile as the analysis continued in 
this direction and finally broke off treatment. 


After several months she sought help again . 


and was referred to me. A different ti; iment 
situation was developed based on the idea 
that an active career in the business world 
did not necessarily represent any denial of 
femininity, and that competitiveness with men 
in work might be an objective and realistic, 
even though regrettable, issue. With this 
orientation the anxious hostile reactions so 
much in evidence in her first analytic treat- 
ment situation did not reappear. Rather than 
a true negative transference, these disturbed 
Teactions appeared to have been pseudo- 
transference responses to derogatory attitudes 
in the analyst. The elimination of the pseudo- 
transference made it possible for the treat- 
ment to develop productively with the delinea- 
tion and eventual modification of those irra- 
tional, destructive attitudes and behavior 
manifested in her work, in her personal life, 
and in the therapeutic situation which were 
the result of intrapsychic disturbances. 


A survey of the psychiatric literature 
indicates that psychiatrists are unfor- 
tunately not immune to stereotyped de- 
rogatory attitudes that are prevalent in 
our culture. On a number of occasions 
Freud himself openly expressed attitudes 
of marked derogation toward women, 
comprising most of the stereotyped 
formulations. In his article on the psy- 
chology of women he asserted: “One 
might make an attempt to characterize 
femininity psychologically by saying that 
it involves a preference for passive 
aims” (4, p. 157). He also wrote: “It 
must be admitted that women have but 
little sense of justice, and this is no 
doubt connected with the preponderance 
of envy in their mental life; . . . We say 
also of women that their social interests 
are weaker than those of men, and that 
their capacity for the sublimation of 
their instincts is less” (p. 183). In a later 
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article Freud, in line with the prevalent 
opinion of his culture, affirmed the su- 
periority of men over women: “Charac- 
ter traits which critics of every epoch 
have brought up against women—that 
they show less sense of justice than men, 
that they are less ready to submit to the 
great necessities of life, that they are 
more often influenced in their judg- 
ments by feelings of affection or hostil- 
ity—all these would be amply accounted 
for by the modification in the formation 
of the super-ego which we have already 
inferred. We must not allow ourselves to 
be deflected from such conclusions by 
the denial of the feminists, who are 
anxious to force us to regard the two 
sexes as completely equal in position 
and worth” (5, p. 197). 

In recent times these formulations 
have been echoed by other writers, not- 
ably by Helene Deutsch in her influen- 
tial book, The Psychology of Women 
(2). She maintained that there were 
“three essential traits of femininity— 
narcissism, passivity and masochism” 
(p. xiii); that these were fixed, un- 
changeable characteristics; and that “the 
fundamental identities ‘feminine-pas- 
sive’ and ‘masculine-active’ asserted 
themselves in all known cultures and 
races” (pp. 224-225). She labeled the 
progress made by women in entering 
fields of work hitherto closed to them as 
an “invasion of the masculine profes- 
sions” through which “the masculiniza- 
tion of women was unmistakably ex- 
pressed” (p. 385). She further indicated 
her feeling that this is an unhealthy 
trend, and preferred that women give 
up work in the outside world and re- 
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turn to the home, “to the basically con- 
servative because always dominant fem- 
inine experience” (p. 386). 

Cultural stereotypes regarding the in- 
feriority of the American Negro are 
also not inconspicuous in the psychia- 
tric literature. In the past these deroga- 
tory characterizations were crude and 
blatant, involving statements that Ne- 
groes are superstitious, changeable in 
impulse and emotional, lacking in the 
grasp of abstract ideas (10) and drawing 
a fainter line of demarcation between 
illusion and knowledge and dreams and 
facts than do “more civilized races” 
(8).1 In recent years a new variant of 
this stereotype of Negro inferiority has 
become evident in the literature: His 
basic inferiority is still asserted, but the 
cause is shifted from an intrinsic racial 
characteristic to the effects of oppression 
and discrimination. This viewpoint is 
elaborated at length by Kardiner and 
Ovesey in a recent book devoted to a 
psychosocial study of the American Ne- 
gro and typified by this statement: “It 
is easy to see from this inventory that 
the Negro has no possible basis for a 
healthy self-esteem and every incentive 
for self-hatred. The basic fact is that in 
the Negro aspiration level, good con- 
science and even good performance are 
irrelevant in the face of the glaring fact 
that the Negro gets a poor reflection of 
himself in the behavior of whites, no 
matter what he does or what his merits” 
(6, p- 297). In such formulations the 
characterization that all Negroes must be 
psychologically inferior because of ex- 
posure to prejudice constitutes a stereo- 
type. There is no question that continual 


d with approval as recently as 1947 in an article by 
Negro Troops Overseas, in the American Journal of 
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subjection to prejudice and discrimina- 
tion is a serious mental health hazard, 
and has significant unfavorable psycho- 
logical effects on very many individuals. 
The stereotyped thinking, however, as- 
sumes that everyone so exposed must be 
seriously injured and affected in such a 
way as to make him qualitatively in- 
ferior to the in-group. It is as if one 
were to say that because exposure to 
tuberculosis is physically dangerous and 
harmful, all individuals so exposed must 
necessarily become physically inferior. 
One other variant of this type of think- 
ing is found in an article by Wilson and 
Lantz in which it is considered that the 
inferior position of the Negro in the 
South 40 years ago was nevertheless 
“honorable and respected” and that the 
movement of the southern Negro toward 
equality since then has been accom- 
panied by psychological uncertainty and 
an increase in mental illness (11). 

It need hardly be pointed out that 
there is an important body of studies in 
the recent psychological and psychiatric 
literature concerned with the scientific 
refutation of derogatory cultural stereo- 
types based on sex, color, race, religion, 
and socio-economic status. However, 
such stereotypes are expressed suffi- 
ciently in the literature by respected 
members of the psychiatric profession 
to make it evident that they are not in- 
consequential or inconsiderable, Over 
the years I have seen a number of pa- 
tients who have been exposed to de- 
rogatory, culturally determined, stereo- 
typed attitudes in the psychotherapeutic 
situation with unfavorable results. Some 
of the patients were aware of the pre- 

judicial character of the therapist’s atti- 
tudes in the psychotherapeutic situation 
and terminated treatment. Some of the 
patients were unaware of the reasons for 
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their antagonistic responses, accepted 
the interpretation that these were due to 
neurotically determined negative trans- 
ference reactions, and continued in 
treatment. Eventually, however, the 
treatment foundered because no valid 
basis could be developed for the resolu- 
tion of this “negative transference.” 


As one example, there was a Negro man who 
came to me because of psychoneurotic dis- 
turbances after a previous period of unsuc- 
cessful analytic treatment elsewhere. His 
other therapist had approached him with the 
attitude quoted above: that the psychic in- 
juries he had suffered as a result of lifelong 
discrimination had made him into a basically 
inferior person. It was not the patient’s fault, 
it was a great injustice, but nevertheless it 
was true. Although expressed subtly, this der- 
ogation of the patient’s basic personality was 
clearly communicated to him by the analyst 
and resulted in the progressive alienation of 
the patient until the therapeutic relationship 
was ruptured. In the new treatment situation 
the patient was evaluated as having impres- 
sive evidences of a normal, healthy aspect to 
his personality structure, as evidenced by the 
character of his functioning in his work and 
personal life. To begin with, his psychoneu- 
rotic difficulties were considered to have arisen 
out of the nature of the family constellation 
in which he grew up, as it might with any 
other person. The discrimination and preju- 
dice he suffered had served to intensify and 
aggravate his neurotic patterns but had in no 
way served to make him an inferior human 
being. With this approach treatment pro- 
ceeded with no evidence of the previous nega- 
tive pseudo-transference reactions and with 
an eventual very successful outcome. 


It is the responsibility of the psycho- 
therapist to be constantly on the alert to 
the possibility of culturally influenced, 
unhealthy stereotypes expressing them- 
selves with any patients toward whom 
such prejudices might exist. The thera- 
pist cannot rely on the patient to signal 
their occurrence. The victim of prejudice 
not infrequently accepts its validity. A 
patient who does this may not rebel at 
the therapist’s derogatory attitude as 
long as the latter makes an exception of 


as being “different” from the other 
‘members of his out-group. 


For example, a patient of mine, a single 
woman in her thirties with an independent 
and successful career of her own, functioned 
Gn terms of denying that she was like other 
Women. She insisted that dating and mar- 
Tiage were not important for her and that 
she had no interest in motherhood. She was 
“hot disturbed if other women were regarded 
contemptuously by men; to the contrary, her 
own attitude was similar. In the treatment 
Situation she was extremely sensitive to any 
indication, no matter how minor, of lack of 
Attention to or respect for her. If, for exam- 
she was kept waiting a few minutes she 

e hostile and reproachful for several 
days. She refused to accept the formulation 
that infrequent episodes of such a minor 
nature were bound to occur by accident. Fi- 
nally, I asked her whether she thought my 
“lack of respect” for her could be the re- 
sult of a culturally determined contemptuous 
“attitude toward her as a woman, She reacted 
to this suggestion with intense disturbance 
and hostility which lasted for many days. 
As she expressed it, it was bad enough for 
_ Me to show lack of respect for her, but it was 
infinitely worse if this resulted from my re- 
garding her as a woman like all other women. 
Also, it did not bother her if I were con- 
_ temptuous of women in general as long as I 

made an exception of her. 


In a previous publication by the au- 
thor with Chess and Clark entitled Zm- 
portance of Cultural Evaluation in Psy- 
chiatric Diagnosis and Treatment it was 
pointed out that “an evaluation of the 
_ healthy or morbid psychological aspects 
_ Of an individual can be made only in 

‘terms of what is appropriate and effec- 
tive functioning within the specific cul- 
tural milieu. If this principle is not kept 
in mind, then the frequent difference 
between patient and psychiatrist in so- 
cial, economic or cultural status will 
lead the psychiatrist to make the error 
_ Of using his own status as the norm and 
_ that of the patient, if different, as the 
deviation from the norm” (1). The pres- 
ent report suggests that it is important 


899 


for the psychotherapist to be aware of 
the influence of the cultural milieu not 
only on the patient but also on himself. 
The psychotherapeutic setting does not 
produce a culture-free interaction. To 
the contrary, the very intensity of verbal 
and nonverbal communication which 
occurs in this setting makes it not un- 
likely that culturally determined stereo- 
typed attitudes will manifest themselves 
unless the therapist is aware of them and 
makes every effort to eliminate them. 


SUMMARY 


The accurate delineation of the pa- 
tient’s transference reactions to the 
therapist in analytic psychotherapy is a 
key factor in the determination of the 
characteristics of the patient's neurotic 
personality structure. Disturbed, un- 
healthy responses of the patient in the 
therapeutic situation cannot, however, 
be assumed to be necessarily transference 
phenomena. They may be “pseudo- 
transference” responses to unhealthy at- 
titudes or behavior of the therapist, and 
therefore not an accurate reflection of 
the patient’s neurosis. The well-known 
counter-transference phenomena caused 
by an unhealthy pattern of individual 
origin in the therapist can produce such 
pseudo-transference reactions. 

Another important cause for such 
pseudo-transference responses is found 
in the culturally determined, unfavor- 
able, stereotyped attitudes on the thera- 
pist’s part based on the patient’s sex, 
race, religion, or socio-economic status. 
Patients can be especially sensitive to 
such attitudes in the therapist since they 
are repetitions of innumerable similar 
experiences in the outside world. Stereo- 
types concerning femininity and the 
psychological characteristics of the Ne- 
gro are cited from the psychiatric litera- 
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ture, and illustrative case material dem- tions of the diagnostic and therapeutic 
onstrates the characteristics and im- process that occurs when both the thera- 
portance of the pseudo-transference re- pist and the patient are unaware of the 
actions due to such attitudes. The ma- nature of such pseudo-transference re- 
terial emphasizes the significant distor- sponses. 
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Intensive psychotherapy during the adolescent period requires specific modifi- 
cations. These are discussed in relation to the preparatory phase, to the active 
versus passive therapist, and to the structuring of conflicts. Therapy aims at 
restoring progressive development. Toward this end an orientation in the ado- 


lescent process is essential because it re 


lates treatment to the phases of adoles- 


e The ways in which treatment is guided by and related to the respective 
rive- and ego-organizations of the adolescent period are illustrated in the phase 


of male and female preadolescence. 


E: APPLICATION of intensive psy- 
chotherapy during the adolescent 
period has been questioned over the 
years as often as it has been affirmed 
with regard to its appropriateness and 
effectiveness. The negative opinion was 
based on the notion that intensive ther- 
apy tends to undo repressions, to 
weaken defenses, in short, to flood the 
adolescent mind with unconscious fan- 
tasies and urges which easily overtax its 
integrative potential. Psychoanalysis 
seemed therefore an especially inappro- 
priate method for this age. Supportive, 
reassuring, manipulative, and relation- 
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ship therapy, that is, ego-building and 
ego-strenthening techniques, were con- 
sequently considered the more appro- 
priate interventions during adolescence. 
Therapists in favor of intensive therapy 
of adolescents saw no intrinsic danger in 
the analytic method because the ego’s 
integrative capacity is kept under con- 
stant scrutiny during analytic therapy. 

The relative weakness of the ego 
vis-a-vis the powerful drives is consid- 
ered typical for the pubescent individual. 
Consequently, the need for proper dos- 
age and timing of instinct interpretations 
became generally accepted as an in- 
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trinsic aspect of adolescent therapy. Ego 
interpretations take the center of the 
stage for long stretches of time. The 
fear that the adolescent ego will be 
overwhelmed by the instincts if we 
weaken the defensive system by ill- 
timed interpretations and consequently 
invite a state of panic, even if only 
transient, seems to me to be true for any 
age. The reluctance to use intensive 
therapy with adolescents is based on 
cases which at no age would be con- 
sidered promising candidates for inten- 
sive therapy. No generalization can be 
based on these adolescent cases of bor- 
derline functioning with reference to 
adolescence in its typical form. We 
often mistake preconscious as uncon- 
scious material, and project our own 
apprehensions on to the adolescent, The 
controversy resolves itself to the ques- 
tion: What do we mean by intensive 
therapy? 
In answering this question let us first 
tule out as criteria such formalities as 
frequency of sessions and the supine po- 
sition on the couch. We would come 
closer to a dynamic formulation by say- 
ing that intensive therapy makes resist- 
ance (defenses) and transference the ob- 
ject of systematic investigation or inter- 
pretation. This focus necessarily leads 
to reconstruction with the help of mem- 
ories or dreams. In a broader sense we 
might say that intensive therapy restores 
a lost or disrupted continuity in ego ex- 
perience. Such a restorative achieve- 
ment has far-reaching consequences: It 
Promotes the process of individuation, 
it establishes firm ego boundaries, it 
stabilizes the distinction between self 
and object, and it enhances the faculty 
of reality testing. I shall be content for 
the moment with this definition of in- 
tensive psychotherapy and proceed to 
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ask a question of a more practical bent. 

When we talk about adolescents we 
refer to male and female individuals be- 
tween the ages—roughly speaking—of 
10 and 20. The representatives of such 
heterogeneous developmental stages can- 
not possibly be lumped together with 
the hope of establishing over-all con- 
gruities and similarities which render 
their behavior intelligible. What the 
various adolescent stages have in com- 
mon is the simple fact that all through 
the second decade a process of person- 
ality differentiation takes place which 
transforms the child into an adult. Re- 
garding the treatment situation, the ado- 
lescent shares with the child the fact 
that an outside agency initiates his ther- 
apy; with the adult he shares the privi- 
lege that others, especially the parents, 
are excluded from his therapeutic pri- 
vacy. What started as an act initiated by 
the environment must become a totally 
self-motivated endeavor. 

The two facts—namely that the per- 
sonality at adolescence is in flux and 
that therapy is called upon to serve 
various interests of the environment, 
both characteristic of adolescent ther- 
apy—suggest that a planned and ex- 
plicit preparatory phase in adolescent 
treatment is indicated. This is more 
true for some cases than for others. 
However, such a preparatory phase 
seems desirable in order to put the 
therapeutic work on firm ground. The 
time needed for this preparatory work 
varies from case to case. We can often 
observe that a too vehement initial 
eagerness by the therapist evokes in the 
adolescent a negative reaction. In gen- 
eral terms the preparatory phase aims 
at establishing a therapeutic alliance by 
eliciting in the adolescent the trust and 
conviction that the therapist’s actions 
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and interferences are extended in the in- 
terest of the adolescent’s progressive de- 
velopment. By siding with the adoles- 
cent’s ego or rather with that part of his 
ego which desires change through ther- 
apy, the therapist will necessarily arouse 
recurrent waves of frustration which will 
always threaten to disrupt the thera- 
peutic alliance. The preparatory phase 
is instituted to acquaint the adolescent 
with the therapeutic situation, with tech- 
nique and role designations. To say it 
differently, the preparatory phase deals, 
superficially perhaps, with the most ob- 
structive and disturbing fantasies, 
fears, and hopes with which the adoles- 
cent approaches treatment. If these ad- 
verse forces are not dealt with at the 
- outset they threaten to disrupt treatment 
before it can begin. 

It often happens that the parents’ di- 
vided and contradictory attitudes to- 
ward treatment render the therapeutic 
situation the battleground for mutual 
ambivalence conflicts between parent 
and child. If this displacement is al- 
lowed to persist, the adolescent uses the 
treatment situation as such to act out 
his positive and negative attitudes toward 
his parents or theirs toward him, The 
displacement of an ambivalence conflict 
to the therapeutic situation is often mis- 
taken as a transference problem. This 
clinical picture presented itself to me in 
the case of an 18-year-old girl with so- 
Cial inhibitions, temper outbursts, and 
hysterical symptoms, The mother had 
made all the arrangements about treat- 
ment while the father was ignored by 
both mother and daughter. During the 
first weeks the girl complained repeat- 
edly that she was afraid the expenses of 
treatment might kill her hardworking 
father. In her family nobody told any- 
thing to anybody. While she was most 
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cooperative and eager for therapy, she 
could not see how she could possibly 
have three sessions weekly; her father 
could not afford them. This was con- 
firmed by the mother, who was eager for 
the treatment of her daughter. 

I insisted on seeing the father and did 
so with the full endorsement of the pa- 
tient. When I finally talked with him I 
realized that the therapeutic situation 
had been used to act out a pathological 
family constellation in which the daugh- 
ter had reluctantly sided with the 
mother. The father, presumably antag- 
onistic to treatment, showed in a forth- 
right manner his appreciation for my 
insistence on talking with him. He 
wanted his daughter to have the number 
of sessions she needed, and he added 
that it was up to him to make them 
financially possible. Safeguards against 
similar exploitations of the therapeutic 
situation as such must be established 
early in therapy; only then will the con- 
flictual problem become accessible to 
therapy instead of remaining extrane- 
ous to it through acting out. Dealings 
with parents should take place at the 
very beginning of treatment because 
later on such interferences only tend to 
complicate the therapeutic situation. 

In this connection it should be men- 
tioned that the passivity of the therapist, 
often considered an obligatory hallmark 
of intensive therapy, can have a most 
detrimental influence on the therapeutic 
situation at adolescence. The adolescent 
tends to experience his own feelings and 
thoughts as originating outside himself. 
He has a tendency to project. Pro- 
longed silences in therapy are counter- 
indicated in most adolescent cases. 
The “screen therapist” has no place at 
this age, certainly not at the outset of 
treatment. Here one has to consider the 
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adolescent state of increased narcissism 
which has to be counteracted by outside 
stimuli. Prolonged silences in therapy 
mobilize projective mechanisms with the 
result that the patient’s ego boundaries 
become blurred and anxiety drives the 
adolescent into acting out, withdrawal, 
or negativism. It is necessary in adoles- 
cent therapy constantly to keep in mind 
the disorganizing influence of silences. 
The therapist’s activity must remain 
always tuned to the adolescent's thresh- 
old of tolerance in relation to non- 
communicated internal stimuli. 

The fact that the adolescent person- 
ality is in constant flux requires a con- 
stant change of therapeutic technique or 
emphasis. It is hardly ever possible to 
concentrate the therapeutic endeavor on 
a given problem for long. Instinctual 
problems tend to intermingle with 
problems of ego-integration. Because of 
the adolescent condition, namely be- 
cause of the psychic restructuring taking 
place at this period, the ego is threat- 
ened not only by the pubescent drives, 
but in equal measure by the threat of 
losing contact with reality. The narcis- 
sistic defenses in particular weaken re- 
ality contact and as such have to be 
counteracted by the therapist. This 
might require his engaging actively, 
often dramatizingly, in the therapeutic 
interchange. Therapy must be stimulat- 
ing and interesting to the adolescent in 
order for him to tolerate it. Adolescent 
acting out is often nothing more than a 
frantic attempt to keep in touch with 
reality and to ward off a surrender to 
infantile greed and dependency. 

The goal of therapy during adoles- 
cence is to restore progressive develop- 
ment, i.e., to counteract regression or 

adolescent fixation. This therapeutic ap- 
proach requires first of all an orienta- 
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tion in the adolescent process and in its 
distinctive developmental phases. These 
phases must be characterized by their 
typical drive and ego organizations and 
in terms of phase-specific tasks involved. 
Only then are we in a position to select 
from the multitude of data in a given 
case those aspects which are relevant to 
a specific developmental impasse or to 
a given clinical picture. 

I shall not be able in the following to 
present the whole adolescent period in 
the orderly sequence of its developmen- 
tal phases because time does not permit 
such an expansive presentation. I shall, 
however, illustrate the practical rele- 
vancy of phase definition for the con- 
duct of therapy on’ one phase, namely, 
preadolescence. Before I turn to this 
phase, I must make clear that some es- 
sential achievements of the latency pe- 
tiod constitute a prerequisite for the 
entrance into adolescence. Otherwise 
the pubescent drive increase results only 
in the intensification of infantile sex- 
uality with nothing typically adolescent 
appearing on the mental scene. Some 
adolescent disturbances are erroneously 
treated as adolescent problems simply 
because of the age or of the sexual 
connotations inyolved. If the latency 
period has not made its distinctive con- 
tribution to personality formation, the 
quasi-adolescent behavior is misleading 
as to its nature. I classify such cases as 
“simulated adolescence.” In them ther- 
apy has to deal first with the develop- 
mental deficit. This shows up in a defi- 
cit as to tension tolerance, resistivity of 
ego functions to regression, formation 
of the self-critical ego, capacity for ver- 
bal expression in isolation from motor 
activity, capacity of ‘postponement’ and 
‘anticipation.’ We must keep in mind 
that adolescence, a psychological proc- 
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ess, does not necessarily run parallel to 
the biological process of puberty. 

Let us now turn to preadolescence 
in its typical form. What strikes us first 
is the different picture in boy and girl. 
The boy reacts to the advent of puberty 
—which is physiologically active before 
it is physically apparent—with a regres- 
sion to pregenitality, Witness his diffuse 
motility, his oral greediness, his sadistic 
and anal propensities as expressed in 
coprophilic pleasures, dirty language, 
his disregard for cleanliness, his fascina- 
tion with odors, and his phallic exhibi- 
tionistic play. A 14-year-old boy made 
an astute observation about himself at 
11 and at 14. He said: “At 11 my mind 
was only on filth, now it is on sex. 
There is a great difference.” In addition, 
the preadolescent boy behaves hostilely 
to girls, he belittles them, in fact, he is 
afraid of them. The castration anxiety 
which brought the oedipal phase to its 
decline reappears and forces the boy 
into the exclusive company of his own 
sex. The boy’s typical preadolescent 
conflict can be defined as one of fear 
and envy of the female. Both are dealt 
with by denial and overcompensation. 
The castration anxiety is not experi- 
enced in relation to the father but rather 
to the archaic, phallic mother, the witch 
of folklore. The danger of this phase lies 
in the boy’s identification with the phal- 
lic woman, A fixation on the preadoles- 
cent phase in terms of the ego organiza- 
tion becomes apparent in diffuse, scat- 
tered, and unstable interests, with no 
one ever capturing a lasting position of 
supremacy. Ego autonomy is easily sur- 
rendered in exchange for comfort and 
safety; an undercurrent of magical 
thinking never ceases to operate; a fas- 
cination with gadgeteering takes the 
place of orderly activity; primitive sci- 
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ence fiction adventures represent the 
collective fantasy of this stage. 

The girl offers a picture totally differ- 
ent. She is either a tomboy or a young 
aggressive female. To the young pre- 
adolescent boy she appears as Diana, 
the young Goddess of Hunting who dis- 
plays her physical charms while roam- 
ing through the woods with a pack of 
hounds. The girl at this stage can by 
no stretch of the imagination be called 
feminine. She is the aggressor and se- 
ducer in the game of pseudo-love. She 
turns to the opposite sex as a defense 
against the regressive pull to the pre- 
oedipal mother. The regression which is 
open to the boy without interference 
with his normal development is closed 
to the girl. We discern the reasons for 
this difference in the fact that regression 
throws her back to a stage of object love, 
the nurturing mother, which in the pu- 
bescent girl would open the door to 
homosexuality. What often appears in 
the young adolescent girl as heterosexual 
preoccupation represents on closer in- 
spection a defense against the regres- 
sive pull as just described. This condi- 
tion is characteristic for female delin- 
quency. 

From these sketchy delineations of 
the preadolescent male and female con- 
flict, we can deduce the phase-specific 
task of boy and girl respectively. In 
essence, the boy has to overcome hos- 
tility and fear in relation to the female 
and advance to the stage of heterosexual 
orientation, while the girl has to resist 
regression to the active archaic mother 
and advance to an identification with the 
oedipal mother. These formulations pro- 
vide guideposts of sequential patterns in 
development. As such they bring some 
order into clinical observations, offer 
reference criteria to determine to which 
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midway station of the adolescent process 
a certain disturbance belongs, and, last 
but not least, provide a rationale for 
therapeutic strategy. It needs to be em- 
phasized again that chronological age is 
the most unreliable indicator for deter- 
mining the developmental or psychologi- 
cal position. Some component parts of 
the personality might be precociously 
developed while others are abnormally 
retarded. 

I will now illustrate with some case 
excerpts the formulation of the pre- 
adolescent phase which I have advanced. 
The first case is that of a girl of 16. She 
came to therapy because she acted out 
sexually and had failed in school. It was 
clear to me that her acting out was a 
revenge on the mother for whose love 
she yearned in a childish way by making 
unreasonable demands on her, by wish- 
ing that the interests of mother and child 
should merge and be one and the same. 
One day she reported one of the many 
scenes with the mother, whom she ac- 
cused of not understanding her needs; 
she ended the tale by saying that she 
walked out on her mother, angrily slam- 
ming the door. I remarked that I knew 
what she had thought of at that mo- 
ment. Her curiosity was aroused and I 
told her that she decided at that very 
moment to sleep with her boy friend. 
This proved to be correct. The surprise 
and shock quality of this interpretation 
made it more effective than previous 
generalities or discussions. The girl sud- 
denly realized that her love for her boy 
friend was not love at all but was moti- 
vated by revenge on the mother whose 
love she could not obtain; it served as 
an anchor on the level of pseudo-hetero- 

sexuality, as a defense against the re- 
gressive pull to early dependency. This 
interpretive tour de force marked the 
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end of the girl’s sexual acting out and 
opened the door to a new phase in 
therapy in which the recognition of in- 
ternal conflicts replaced the effort to re- 
solve them through interaction with the 
environment. When this girl came for 
therapy she was fixated on the pre- 
adolescent phase: The task of this phase 
had to be fulfilled before progressive 
development could be resumed. 

The second illustration concerns a boy 
of 12 who showed passive feminine 
tendencies and suffered from a learning 
disability. His play-acting and over- 
compensatory manliness made him feel 
at home with girls; he secretly envied 
them since they were spared the dread- 
ful competition with boys. The defensive 
nature of his pseudo-masculinity was 
apparent; it remained the task of therapy 
to reach the preadolescent conflict be- 
cause only then could genuine mascu- 
linity assert itself. We knew what the 
theme of this conflict is and paid thera- 
peutic attention to it whenever it ap- 
peared in one of countless derivative 
manifestations. The fear of the castrat- 
ing female was contained in a fantasy 
which the boy revealed before going to 
a mixed party of his peers. In order to 
appear manly he felt compelled to kiss 
the girls on the mouth in case a kissing 
game should take place. This prospect 
evoked anxiety which derived from his 
conviction that “girls are diseased.” He 
feared to get sick from the kiss. Again, 
the seemingly heterosexual interest 
masked the preadolescent conflict as 
outlined above. Phase-specific anxiety 
had temporarily brought progressive de- 
velopment to a standstill, thus initiating 
a deviate, i.e., a pathological, develop- 
ment. 

On the basis of clinical experience 
I have become especially interested in 
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adolescent research to investigate the 


“dissimilarities between male and female, 


and to draw up separate schemata of 
adolescent drive and ego development 
characteristic for either boy or girl. 

I have described the preadolescent 
phase of development in detail in order 


“to present to you a model of phase def- 


inition and its relatedness to intensive 
therapy. The adolescent process is com- 
posed of several phases which have to 


be understood in their epigenetic se- 


quence and order. It is misleading to 
view adolescence only as a repetition on 
a higher level of early childhood de- 
velopment. The therapist of the adoles- 


cent has to be oriented with equal inter- 


est toward the goal of psychic transfor- 
mations as toward the resuscitation of 
the past. What appears as a defense in 
adolescence can turn into an adaptive 
process and contribute essentially to the 
formation of character. This change of 
a defense into an adaptive mechanism is 
enhanced whenever ego functions be- 
come isolated from object relations or, 
to say it differently, whenever the de- 
sexualization of ego functions is 
achieved. This will protect ego functions 
from being drawn into the life of the in- 
Stincts and thus contribute to the exten- 
sion of ego autonomy. What appears, 


i for instance, as intellectualization or as 


an exhibitionistic defense can turn into 
an autonomous ego activity in the form 
of scholarship or showmanship, pro- 
vided an innate endowment for such en- 
deavors exists. 

In summary, we might say that in- 
tensive psychotherapy is guided by three 
Coordinates: (1) by biological givens, 
(2) by genetic determinants, and (3) by 
adaptive norms. The last can be de- 
fined during periods of growth such as 
adolescence only by phase-specific re- 
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quirements in terms of psychic restruc- 
turing. In any given adolescent disturb- 
ance we therefore attempt to relate the 
adolescent impasse in progressive de- 
velopment to an adolescent fixation 
point, to genetic antecedents, and to 
constitutional factors. The various 
phases of the adolescent process, as ex- 
emplified with preadolescence, are 
characterized by a dominant theme, by 
a typical conflict, by a personal crisis, 
and by an idiosyncratic adaptive solu- 
tion. 

It is not the purpose of this paper to 
recount the adolescent process in terms 
of its various phases. It must suffice 
here to point out the need for such a 
schema because it brings order into the 
perplexing phenomenology of adoles- 
cence. 

I will now introduce a concept about 
adolescent conflict resolution which has 
a bearing on the understanding of ado- 
lescent personality formation and in- 
directly on psychotherapy with this age 
group. From my work with adolescents 
I arrived at the conclusion that adoles- 
cence does not aim at conflict resolu- 
tion per se, nor would the accomplish- 
ment of such a task be desirable. One 
should rather consider that during the 
terminal period of adolescence, certain 
conflictual themes or complexes acquire 
an ego-syntonic nature. They become 
integrated into the ego and thus give 
rise to persistent life tasks. Following 
these lines of thought the termination of 
adolescence proper or middle adoles- 
cence would be in evidence with the 
delineation of an idiosyncratic conflict 
and drive constellation which, during 
late adolescence, is transformed into a 
unified whole which forms an integral 
part of the ego. Adolescence proper has 
elaborated a core of internal strife 
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which has resisted adolescent transfor- 
mation. During this phase conflicts and 
disequilibrizing forces have moved into 
sharp focus but only late adolescence 
will bring about a final settlement by 
rendering conflictual residues ego-syn- 
tonic. This is subjectively felt as having 
found “one’s way of life,” or “to be in 
harmony with oneself.” 

The terminal stage of adolescence 
confronts the individual with the re- 
nunciation of a host of expectations and 
wishes. Up to this stage many kinds of 
lives seemed possible until approaching 
adulthood requires the pursuit of limited 
goals and the commitment to selective 
values. The magnitude of this task is 
usually underrated. To let go of the 
megalomania of childhood can easily 
upset the narcissistic balance of a pre- 
disposed individual and consolidate the 
syndrome which I have described as 
Prolonged Adolescence. 

The need for the relinquishment of 
childhood megalomania pushes the ther- 
apist into a most precarious position: 
In siding with the adolescent's megalo- 
manic self-expectations he makes him- 
self indispensible to the adolescent but 
in so doing he forestalls his growth. 
Siding with reality, on the other hand, 
means whittling down the inflated ado- 
lescent self image to proportions which 
are in consonance with his mental re- 
sources and factual accomplishments; in 
so doing the therapist easily becomes an 
irritating bore or a nagging frustrator. 
Yet the therapist has to play his part on 
both sides of the dilemma, In practical 
terms this means that the therapist has 
to offer himself first as a person who 

provides narcissistic gratification: This 
might run the gamut from mutual day- 
dreaming to the show of strength. Event- 
ually, it is hoped that through the for- 


INTENSIVE PSYCHOTHERAPY DURING ADOLESCENCE 


mation of the ego-ideal an internal 
agency becomes the regulator of the 
narcissistic balance. In this process the 
therapist makes himself indispensable to 
the adolescent because the need for ob- 
jective or real achievements which are 
in harmony with the ego ideal becomes 
increasingly more urgent for the mainte- 
nance of self-esteem. Toward this goal 
he needs the therapist’s help. 

A question not often disputed in the 
discussion of adolescent therapy con- 
cerns the sex of the therapist. It has 
been my experience that by and large 
the adolescent alterations of psychic 
structure occur through identification 
and polarization equally well, which is 
to say that they will proceed with a 
therapist of either sex. Transference re- 
actions are not intrinsically determined 
by the sex of the therapist, who becomes 
the target, for example, of mother and 
father transference reactions. The thera- 
pists own inflexible self image often 
stands in the way of perceiving the shift- 
ing roles into which the adolescent 
places him, 

An exception to this general rule is 
to be found in the case of the pre- 
adolescent girl. I had occasion to con- 
tinue the analysis of a girl at 20 whom I 
had seen in child analysis at the age of 
11. I learned from this girl that as an 11- 
year-old she was in constant fear when 
alone with me that she would be raped. 
Wish and fear made her a dependent 
but a guarded patient. The same rape 
fantasy was confirmed in other pre- 
adolescent girl patients of mine, some 
of whom I referred successfully to 4 
woman therapist. The interpretation of 
the resistance usually aggravates the sit- 
uation. The girl's consent in the trans- 
fer to a woman and her acknowledg- 
ment that conscious fantasies blocked 
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verbal communication were an indirect 
admission of the fact that being alone 
with a man was too stimulating and dis- 
turbing for therapy ever to become fruit- 
ful. An equivalent situation concerning 
the boy does not ordinarily exist. The 
dissimilarity is rooted in the resolution 
of the oedipal conflict which in the case 
of the girl is not accomplished until 
adolescence while, in contrast, it is 
forcefully repressed in the boy before 
he enters the latency period. 

One more word about the therapist 
and the proverbial difficulties which the 
treatment of adolescents entails. I refer 
to the counter-transference. From su- 
pervision I have become convinced that 
the adolescent presents a peculiar threat 
to the therapist. Some embers of his or 
her own adolescence usually still con- 
tinue to glow or, as it happens not in- 
frequently, the adolescent conflicts of 
the therapist had been inadequately 
analyzed. We must not forget that the 
reconstruction of adolescence as an in- 
trinsic part of an analysis has received 
wider acceptance only during the last 
decade. One of the major obstacles to 
adolescent therapy is to be sought in the 
vicissitudes of the counter-transference. 

In order to present a balanced view 
of the factors which complicate inten- 
sive therapy with adolescents, I must 
now introduce a condition which is in- 
herent in the adolescent process and 
which will always work against the 
therapeutic endeavor. It is well known 
that two paradigmatic situations in the 
affective life deprive therapy of its 
effectiveness; I refer to being in love 
and to the state of mourning. These two 
affective states epitomize the adolescent 
tasks of object relinquishment and ob- 
ject finding; both these states make 
themselves felt in varying intensity 
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throughout adolescence. Of course, 
these states are the normal, affective 
accompaniment of the adolescent proc- 
ess; they tend, however, to leave the 
therapist and what he stands for out- 
side the patient’s interest. Professional 
narcissism often makes it difficult to 
accept such banishment gracefully. 
Changes in the adolescent's attitude to- 
ward therapy which are due to the affec- 
tive states mentioned are often treated 
as resistance; this only adds insult to in- 
jury. 

Everybody who has treated adoles- 
cents has had occasion to witness the 
increasing meaninglessness of therapy 
when an adolescent falls in love. This 
occurs mainly during the terminal phase 
of adolescence, when love assumes a 
quality quite different from previous at- 
tachments and infatuations which we 
relegate to the stage of affection and 
sexual experimentation. The ensuing 
disinterest can lead to the total abandon- 
ment of therapy which, however, might 
be resumed after a love relationship has 
acquired permanency. It is often ex- 
tremely difficult to differentiate between 
“acting out” and “falling in love.” As a 
rule only the stage of “falling in love” 
will drain therapy entirely of meaning 
and purpose, while transient and ex- 
perimental attachments result only in 
fluctuations of attitude and interest. 

The work of mourning is more silent. 
The withdrawal of cathexis from inner 
objects, the internalized parents and sib- 
lings, has to be effected before object 
libido can again be turned outward. 
This process is comparable to mourn- 
ing; it represents a permanent detach- 
ment from infantile love objects. The 
self-absorption and the regressive states 
which constitute typical aspects of the 
mourning process leave the outside - 
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world temporarily without interest and 
the future without concern or attractive- 
ness. The mood swings of adolescence 
are partly reflections of the mourning 
process or object relinquishment. At 
such times, the adolescent expects the 
therapist to stand ready with the appro- 
priate attitude once his turn to the ob- 
ject world signals the awakened inter- 
est in the business of living. 

The turn to the object world is 
always fraught with the repetition of 
prototypical experience. Their display 
offers therapy again all the chances to 
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render to the growing individual the 
unique service of relating the present to 
the past and the future. Establishing an 
essential continuity in ego experience is 
thus enhanced; the formation of the self 
in its final structure has come within 
reach. We might say that with the for- 
mation of the self in its definitive and 
stable form, adolescence has fulfilled its 
developmental task. In moving toward 
this level of personality integration, the 
goal of the adolescent process and the 
goal of therapy have become one and 
the same. 
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Workers in institutions for adolescent girls have long been aware of the preva- 
lence of hom osexual behavior. An anonymous questionnaire study done in one 
asl indicated that 69 per cent of the girls had been involved. While this 
ehavior assumed many forms it rarely resulted in direct genital contact. The 
uence i ihe behavior is most adequately explained as a product of the 
a tion os een the unique personality problems of the girls, the stresses 
institutionalization, and unhealthy attitudes on the part of the staff. 


ii PREVALENCE of homosexual 
: practices among the inmate popula- 
tion creates perplexing and relentless 
problems for workers in a correctional 
pip for adolescent girls. Should 
abe a permissive attitude or 
"ae 4 be punitive? Are the girls 
‘a Participate in homosexual behavior 
tionally disturbed, or is such be- 
avior “normal” in a sexually segre- 
0 institution? What are the inherent 
he in training schools that foster and 
ae asy homosexual practices? What 
by he er than sexual are being met 

se practices? Will the girls con- 
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tinue to engage in homosexual behavior 
following their release? 

Although there has been considerable 
discussion of abnormal sexual practices 
in prisons, there is a paucity of informa- 
tion regarding such behavior in adoles- 
cent institutions, particularly those for 
females (1, 2, 3). One encouraging trend 
is that, in recent years, training school 
personnel are better able to recognize 
the prevalence of homosexual practices 
and more willing to discuss them frank- 
ly. There is a trend toward abandoning 
moralistic, punitive attitudes for a more 
objective, rehabilitative approach. 
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The authors have had the opportunity 
of working intensively and over a period 
of years in an unusually progressive 
correctional school for girls* The 
school is a state institution for girls be- 
tween the ages of 12 and 18 who have 
been judged delinquent. The average 
population is 180 and the average length 
of stay is about 10 months. Through 
participation in milieu programming, 
psychotherapy, diagnostic evaluations, 
and questionnaire studies, we have been 
able to obtain data relating to the vari- 
ous manifestations of homosexual be- 
havior and their incidence. Using this 
material as a base, we have attempted 
to describe the psychological and social 
determinants of this behavior. It is our 
belief that it can be understood only in 
terms of the total impact of the girls’ 
personalities upon the specific qualities 
of the training school environment. 


FINDINGS 


The term coined by the girls to de- 
note homosexual behavior is “girl stuff.” 
This term includes any sexually tinged 
relationship between two girls. The most 
common manifestation of “girl stuff” is 
“going together,” which parallels the 
popular teenage practice of “going 
steady.” “Going together” involves a 
mutual declaration of love and the ob- 
ligation of faithfulness. Usually two 
girls who agree to “go together” live in 
different cottages and begin by sending 
notes to each other. This behavior is 
against institutional regulations but is 
extremely difficult to control. The con- 
tents of the notes are varied, ranging 
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from curiosity, interest, and friendship 
through love and invitations to sexual 
activities. 

Frequently a girl will attempt to 
change her grooming and attire to sug- 
gest a masculine appearance. Such a 
girl is called a “Butch.” She has great 
popularity and status with the other 
girls, particularly if she can also display 
strength and dependability. There is con- 
siderable competition among the girls 
for the affection of the “Butches.” There 
is also rivalry between the “Butches” 
for attractive girls, particularly if they 
are new. Many of the girls who “go 
together,” however, show little differen- 
tiation into masculine and feminine 
roles. The girls are quite open with 
each other in discussing their “crushes” 
and relish gossiping about other girls’ 
sexual involvements. They may make 
little effort to conceal their flirtations 
from the staff and in some instances 
tend to flaunt their behavior aggres- 
sively. 

Physical contact between two girls 
who are “going together” is common 
but is usually limited to holding hands 
or dancing. Although kissing is pro- 
hibited by institution regulations, girls 
are occasionally discovered “mugging.” 
This refers to kissing limited to the facial 
area. Only rarely are rumors heard of, 
or are girls discovered in, acts of more 
intimate physical contact, such as breast 
fondling or genital stimulation. 

Intense anxiety or guilt about homo- 
sexual behavior is rarely seen. Occa- 
sionally a girl will express concern that 
she may be unable to stay out of “girl 


‘The Wisconsin School for Girls, Oregon, Wisconsin. The authors are indebted to the super- 
intendent of this institution, Mr. Thomas Tunney, for his whole-hearted cooperation in develop- 


ing this paper. 
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stuff” even in a community setting. She 
may explain that she became sexually 
involved with girls only to be accepted, 
but now her involvement seems deeply 
satisfying and necessary for her. Fre- 
quently, new girls express anxiety about 
becoming sexually perverted. After a 
few weeks of persistent indoctrination 
and pursuit by the “old timers,” new 
girls become curious and even fascinated 
by “girl stuff.” Eventually, most of them 
become at least superficially involved. 
The relationships of girls who “go to- 
gether” are usually short-lived and char- 
acterized by jealousy and unfaithfulness. 
Sometimes these relationships are in- 
tense and fairly long-lasting. In these 
cases, complementary sadistic-masochis- 
tic or nurturant-succorant orientations 
are usually obvious. A girl who has been 
deserted after entering into this type of 
emotional relationship may show hostil- 
ity, depression, and agitation and may 
make suicidal gestures. 

To obtain quantitative estimates of 
the incidence of various homosexual 
practices among the girls, eight items 
dealing with such behavior were in- 
cluded in a 73-item written biographical 
inventory. Several measures were taken 
to ensure the validity of the inventory. 
First of all, it was given to a girl on the 
day before her release from the institu- 
tion, and she was not required to sign 
her name, Secondly, the items were so 
constructed that to respond a girl merely 
had to circle “True” or “False.” Also, 
the girls were assured that the study 
was being conducted for research pur- 
Poses only and that their responses 
Would not affect them in any way. 
Finally, a 6-item lie scale was included 
in the inventory so that the girls who 
seemed to be trying to make a favorable 
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impression could be eliminated from 
the study. 

The inventory was administered to 
79 girls consecutively released from the 
institution. Of these, 22 were eliminated 
from the study because of a suspiciously 
high lie score. Of the remaining 57, 69 
per cent admitted having been involved 
in “girl stuff” during their stay in the 
institution. Seventy-one per cent re- 
ported having “mugged” with another 
girl. Eleven per cent admitted fondling 
another girl. The same proportion re- 
ported having been passive in the same 
role, Only 5 per cent reported stimula- 
tion of another girl’s genitals, while 7 
per cent stated that their genitals had 
been stimulated by another girl. Only 
9 per cent asserted an intention to re- 
main in “girl stuff” after they left the 
institution. Interestingly enough, ex- 
actly 9 per cent reported having been 
involved in “girl stuff” before being ad- 
mitted to the school. 


DISCUSSION 
The data indicate that the majority 

of the girls become involved in homosex- 
usually tinged relationships. It is clear, 
however, that there are different de- 
grees of emotional involvement and dif- 
ferent levels of sexual intimacy. For 
most of the girls the relationships are 
superficial and short-lived. Although 
they all tend to be immature and rebel- 
lious, there is nothing to suggest that 
more than a few of the girls are emo- 
tionally disturbed in the sense of being 
sexually perverted. Nor except for a few 
primitive girls with long histories of 
promiscuity does homosexual behavior 
appear to be motivated only by hetero- 
sexual deprivation. Borrowing biological 
terms, we may consider the truly devi- 
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ated homosexual girl as a genotype. The 
behavior we see in the majority of our 
girls is then best described as pheno- 
typic, since it is a product resulting from 
the interaction of personality character- 
istics with the peculiar environment of 
the training school. 

Dynamic Factors in the Personalities 
of the Girls: Although most of the girls 
have had sexual relations with men, 
practically none have achieved a mature 
sexual adjustment. Their sexual experi- 
ences were rarely enjoyed and were fre- 
quently entered into with amazing ig- 
norance of both the psychological and 
physical factors involved. Sex for most 
of our girls represents one of the few 
vehicles they have discovered for obtain- 
ing a relationship. After many rejections 
they have found that sexual involvement 
provides a chance to be loved and to 
receive at least temporarily attention, 
status, and acceptance. 

It is also true that the girls pay a price 
for what they receive. They are fre- 

_ quently exploited, degraded, and physi- 
cally abused at the hands of the men 
with whom they became involved. In 
a significant percentage of cases these 
men are the girls’ own fathers or 
brothers. Approximately 20 per cent of 
the girls have verifiable histories of sex- 
ual contacts with fathers, stepfathers, or 
brothers. We suspect that many more 
girls are actually involved in incestuous 
behavior but this cannot be proved. The 
girls characteristically perceive men as 
potentially protective and nurturant. 
For most of them their greatest anxiety 
seems to be the fear of depending upon 
a male and then being deserted by him. 
The majority of our girls thus demon- 
strate an inordinate, almost compulsive 
interest in sex coupled with a deeply 
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entrenched suspiciousness and fear of 
the male. 

An additional problem facing most of 
our delinquent adolescent girls is a lack 
of adequate feminine identification. The 
mothers of our girls are often severely 
disturbed individuals with histories of 
mental illness, alcoholism, and promis- 
cuity. To the girls they seem helpless and 
inadequate. Likewise the feminine role 
in general becomes equated with being 
in an inferior, vulnerable position where 
one is helpless to cope with the abuses 
of men, the likelihood of unwanted 
pregnancies, and the threat of abandon- 
ment. Few of our girls have matured to 
the extent of being able to comfortably 
accept their femininity. Many of them 
bitterly resent the limitations imposed 
on them by their femininity in combat- 
ing what they perceive as a basically 
hostile, dangerous world. 

With the onset of adolescence, the 
girls are driven through biological and 
social pressures to find sexual or phallic 
outlets for satisfaction of basic oral 
wishes. It has been previously noted that 
homosexual relationship among girls, 
while modeled under heterosexual pat- 
terns, from the perspective of uncon- 
scious dynamics is a thinly disguised 
parent-infant dyad (4). In most homo- 
sexual relationships, the girls vacillate 
between playing the nurturant and suc- 
corant role, In some relationships one 
girl consistently plays the parental role, 
deriving great satisfaction from meeting 
another girl's affectional needs. Psycho- 
therapy with the independent “mascu- 
line” partner reveals that she is receiving 
Vicarious gratification of her own de- 
pendency wishes through unconscious 
identification with the dependent “fem- 
inine” partner. 
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In considering the genetic factors in 
the type of behavior we are studying, it 
is not possible to isolate one underlying 
factor or dynamic pattern. We do know, 
however, that the girls who have become 
deeply involved display intense oral de- 
pendent cravings, that these needs have 
been frustrated from infancy or early 
childhood, and that the girls have a 
confused, poorly differentiated sense of 
identity as women. The anxiety, jeal- 
ousy, and hostility which the girls have 
experienced in their earlier attempts to 
secure dependency gratification tend to 
express themselves in their homosexual 
relationships. Sensitivity, suspicion, mis- 
understanding, and arguments are fre- 
quently observed. To cope with the pos- 
sibility that their homosexual relation- 
ships might also end in disappointment 
and frustration, the girls attempt to con- 
trol their partners through sadistic or 
masochistic maneuvers. The threat to 
harm or kill oneself is commonly used 
in an attempt to coerce fidelity. 

Environmental Factors: The training 
school fosters homosexual behavior by 
putting girls of similar psychodynamic 
backgrounds together in a group living 
Situation and depriving them of contact 
with the opposite sex. No matter how 
Progressive or enlightened a training 
school may be, there are always factors 
in the environment militating toward re- 
gressive behavior. Reversion to pregen- 
ital sexual activity may be only one 
Manifestation of this regression (5). 

The reactions of institutional staff 
Members may also contribute to the de- 
velopment of an environment conducive 
to this behavior. Staff members are 
naturally concerned with the possibili- 
ties of the girls’ continuing abnormal 
Sexual practices that they have learned 
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in an institutional setting. In addition, 
repeated observations of homosexual be- 
havior tend to stir up personal feelings 
of anxiety. Every institutional worker is 
confronted each day with evidences of 
oral aggressivity and primitive sexuality. 
These repressed elements in her own 
personality development are stirred up 
and must be handled. Under the best of 
circumstances unconscious infantile feel- 
ings are sublimated, often in the form of 
warm camaraderie with fellow workers. 
Too often, however, the staff reacts to 
primitive sexual behavior by reaction 
formation or by denial. In the first case 
they vigorously search for and ruthlessly 
punish any homosexually tinged behav- 
ior; in the second case they pretend it 
does not exist. Sometimes there is a 
vacillation between these extreme atti- 
tudes. Denial of the problem or over- 
zealous vigilance against it both tend to 
encourage the continuance of homosex- 
ual behavior. When the staff ignores it, 
the girls get out of control because they 
perceive the staff's silence as permitting 
or sanctioning homosexual practices. 
When they adopt an overly moralistic, 
punitive attitude, girls tend to view 
homosexual behavior as a challenge and 
as a means of expressing hostility toward 
the staff. An unhealthy staff attitude, 
therefore, while not in itself an etiologi- 
cal factor in homosexual behavior, con- 
tributes to an environmental situation 
which does tend to encourage and per- 
tuate this phenomenon. 

Group living in itself is a potent con- 
tributing factor. Adolescent girls particu- 
larly are peer-oriented and tend to find 
their value, satisfactions, and controls in 
the group. Normal superego prohibi- 
tions against homosexual behavior are 
weakened and finally overcome by 
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powerful peer group sanctions, expecta- 
tions, and pressures. The factor of “need 
for excitement” which is prevalent in 
adolescent groups is also important. 
Whatever guilt may remain is handled 
by projection, and girls tend uniformly 
to blame the authorities for their be- 
havior, complaining that they have de- 
prived them of boys. It is of interest to 
note that while the group value system 
encourages “going together” and 
“mugging,” it evidently discourages 
more intimate sexual contact. Less than 
10 per cent of the girls admit to genital 
stimulation, and a similarly low propor- 
tion express intentions of continuing this 
behavior upon release. Our findings, 
then, tend to support earlier observations 
to the effect that homosexual exposures 
in training institutions do not necessar- 
ily lead to fixed patterns of deviation (6). 


CONCLUSIONS 


While the material presented above 
may answer many of the questions 
raised by the prevalence of homosexual 
practices in training schools, we must 
admit that it has been extremely difficult 
to control in our institution. Frank dis- 
cussions with workers in other training 
schools for girls reveal that this is by 
no means a unique situation. One might 
legitimately ask (as the girls do quite 
often) why we should even bother to 
control this behavior. The reasons for 
this in our minds are clear. It is, first of 
all, an unacceptable form of social be- 
havior which generally is not tolerated 
in the community. Secondly, it is a re- 
gressive phenomenon which tends to en- 
courage an impulse-ridden, uncontrolled 
existence. Thirdly, it is a vehicle by 

which girls with authority problems 
avoid encounter with the staff and ef- 
fectively diminish the possibility of 
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learning about potential healthy rela- 
tionships with adults. 

The above-mentioned reasons for 
control may afford some clues as to 
practices and methods by which this be- 
havior might be controlled. The staff of 
the institution does have the responsibil- 
ity of defining what behavior is accept- 
able and of setting limits for unaccept- 
able behavior. It is the staff's responsi- 
bility to point out community expecta- 
tions and penalties for homosexual be- 
havior since the adolescent delinquent’s 
reality testing is impaired by poor time 
perspective. Staff members should make 
it clear that while they prohibit homo- 
sexual behavior, they approve of friend- 
ship and affection between girls. The 
prohibition should be made in a firm 
but friendly, matter-of-fact manner. The 
girls should not feel that their homosex- 
ual behavior has hopelessly alienated the 
staff. Channels must always be kept 
open for girls whose oral dependent 
needs are unusually intense to have an 
opportunity to relate closely to ma- 
ternal staff members. In the entire area 
of staff attitude toward homosexual be- 
havior, it is crucial that the psychologist 
or psychiatrist be constantly available 
in order to provide understanding and 
support. 

If it is true that the peer group tends 
to support homosexual behavior, then it 
should follow that favorable controls 
can be gained through working with the 
group in an effort to change values and 
orientation. Through group counseling 
the inmate population can hopefully 
come to perceive homosexual behavior 
as self-destructive. When the peer group 
itself prohibits homosexual practices, 
such behavior will be most effectively 
controlled. If the program is to be suc- 
cessful, constant efforts must be made 
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to decrease the emotional distance and adults; a means of struggling against 
status differential between girls and staff. the deprivation and hostilities that the 
In an ultimate sense this behavior repre- girls have perceived as emanating from 
sents a vote of “no confidence” in the adult world. 
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This article details experiences in group psychotherapy with parents at the Psy- 


chological Services Department of the University of Akron. Reasons for group — 


psychotherapy with parents, intake problems, initial reactions to group psycho- 
therapy, cathartic self-expression, growth in self-insight, the handling of resist- 
ance and transference, and the use of a number of ancillary cathartic anchor- 
ages to facilitate group psychotherapy are discussed. The article concludes 
with a number of summarizing statements listing gains that can come from 


group psychotherapy with parents whose children are undergoing play therapy. — 


E HAVE COME to agree with Newell 

and other writers that best results 
in group psychotherapy with children 
are obtained when there is group psy- 
chotherapy with parents as well (1, 2, 3, 
4). When we first started our group ac- 
tivity therapy with children several years 
ago, we saw the parents of the children 
we worked with only occasionally. Then, 
as time went on, the parents themselves 
became more and more involved in the 
therapy until we finally decided to do 
group psychotherapy with parents as a 
parallel adjunct to the group psycho- 
therapy we do with children. 


*Presented at the annual meeting of the Tri-State Group Psychotherapy Society, Cleveland, 


Ohio, April 2, 1960. 
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REASONS FOR A PARENTS’ CLINIC 
The rational support for our decision 
to conduct a parents’ clinic for the 
mothers and fathers of children with 
whom we work in group psychotherapy 
is found in the Freudian thinking that a 
child’s misbehavior or lack of adequate 
adjustment is frequently a response to 
the unconscious conflicts found in his 
parents. If this is so then the interrela- 
tionship between the unconscious mO- 
tives and conflicts of parents and the be- 
havior of their children must be dis- 
covered and known if psychotherapy 
with children is to be successful. And 


PETER J. HAMPTON 


this, of course, involves doing psycho- 
therapy with the parents as well. 

More immediate reasons for deciding 
to organize a parents’ clinic came to us 
when we observed that those children 
in group psychotherapy whose parents 
were also scen relatively frequently on 
an individual basis for psychotherapeu- 
tic counseling responded much better to 
therapy than those children whose par- 
ents remained aloof and in the back- 
ground. Children whose parents received 
psychotherapeutic help fared much bet- 
ter than the others in tension reduction 
and insight growth. They managed to 
face themselves more adequately sooner 
and became much more relaxed as the 
therapy went on. They also showed 
speedier and more complete recovery. 


PARENTS WHO JOIN OUR CLINIC 


Who are the parents who join our 
clinic? They come from different walks 
of life. We have physicians and engi- 
Neers, salesmen and truck drivers, me- 
chanics and shop keepers. Most of our 
parents come from a fairly high socio- 
economic-educational background. They 
enjoy a respected social standing in the 
community, have an income in most 
instances in excess of $8,000 per year, 
and have had a minimum of high school 
and frequently college education. Most 
of the parents who belong to our par- 
ents’ clinic have more than one child. 
Occasionally we do individual psycho- 
therapy with two and even three chil- 
dren belonging to one family. The chil- 
dren range in age from 5 to 19 years 
and represent a variety of problems, in- 
cluding excessive aggression, anxiety, 
delinquency, school retardation, nega- 
tivism, overprotection, rejection, sibling 
rivalry, and many others. 

Who are the parents who join our 
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clinic? They are parents like you and 
me—parents who have problems with 
their children and with themselves. But 
more, they are parents who have the 
wisdom and the courage to do something 
about their problems. 


INITIAL REACTIONS OF PARENTS 


The initial reactions shown by par- 
ents in a parents’ clinic vary consider- 
ably. Most parents, to begin with, show 
a mixed feeling of relief and reluctance. 
They are relieved that they have taken 
a positive step to help their child by 
coming in for personal analysis and 
guidance. This feeling, however, is also 
frequently accompanied by a feeling of 
reluctance on the part of the parent to 
come in himself for treatment. The par- 
ent is usually willing to bring the child, 
but as far as he himself is concerned, he 
feels that he does not really need help. 
This feeling of reluctance is expressed 
more often by fathers than by mothers. 

Some parents welcome the opportu- 
nity to participate in a parents’ clinic be- 
cause this provides them with a public 
forum which they use to blame the child 
or to defend themselves against the 
child. Fortunately such parents are in 
the minority. Most parents who bring 
their child for therapy and enter into 
therapy themselves are genuinely con- 
cerned about their children. They mean 
them love—not harm or rejection. 


ADVICE OR SELF-INSIGHT? 

While parents want to help their chil- 
dren, they are frequently confused about 
what to do. They experience the am- 
bivalence shown by their children, but 
do not know what to make of it or what 
to do with it. They do not understand 
why their child should hate them, or 
why he is so disobedient and so nega- 
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tivistic. They may feel that everything 
they have tried has met with failure. 
They are ready to give up and let some- 
one else take over. They are ready for 
advice and for suggestions on what to 
do next. 

It is at this point that the psycho- 
therapist must be wary and discerning. 
There are many parents who do not 
need advice. What they need is the cour- 
age to face themselves. They need to 
explore their own experiences, their sub- 
conscious needs and conflicts, and in so 
doing to arrive at new approaches to 
the child, new insights and new direc- 
tions. Giving advice, if this comes too 
early in the therapy, can actually impede 
therapy by preventing underlying con- 
flicts and feelings from coming to con- 
scious awareness. One of the major 
roles that a parents’ clinic can play in 
the therapy with parents is to permit 
them to verbalize their fears and anxie- 
ties, their frustrations and their depriva- 
tions, their resentments and their affec- 
tions. 


ELABORATING ON RELATIONSHIPS 


When the initial intellectual and emo- 
tional fencing among members of a par- 
ents’ group is over, the parents settle 
down to the serious business of cathartic 
self-expression. The parents talk more 
and more about themselves and about 
other persons who are meaningful in 
their lives. The counselor or psychother- 
apist permits parents to set the focus in 
this elaboration of intrapsychic and in- 
terpsychic relationships, 


A good example of elaborating on inter- 
personal relations is presented by Mrs. Black, 
a member of our parents’ clinic who is the 
wife of an osteopathic obstetrician. When 
Mrs. Black first joined our clinic she was 
very verbal on a peripheral level. She was 
willing to talk about almost anything, but 
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would say very little about personal matters 
—about herself, her husband, her children, or 
her parents. But gradually as she warmed up 
to the other members of the clinic and be- 
came more confident of being accepted by 
them, she began to relate more freely about 
the persons of greatest importance to her. 

We had been working with one of Mrs. 
Black’s children, an 11-year-old—quite capa- 
ble, but very insecure emotionally, Betty had 
symptomatized her emotional insecurity in 
many different ways. She was underachiev- 
ing in school, had been bed-wetting, was un- 
able to get along with her own peer group, 
experienced much sibling rivalry, under- 
valued herself, and was unable to relate to 
individuals outside of her close family circle. 
Betty was also overpossessive of prestige per- 
sons such as her teachers and her psycho- 
therapist. 


At first this pattern of emotional insecurity ~ 


did not show itself adequately in relation to 
our knowledge of the family, But when Mrs. 
Black began to talk about her own back- 
ground and explained that she was the prod- 
uct of a domineering mother who would in- 
sist on absolute obedience from all her 
children, we began to see Betty's problems 
more clearly. Mrs. Black had tried hard to 
give affection to her children and to bring 


them up in a democratic family constella- ~ 


tion. But time and again she would fall back 
upon the authoritarian ways of her mother. 
Then when she failed to elicit obedience from 
her children, she would resort to temper and 
physical punishment. y 

Dr. Black sympathized with Mrs. Black's 
problem of turning from an autocratic past 
to a democratic present in her dealings with 
the children, But every time he suggested a 
change of tactics with the children, Mrs. 
Black became defensive and would not listen 
to him. The fact that she is Catholic and he 
Protestant appeared to make their philoso- 
phies of bringing up children even more ir- 
reconcilable, 

If Dr. Black had been a stronger personal- 
ity he might have helped his wife out of her 
dilemma with the children long ago. But, as 
it is, Dr. Black has his own inadequacies to 
contend with. He says of himself: “I am not 
really smart enough. I lack ambition. I am 
not understood by my family.” Dr. Black 
adds: “I differ from my family in religious 
beliefs, have too many financial problems, 
differ from religious prejudices, and am too 
easily aroused sexually.” f 

Dr. Black has this to say about his chil- 
dren: "I am much concerned with the inabil- 


PETER J.. HAMPTON 


ity of my children to be happy with each 
other. They seem to be living day to day in 
a constant struggle against each other, never 
enjoying each other’s company or love or 
friendship.” What Dr. Black is actually say- 
ing is that his children are using each other 
as hostility ramrods. There is so much hos- 
tility generated in their lives because of the 
way they are being disciplined that they have 
to fight back to maintain the little self they 
have developed. The sibling rivalry, the bed- 
wetting, the attention-getting behavior, the 
possessiveness, and the many other symptoms 
of emotional insecurity shown by the chil- 
dren all fall into place when they are seen 
against the background of Dr. and Mrs. 
Black’s psychodynamics. 


: DEALING WITH RESISTANCE 


In spite of the fluid self-revelation 
that we get from many of our parents” 
clinic participants, there are others who 
try their best not to reveal themselves 
to us or to the members of the clinic. 
They seem to fight us every inch of the 
way. Frequently the parent is not con- 
sciously aware of this resistance. But it 


` shows up, nevertheless, in much of the 


parents’ behavior. 

There are many techniques used by 
the parent to prevent him from produc- 
ing the unconscious material that can 
ease his anxiety and show the way to 
better adjustment for himself and his 
children. Some of our clients will go 
to great lengths to reject the therapist's 
Interpretations even when these are sup- 


Ported by evidence from objective test 
results, 


For instance, our Mrs, Black has gone to 
great lengths to defend her position that she 
does not crave exhibition and autonomy of 
Action. Results obtained by Mrs, Black on the 
Edwards Personal Preference Schedule con- 
ga this. On this test, Mrs. Black scores in 
sofa Pper ten per cent of the population in- 
Sofar as desire for exhibition and autonomy 
of action are concerned. 


Another very prevalent technique of 
Tesistance that we experience with mem- 
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bers of our parents’ group is coming 
late or failing to come at all to the par- 
ents’ clinic meetings. 


A good example of the use of this technique 
of resistance is Mrs. Jablonski. Mrs. Jablon- 
ski does not like her husband. She has had 
an affair with her minister and is now trying 
desperately to repress and forget the experi- 
ence. Since the affair with her pastor is of 
recent date, and since Mrs. Jablonski contin- 
ues to compare her husband’s virility in her 
own mind unfavorably with that of her pas- 
tor, Mrs. Jablonski cannot quite throw off 
the experience and forget it. She is desper- 
ately afraid that she will give herself away 
at one of our parents’ meetings and reveal 
all. Actually this is what we are working for. 
Mrs. Jablonskis husband knows of her 
transgression and is willing to forgive and 
forget. But he is afraid to tell her that he 
knows. He feels that she should tell him. 
Meanwhile, as this unconscious tug of war 
about whether to tell or not to tell goes on 
between Mr. and Mrs. Jablonski, our therapy 
with the Jablonski children, Jackie and Jane, 
whose 1.Q.’s are in the upper 140’s, suffers. 


We have been using a variety of 
methods to get around the parents’ re- 
sistances. In addition to the classic 
methods of free association and dream 
analysis, we have found projective tests, 
autobiographical inventories, and sen- 
tence completion tests very helpful. 


One of the couples in our parents’ clinic, the 
Taylors, presents a beautiful picture of bi- 
polarity. Mr. Taylor is as dominant as they 
come, He scores at the 99th percentile on 
dominance. He constantly argues for his own 
point of view, is a leader in the group to 
which he belongs, makes decisions easily, per- 
suades and influences others to do as he 
wishes, and in general bosses his family 
around “something terrible.” Mrs. Taylor is 
as deferent and submissive as they come—at 
least on the conscious level of awareness. 
She expects and readily accepts suggestions 
from others, follows instructions, does what 
is expected of her, accepts the leadership of 
others, and lets others make decisions for her. 
And, what is more, she ry Ee eg 
up that this is just the way she wa 
Sika home, with he husband the boss 
and herself the dutiful, contented wife. Mrs. 
Taylor puts it this way: “If I could be any- 
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thing I wished, I would choose to be a house- 
wife. This is a woman's natural talent.” 

However, when we look at Mrs. Taylor's 
subconscious, by means of the completions to 
the broken and incomplete sentences in the 
Curtis Completion Form, we get an entirely 
different reaction to the dominance that her 
husband represents. Now we see such uncon- 
scious revelations as: “The thing that makes 
me mad is ‘people who have no regard for 
others? ” “The people I wonder about are 
people who have no regard for others.’” 
“The trouble with most marriages is ‘lack of 
cooperation.’” “What I need most is ‘more 
understanding.’” “If I could make any one 
change in people’s behavior, it would be ‘to 
eliminate excessive selfishness’ because ‘this 
would permit better perspective of another’s 
point of view, therefore better understanding 
and less conflict?” So Mrs. Taylor has an- 
other point of view besides the one she faces 
her husband with. This is the point of view 
that we are trying to have Mrs. Taylor accept 
and express consciously. 

When we succeed in doing this we will 
have an ally in Mrs. Taylor. This will help 
us do a better job with the Taylor boy, a 
tall, gangling youngster of 16, who has been 
thoroughly cowed and suppressed by his 
father for years. If Bill is ever to hold his 
own with the bosses of the world, with au- 
thority in the many representations that he 
will meet it, he must learn to stand up to 
his father in acceptable and confident ways. 


DEALING WITH TRANSFERENCE 


Transference, perhaps the core of 
group psychotherapy, is especially diffi- 
cult to deal with in parents who primar- 
ily come from B and A socioeconomic 
population clusters in our society.! These 
people are successful economically and 
socially, Their inappropriate and irra- 
tional attitudes toward important per- 
sonages in their past lives, developed 
over a long period of time, are difficult 


‘Persons enjoying an A socioeconomic 
figure income, belong to the professions or 
live in the suburbs. 
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to shake and amend. And yet, if group 
therapy is to succeed and emotional re- 
education is to be effected, these atti- 
tudes have to be brought to the con- 
scious awareness of the client. 

How do we do this?: by permitting 
the members of our clinic to direct their 
attitudes toward each other and toward 
the psychotherapists. As transference is 
established in this way it becomes more 
easy to explode the irrationalities of the 
client because he finds himself on for- 
eign soil, as it were, an environment in 
which previously well-established asso- 
ciations do not support his attitudes. 
Reality perception thus becomes easier, 
and the client is more willing to listen to 
reason and to accept new opportunities 
for emotional re-education. 

We find that certain aspects of trans- 
ference are accelerated in our parents’ 
group situations while others are re- 
tarded. Transfer relations most easily 
established in our group are sibling 
tivalry and hostility feelings toward au- 
thority. This probably is true because 
our group resembles so much a family 
constellation. Transfer relations most 
difficult to establish are those relating to 
expression of erotic feelings. Thus it is 
rather difficult for our parents to talk 
about their sex experiences or reveal 
affiliative feelings. 

A good example in our group of hostility 
transference is found in Mrs. Borloff. When 
Mrs. Borloff first joined our group she ap- 
peared very timid, shy, and repressed. After 


some probing we discovered that her husband 
is a very domineering individual who will 


status are generally college trained. They have a five 
business, managerial or self-employed group and 


Persons with a B socioeconomic status generally have some college training. They frequently 
fall short of a five figure income, gee to the semi-professions, eines, aces 7 anagih 


skilled, sales or self-employed group a 


live in, or close to, the periphery of the central city. 
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stand no “back talk” from members of his 
family. This domineering regime has driven 
the two boys, the girl, and Mrs. Borloff into 
repressing their hostility feelings toward the 
“bully” father-husband, who represents the 
worst type of dictatorial authority. Gradually, 
however, as Mrs. Borloff found that the hos- 
tility feelings expressed by other members 
of the parents’ group toward the therapists 
were accepted rather than rejected, she too 
began to express her hostility feelings. When 
they finally began to come out they came in 
buckets. 

Very much the same thing is now also 
happening with the Borloff boys, with whom 
we are doing individual therapy. The younger 
of the two boys, Ronald, who is a bright 13- 
year-old, finally took enough courage the 
other day to write about what he calls “My 
Terrible Life.” “I was born,” he begins. “I 
have lived in the same old house all my life. 
My earliest experiences I can’t remember. 
They are few. My father is a manager. My 
mother stays around home all the time. My 
sister is 18. My brother is 20. My father’s 
main avocation is working on an automatic 
transmission for his car. We have no mutual 
interests. The only thing my family does to- 
gether is exist.” 


FILM STRIPS AS CATHARTIC 
ANCHORAGES 

Occasionally we find it necessary to 
use cathartic anchorages to stimulate 
self-expression on the part of our par- 
ents. These have included paper-and- 
pencil and projective personality tests, 
adjustment films, and film strips. The 
film strip has been especially helpful. 
Most of the film strips we have been 
using are produced by the National Film 
Board of Canada and consist of discus- 
sions of such behavioral affect manifes- 
tations as shyness, fear, destructiveness, 
affection, and jealousy. 

Our use of the film strip on fear il- 
lustrates how a cathartic adjunct can 
facilitate group psychotherapy with par- 
ents. We introduced the film strip on 
fear at one of our meetings, shortly after 
we had discussed some of the basic 
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themes of our clients as revealed by the 
Thematic Apperception Test. We defined 
fear neurologically, physiologically, and 
psychologically; then we proceeded to 
discuss common signs of fear including 
bad dreams, nervous habits, cruelty, and 
lack of confidence. 

Stimulated in this way our parents 
became less resistant and showed more 
transference. 


Mr. Petersen, for instance, told us about a 
recurring bad dream of his in which he as a 
woman was pursued by a man who was in- 
tent on raping him, In reality Mr. Petersen 
is terribly afraid of losing his male identity. 
He has two boys both of whom are rejected 
by his wife. As a result and of necessity Mr. 
Petersen has become more and more of a 
mother to the boys. There are many meetings 
when he is the only male parent in our par- 
ents’ clinic. He has assumed the mother role 
so completely that the other mothers in the 
group treat him as if he were in fact one of 
them. 


A discussion of the causes of fear, we 
find, is almost as lucrative in stimulating 
self-expression of feeling on the part of 
our parents as a discussion of common 
signs of fear. Especially helpful in this 
respect has been a discussion of such 
causes of fear as uncertainty of parents’ 
love; harsh, unreasonable or frequent 
punishment; constant and humiliating 
scolding; and lack of harmony in the 
home. 


In discussing the uncertainty of parents’ love 
that children sometimes feel, for instance, we 
stumbled upon one of the major causes of 
apprehension and anxiety shown by Mrs. 
Levin, the most fearful parent in our group. 
Mrs. Levin has made repeated and almost 
desperate play for the attention of the psy- 
chotherapists. Why? Because as we found 
out later, she felt unsure of her place in the 
family circle when she was a child. Repeated 
rejections by her parents, who seemed to be 
always busy, tired, or sleepy, made Mrs. Le- 
vin fear that they would stop loving her al- 
together. 
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EVALUATION OF PSYCHODYNAMICS 
OF PARENTS 

As soon as parents join our clinic 
they are asked to take a series of psy- 
chological tests. We sample their learn- 
ing ability, their mental alertness, and 
their mental functioning. We go into a 
detailed study of their special aptitudes 
and capabilities, We study their interests 
and their attitudes, their beliefs and 
their value orientations. We make a de- 
tailed study of their personalities and 
their temperaments. In this connection 
we look at their self-confidence, their 
feeling of personal worth, their feeling 
of belonging, and their freedom of per- 
sonal self-expression. In addition we try 
to find out to what extent they have 
succeeded in controlling, adequately ex- 
pressing, and channelizing their emo- 
tions of love, anger, and fear. 

We also look at their social personali- 
ties. We are interested in finding out to 
what extent they appreciate and accept 
the Jaws and regulations, the mores and 
customs, the folkways and fashions of 
our culture. We examine our parents for 
such positive characteristics as friendli- 
ness, agreeableness, cooperativeness, 
sympathy, and empathy. We also ex- 
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man Temperament Survey, Minnesota 
Multiphasic Personality Inventory, Ed- 
wards Personal Preference Inventory, 
California Achievement Tests, Cali- 
fornia Aptitude Tests, and White Per- 
sonal Data Sheet. 

To locate a parent’s source psycho- 
dynamics, causes which operate on the 
subconscious level, we use, in addition, 
such projective tests and measurements 
as the Rorschach Ink Blot Test, Thema- 
tic Apperception Test, Rosenzweig P-F 
Study, Curtis Completion Form, and a 
variety of personal documew:s includ- 
ing autobiographies, personal letters, VO- 
cational themes, diaries, and free as- 
sociation material produced by the par- 
ent when he is asked to talk himself 
out on such topics as “my mother,” “my 
father,” “things I dislike about my hus- 
band,” “things I dislike about my wife.” 


INTERVIEWING ANCILLARY SUBJECTS 


Frequently we go a step further in 
getting to know the parents we do psy- 
chotherapy with. We ask other people 
about the parents—people who know 
them. These ancillary subjects include 
parents of our parents, brothers and sis- 
ters, employers and teachers, ministers 


amine them for such negative traits sj and family physicians. If our parents 


hostility, criticalness, intolerance, an 

impulsiveness. We find out how sensitive 
and how aggressive they are. All this 
and more information gleaned from 
tests, controlled observation, and pre- 
liminary interviews helps us to determine 
a parent’s surface and source psychody- 
namics. 

To locate a parent’s surface psycho- 
dynamics, causes which operate on the 
conscious level, we use such tests as the 
Otis Tests of Mental Ability, Kuder 
Preference Record, Guilford-Zimmer- 


ave had any dealings with mental 
heaith agencies or welfare groups of the 
community, we obtain additional infor- 
mation from these sources as well. 

Any one ancillary subject can pro- 
vide only a limited amount of informa- 
tion about a given parent. But when all 
of the information so collected is com- 
bined and evaluated, it makes up an im- 
portant additional source that we can 
draw from to extend, modify, or reim- 
force findings obtained by us from our 
own diagnostic data. 
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TERMINATING PARTICIPATION IN 
THE CLINIC 

Participation by a parent in our 
clinic is voluntary. Termination of par- 
ticipation in the clinic is also voluntary. 
Our parents’ clinic has no termination 
time as such. The clinic meets once a 
week throughout the year. Our clinic 
population is a migratory population. 
Every month some parents join the clinic 
while others leave. Usually the termina- 
tion date for a given family arrives when 
the need for therapy both in the case 
of the children and the parents has 
decreased to such an extent that further 
psychotherapeutic counseling can be 
entrusted and delegated to community 
leaders. In the case of children this 
means passing on the responsibility for 
counseling to teachers, den mothers, 
scout masters, camp counselors, Brownie 
leaders, YMCA and YWCA leaders, 
and other community arbiters who work 
with children. In the case of parents 
the responsibility for further counseling 
is passed on to the minister, family 
physician, attorney, family psychologist 
and/or psychiatrist, and other similar 
community arbiters of family welfare. 

The doors to our parents’ clinic, of 
course, are never closed to any one. If 
parents after a period of absence wish 
to come back to the clinic for reassur- 
ance, for additional cathartic self-expres- 
sion, for more information about them- 
selves or their children, they are wel- 
come to do so. If we do not hear from 
the parents in two to three months after 
they have left the clinic we make a fol- 
low-up telephone call. This occasionally 
leads to another consultation with the 
parents. During this session methods of 
therapy adopted by the parents for 
themselves and their children are re- 
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viewed and therapeutic progress is eval- 
uated. Frequently when we call, parents 
are proud to relate to us that everything 
is going well. Such assurances make us 
feel good because they are testimonials 
that we sorely need in our work. 


SUMMARY 


Group psychotherapy with parents, 
while difficult, is very rewarding. It is 
rewarding because such therapy helps 
parents gain greater insight into them- 
selves, their own motivations and con- 
flicts, and at the same time is also con- 
ducive to establishing better relations 
between themselves and their children 
who are undergoing therapy. It is re- 
warding also because such therapy en- 
sures much better progress with the 
children of parents in therapy; this is in 
the case where parents are permissive 
but not participating in therapy. Not- 
withstanding these assets, group psycho- 
therapy with parents is also beset by 
difficulties—the main difficulty being 
that while parents are willing to have 
professional workers help their children, 
they are not as willing to help their chil- 
dren by helping themselves through 
group psychotherapy. 

More specific gains derived from 
group psychotherapy with parents as re- 
vealed by our experiences are as fol- 
lows: 

Parents discover that in many in- 
stances what they really need is not 
advice, but the courage to face them- 
selves realistically and then to transfer 
the insight thus gained to more adequate 
personal and social adjustment. 

A second very tangible gain that 
comes from group psychotherapy with 
parents is the opportunity for group 
cathartic self-expression about family 
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matters. When father and mother differ 
on family matters, they frequently be- 
come defensive in their attitudes toward 
each other, with the result that little of 
positive value can be achieved in such 
family discussions. In the group psycho- 
therapy environment with parents, this 
defensive duress situation is consider- 
ably reduced, with the result that par- 
ents can go into a much more creative 
cathartic self-expression than would 
otherwise be possible. 

Still another way in which group 
psychotherapy with parents facilitates 
our play and activity therapy with chil- 
dren is through the easier handling of 
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BOOK REVIEWS 


ADOLESCENTS: PSYCHOANALYTIC AP- 
PROACH TO PROBLEMS AND THERAPY. 


Edited by Sandor Lorand, M.D., and Henry 
l. Schneer, M.D. 


New York: Paul B. Hoeber, 1961. pp. 378. 
$8.50. 


This book is a worthy contribution to 
the metapsychology of adolescence and to 
an understanding of some of the practical 
problems associated with adolescent devel- 
opment and treatment. Although there are 
19 authors bringing together their numer- 
ous individual ideas about various aspects 
of adolescence, there is a high level of in- 
tegration and coordination of the 17 chap- 
ters which provides balance and continu- 
ity. The papers are original, highly in- 
formative and carefully organized. This is 
not a reference book. Rather it is a detailed 
exploration of many facets of adolescent 
psychology. 

Although the book is an outgrowth of a 
series of lectures for residents in psychi- 
atry by the Division of Child Psychiatry of 
the State University of New York, Brook- 
lyn, it has been expanded and edited into a 
Masterful psychoanalytic study of ado- 
lescence by outstanding contributors inter- 
ested in this phase of development, The 
subject matter is discussed in a schematic 
way, including excellent cases, with a rich- 
ness and thoroughness that makes for pleas- 
ant reading. 

The chapters may be divided into three 
groups in order to facilitate the review of 
this book. The first is related to adolescent 
Psychology, the second to certain specific 
syndromes, and the third to treatment and 
diagnostic considerations as well as the cul- 
tural influence upon adolescent develop- 
ment. 


In the foreword, Dr. David M. Engle- 
hardt calls attention to adolescence as a 
stage of development which creates singu- 
lar complexities not alone for the adoles- 
cent but also for his parents. He questions 
whether the specialist in child behavior is 
qualified to treat the adolescent and feels 
that a subspecialty of adolescent psychiatry 
is justified. This position is taken in spite 
of the fact that the dynamic formulations 
and case histories contained in the book re- 
peatedly refer to significant and detailed 
knowledge of the prior childhood psycho- 
pathology. All child therapists are trained 
in the treatment of both children and ado- 
lescents but regrettably those attempting 
to do solely adolescent psychiatry often are 
inadequately equipped to cope with the 
complex psychodynamic factors operating 
as a result of earlier life experiences. 

Arbitrarily separating adolescence from 
childhood gives a false impression that 
growth proceeds in rigid steps. I would 
predict that the backward march of those 
therapists moving from adult to adolescent 
psychiatry will not stop until child psychi- 
atry also becomes an essential part of their 
training. One would not deny the unique 
characteristic differences of adolescents, 
just as one would not deny the different 
techniques and knowledge required to un- 
derstand the prepuberty child, the latency 
child or the prelatency child. As Dr. Lor- 
and states, the essays show clearly the ex- 
tent to which early influences are involved 
in the problems of adolescent development. 
Almost all the contributors are skilled in 
both childhood and adolescent psychology; 
where this is not the case one sees omis- 
sions in the understanding of the psycho- 
dynamics of the case material. 

In the first chapter David Beres calls 
attention to the crystallization of character 
formation in adolescence, a crucial phase 
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in the development of character structure. 
One expects to observe the dynamic shifts 
of the normal adolescent process rather 
than the precocious fixity of defensive pat- 
terns and this requires an ability to distin- 
guish between the normal and abnormal 
formation of character. 

The contribution by Leo A. Spiegel on 
“Identity and Adolescence” stresses the 
fact that one of the main purposes of ado- 
lescence within the total developmental 
process is the need to achieve a sense of 
self. He significantly elaborates upon our 
knowledge of adolescent psychology by 
calling attention to what he terms “symp- 
tom absorption,” in which symptoms dis- 
turbing to an adult are absorbed into the 
personality of the adolescent—to be slowly 
eliminated as a more definite self is estab- 
lished. The conflictual struggle with the 
sexual drive, the role of masturbation in 
adolescence, and the clarification of the 
dynamics of identification and identity in 
Telation to the adolescent are thoughtfully 
presented, 

The chapter on the “Menarche” by 
Judith S. Kestenberg is a most valuable 
contribution. The positive aspects of this 
event are stressed as an organizer in femi- 
nine development. Diffuse prepubertal be- 
havior changes to more sharply delineated 
pubertal organization. As a result, pubertal 
girls are easier to analyze than prepubertal 
girls. The feminine masochistic position 
and the habits of the girl are compared 
with the aggressivity and disorganization of 
the boy, who does not derive a stabiliza- 
tion of pubertal processes until much later. 
The importance of earlier infantile resolu- 
tion of conflict and the identification with 
the mother as an organizing model are dis- 
cussed. Physical growth, psychological 
characteristics and adaptive patterns of the 
girl in puberty are explored as valuable 
sources of information in understanding 
female psychology. 

Marjorie Harley’s discussion of “Mastur- 
bation Conflicts” is an excellent treatise on 
this subject, so important, yet so sparsely 

explored in the psychology of adolescence. 
Preoedipal and oedipal factors and the ex- 
periences of latency are considered as they 


integrate this function or cause conflict to 
be expressed in regard to masturbation 
when adolescence is reached. Psycho- 
pathology in connection with premature 
genital stimulation originating in the pre- 
genital era is used to demonstrate various 
libidinal dislocations and confusion in the 
sense of identity during adolescence. This 
is an unusually fine theoretical paper on 
the psychology of masturbation. 

Chapters 5 through 11 are devoted spe- 
cifically to pathological syndromes. “Ho- 
mosexual Conflicts” by Selma H. Frai- 
berg is a masterful dissertation on the dy- 
namics of normal or “allowable” homosex- 
uality and pathological or “committed” 
homosexuality. The problem of helping the 
adolescent to establish an appropriate sex- 
ual identification as a factor in the treat- 
ment of the adolescent is stressed. The 
chapter by Sylvan Keiser on “The Ado- 
lescent Exhibitionist” discusses the dynam- 
ics of this phenomenon, and the factors in- 
volved are demonstrated with an excellent 
discussion of a case. “Delinquency” is de- 
scribed by Peter Blos as a clinical phe- 
nomenon resulting from a_ pathological 
maturational process. The dynamic fac- 
tors underlying delinquent behavior and 
the technical difficulties associated with 
treatment are described. Augusta Bonnard 
writes on “Truancy and Pilfering Associ- 
ated with Bereavement” and uses two in- 
teresting cases to demonstrate the elements 
associated with their conflict. “The Suicidal 
Adolescent” by Henry I. Schneer and Paul 
Kay is a statistical study of 84 adolescent 
patients. They believe that the predispos- 
ing factors centered about preoedipal and 
oedipal trauma passively endured and the 
motivational factors currently experienced 
cause a revival of primary-process think- 
ing and acting with self-directed aggression 
against an internalized phallic narcissistic 
mother image. The act was considered an 
attempt to master actively a deprivation 
through the wish for sleep. In the chapter 
“Psychosomatic Disorders,” Melitta Sper- 
ling stresses the unique nature of the 
mother-child relationship and the specific 
structure of the superego. Various syn- 
dromes frequently seen in adolescence are 
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described. Hyman Spotnitz primarily dis- 
cusses the difference between the turbu- 
lence of normal adolescence and the ado- 
lescent schizophrenic state. 

The remaining chapters are devoted to 
treatment and diagnosis. Actually the dis- 
cussion on therapy per se is very limited. 
The chapter by Sandor Lorand on “Treat- 
ment of Adolescents” offers little signifi- 
cant contribution either in terms of theory 
or technique. He is more at home with the 
treatment of older adolescents and neglects 
the theoretical and technical aspects of the 
treatment of the adolescent in the early and 
middle phases. In general, the book bears 
out his observations that “definitely certain 
types of adolescents can be treated with 
psychoanalytic therapy but that this will 
never be the so-called orthodox analysis.” 
Of approximately 25 cases described, 5 
could be considered as having been in a 
modified form of analysis. 

There is an excellent paper on “Therapy 
of Learning Problems” by Rhoda Lorand. 
She discusses the usual impact of adoles- 
cence on learning and a number of psycho- 
pathological factors which may interfere 
with the adolescent’s school performance. 
The dynamic factors involved in therapy 
also are discussed. 

Anita I. Bell describes “The Role of Par- 
ents” and the meaning to them, for better 
or worse, of change in the adolescent. The 
reaction of parents to adolescent change is 
determined both by the adolescent process 
itself and the earlier life experiences. Nu- 
merous factors are discussed which must be 
resolved if the adolescent is eventually to 
achieve autonomy. One would have liked 
to see an expansion of this chapter on the 
Management of the parent-therapist rela- 
tionship, which poses such a delicate prob- 
lem in treatment. 

“Institutional Treatment” by Simon 
Kwalwasser and Sidney L. Green is limited 
to the consideration of a very special group 
of disturbed adolescent girls ranging in 
age from 13 to 17 years. Most of them 
were overt or borderline psychotics, usu- 
ally schizophrenics. The severe psychopa- 
thology is described as well as some of the 
problems in management. 
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A most detailed account of the “Diag- 
nostic and Prognostic Considerations in 
Psychological Tests” by Solomon Mach- 
over presents his serial diagnostic studies 
of several adolescents demonstrating the 
difference between acute reactions of ado- 
lescence and early manifestations of a 
chronic process. 

The last chapter, “The Adolescent in So- 
ciety” by Warner Muensterberger, dem- 
onstrates the impact of social custom and 
ritual on the adolescent in various societies. 
One would have wished for a more com- 
prehensive discussion of the way our own 
cultural forces influence adolescent devel- 
opment. Very little attention has been paid 
to the impact of our cultural demands on 
the adolescent and how they influence the 
expanding psychological and biological 
functions of the adolescent. 

This book is a valuable contribution to 
the psychoanalytic literature on adolescent 
psychology. I cannot agree with Dr. Lor- 
and that it is a book for parents and edu- 
cators. It will be most rewarding reading to 
all those working with adolescents. 

SIDNEY BERMAN 


MENTAL HEALTH IN THE METROPOLIS: 
THE MIDTOWN MANHATTAN STUDY, 


Vol. 1. 


Leo Srole, Thomas S. Langer, Stanley T. 
Michael, Marvin K. Opler, and Thomas A. 
C. Rennie. 


New York: Blakiston Division, McGraw- 
Hill Book Co., 1962. pp. 428. $9.95. 


This is the first of three volumes by 
Srole and his associates reporting on the 
most thorough study of mental health and 
mental disorder yet made in this country. 
The Midtown Study was carried out by an 
interdisciplinary team of sociologists and 
psychiatrists, and was intended to serve the 
purposes of both action and basic research. 
In the present volume, the authors focus on 
two main tasks: 1) ascertaining the preva- 
lence of mental morbidity in the popula- 
tion of persons in the 20 to 59 age range 
who live in the well-delineated residential 
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area near the “epicenter” of Manhattan; 2) 
testing the postulate that the demographic 
variables of both the independent (e.g., re- 
ligious origin) and reciprocal (e.g., marital 
status) types are related to a measure of 
mental health. 

In addition to conducting a Treatment 
Census operation, the study team utilized 
probability sampling and interviewed 1,660 
persons in a Home Survey, The reader 
should keep in mind that the former opera- 
tion was designed to get at the patient rate 
in Midtown, while the latter operation was 
designed to assess the over-all frequency 
of mental morbidity in the population. The 
results of the Home Survey comprise the 
main part of the book. All of the Home 
Survey questionnaires were evaluated by 
the study’s psychiatrists, and respondents 
were rated on a six-point scale which was 

designed to differentiate the degree of 
symptom formation. The six categories are 
Well, Mild, Moderate, Marked, Severe, and 
Incapacitated. The last three categories are 
lumped together and designated as Im- 
paired. Many readers will be astounded to 
find that 23.4 per cent (p. 138) of the re- 
spondents are designated as Impaired. In- 
deed, such a figure makes one suspect that 
the study psychiatrists have an idealized 
View of man. It is most difficult to believe 
that Midtown could continue to function 
if nearly one-fourth of the adult popula- 
tion needed psychiatric help. 

One of the psychiatrists, Michael, won- 
ders if “the symptoms of these untreated 
respondents have an unusual protective 
quality” (p. 334). It would have been valu- 
able if the psychiatrists had had some face- 
to-face contact with at least 5 or 10 per 
cent of the study group. 

Chapters 9 through 16 present the bulk 
of the substantive findings which deal with 
the demographic variables. These variables 
include age, sex, marital status, parental 
socioeconomic status, respondent socioeco- 
nomic status, generation in the United 
States, religious origin, present religion, 
ethnic origin, and rural-urban background, 
This is probably the most comprehensive 

attack made on the relationship between 
sociocultural factors and mental health to 
date. There are many interesting analyses 


AMERICAN JOURNAL OF ORTHOPSYCHIATRY 


in these chapters, but perhaps the most 
impressive finding is that respondents’ age 
and socioeconomic status are independently 
related to respondents’ mental health rat- 
ing. Specifically, mental morbidity is most 
prevalent in the oldest age group and in 
the lowest socioeconomic status group, in 
contrast to being least prevalent among the 
youngest people and those of the highest 
socioeconomic status. Another interesting 
finding is that persons of the Jewish re- 
ligion showed the lowest impairment rate 
while Catholics had the highest. 

The book is readable and is a model of 
elegance both in the design of research and 
in the thoroughness with which the prob- 
lems of execution are reported. Like most 
studies of its kind, this one has some weak- 
nesses. This reviewer was not convinced by 
Srole’s attempt to show that Midtown is 
like other communities. Srole himself noted 
on more than one occasion that Manhattan 
is the “world’s supreme metropolis” (p. 
102). Social scientists who are interested in 
the relationship of social class to mental 
illness will be disappointed that Srole and 
his associates utilized a prevalence rather 
than an incidence rate of mental morbidity. 
Srole’s treatment of the relationship be- 
tween social mobility and mental health is 
sketchy. Furthermore, he states (pp. 222- 
223) that Hollingshead did not report on 
social mobility among treated nonschizo- 
phrenics. Hollingshead, Ellis, and Kirby 
have, however, presented data on this in a 
paper published in 1954. Lastly, more 
higher-order analyses would have been de- 
sirable for this study. If the cells had be- 
come too small when several variables were 
simultaneously controlled, then some fac- 
tor analyses would have been appropriate. 
This reviewer does not sympathize with 
Srole’s bias against the statistical treatment 
of data. 

These weaknesses are fairly minor ones 
and should not prevent anyone from read- 
ing this book. Clinicians and social scien- 
tists have much to glean from this volume. 
Indeed, it would seem that the collabora- 
tion between psychiatrists and social scien- 
tists is further ensured by the fruitful re- 
sults of this study. 

James E. TEELE 
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COMMUNITY AS DOCTOR: NEW PER- 
SPECTIVES ON A THERAPEUTIC COMMU- 
NITY. 


Robert N. Rapoport, with the collaboration 
of Rhona Rapoport and Irving Rosow. 


Springfield, Ill.: Charles C Thomas, 1960. 
(London: Tavistock Publications, 1960.) 
pp. 325. $9.75. 


Few developments in the treatment of 
hospitalized mental patients have been 
more appealing or more influential than 
the effort to mobilize the entire population 
of staff and patients as a therapeutic com- 
munity. The most articulate exponent of 
the therapeutic community has, of course, 
been Maxwell Jones. During his years as 
Director of the Social Rehabilitation Unit 
at Belmont Hospital, he provided a model 
for many other efforts to minimize hier- 
archy and to maximize therapeutic partici- 
pation of all members of the hospital com- 
munity. The book under review gives a 
social anthropologist’s perspective of the 
Social Rehabilitation Unit, based on four 
years spent in studying its structure and 
functioning. 

The patients found in the Unit during 
the period of study were predominantly 
young adults, from lower-class and lower- 
middle-class urban backgrounds, with 
males outnumbering females by about 
three to one. Psychiatrically, four-fifths 
Were diagnosed as having personality dis- 
orders (psychopathic personality, character 
disorder, etc.), the remainder dividing 
fairly evenly into psychotics and neurotics. 
The research team has further classified 
the patients in terms of ego strength and 
characteristic behavioral defenses (aggres- 
sion, emotional insulation, conformity, ill- 
hess and physical withdrawal). In general, 
conformity was associated with greater ego 
strength while aggression and physical 
withdrawal were associated with weaker 
ego strength. 

_ The primary focus of this study is on de- 
lineating the consequences of the Unit's 
ideology, which merges the aims of treat- 
ment and of rehabilitation. The staff's con- 
ception of the fundamental character of a 
therapeutic community is characterized in 
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three general propositions: 1) everything 
is treatment; 2) all treatment is rehabilita- 
tion; 3) all patients (once admitted) should 
get the same treatment. This conception re- 
quires, of course, that patients selected for 
treatment shall be suitable for the kind of 
treatment given. The present report ques- 
tions the assumption that the full range of 
the rather diverse population received is 
suitable for such a regime. Even more 
strongly it questions the assumptions im- 
plicit in a literal acceptance of propositions 
one and two. 

Within the broad ideology stated, four 
major themes are noted: democratization, 
permissiveness, communalism (sharing of 
amenities, informality, full participation in 
the community), and reality confrontation 
(continual interpretations of behavior as 
seen by others). While each of these themes 
can contribute to the achievement of thera- 
peutic objectives and the first three greatly 
enhance the probability of being able to in- 
corporate psychopathic types in a network 
of social relationships, the resulting com- 
munity entails grossly different patterns of 
expectation than does the larger society. 

The responsibilities and role expectations 
of various categories of staff are examined 
in the light of professional training, previ- 
ous experience, and the process of “sociali- 
zation” to the Unit’s system of social roles. 
Even though a good deal of self-selection 
takes place, it is clear that sharp disconti- 
nuities in professional roles are experienced 
by physicians and nurses when they first 
enter the Unit. The resulting role dilemmas 
—in the area of responsibility and authority 
for doctors and that of affectual involve- 
ment with patients for nurses—are handled 
in a variety of ways by different staff mem- 
bers, depending upon personality factors, 
commitments to theoretical positions and 
situational constraints. There is far from 
complete consensus among staff on the way 
that roles are to be carried out. While it is 
not clear that there is greater “dissensus” 
than would be found in most psychiatric in- 
stitutions, a strong case can be made for the 
greater importance of staff consensus in an 
institution where authority and responsibil- 
ity are broadly diffused. ; 

The major question to which one would 
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like the answer in any study of a treatment 
facility is: How well does it succeed in 
dealing with patients’ problems and in re- 
turning them to the community? A long 
chapter on patterns of patient reaction to 
the Unit attempts to answer this question. 
For the patients as for the staff, the Unit 
represents a sharp discontinuity with pre- 
vious experience. The patient is expected to 
acknowledge that he is ill and to accept 
other values of the Unit. Even with sub- 
stantial effort to orient the new patient to 
the Unit and to incorporate him in its ac- 
tivities, many patients find it difficult to 
accept the Unit’s values. Roughly a sixth 
leave voluntarily within the first month. 
Using as an index of improvement the 
physician’s judgment (which is less opti- 
mistic than the patient’s own self-rating), 
Rapoport has examined the relationship be- 
tween improvement and various character- 
istics of the patient and his experience. As 
might be expected, the less severely im- 
paired patients (those rated as having great- 
est ego strength) show greatest improve- 
ment. Beyond this, patients classified as 
conformists showed the highest rate of im- 
provement while those whose characteristic 
mode of behavioral defense was with- 
drawal showed the lowest rate of improve- 
ment. Length of stay on the Unit was 
highly related to rating of improvement. 
Less highly related, but still significantly 
so, was the extent to which the patient had 
achieved an identification with a senior 
member of the staff. Unfortunately, many 
of the indices which are correlated with 
improvement appear to be precisely those 
patient characteristics which a doctor 
might seize upon as evidence of improve- 
ment or as promising a favorable prognosis. 
Surprisingly, the reader is given no ink- 
ling of the criteria of improvement used 
by the doctors or by the social scientists 
who followed up the patients at six months 
and at a year after discharge from the 
Unit. While it is interesting to learn that 
the social scientists rated a substantially 
smaller proportion as improved after six 
months in the community than did the doc- 
tors who made their ratings at discharge, 
one has no idea whether the labels given 
were in any way comparable. The author's 
interpretation that this reflects the differ- 
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ence between the requirements of adjust- 
ment to the Unit and those in the commu- 
nity is plausible but not demonstrated. 

This study is also disappointing in the 
failure of the research group to collect sys- 
tematic data on social processes for long 
enough periods to be able to come to firm 
conclusions. There is an intriguing discus- 
sion of oscillations in the Unit atmosphere, 
and the hypothesis is offered that the sys- 
tem tends to go through cycles of such 
oscillations. Following a phase in which the 
dominant themes are fully operative, pa- 
tient and staff changes lead to « period of 
mounting tension and deviancy, tending to- 
ward a peak of disorganization. At this 
time the ideology must be temporarily 
yielded in order to reconstitute a measure 
of stability (by discharge of patients, au- 
thoritative action on the part of the staff, 
etc.), but soon there is a swing back toward 
the ideal state of permissiveness, democ- 
racy and communalism. Unfortunately, the 
systematic data offered cover only rela- 
tively brief periods, and are far from ade- 
quate to document the author’s hypothesis. 

The dynamics of population movement 
are also presented in only very fragmentary 
fashion, so that it is impossible to get an 
overview of the flow of patients and of the 
typical pattern of socialization to the Unit. 

Despite these serious shortcomings of a 
methodological sort, this is an interesting 
and provocative book. It seeks to throw 
light on the social processes which charac- 
terize a very specially designed social sys- 
tem. In a final chapter, Rapoport presents 
a series of postulates which summarize the 
convictions derived from his work at the 
Social Rehabilitation Unit and his subse- 
quent thinking. They are worthy of careful 
consideration, although it will not always 
resolve the dilemmas confronting the de- 
signer of any therapeutic institution. 

It is probable that many of those who 
have attempted to operate a therapeutic 
community have become aware of at least 
some of the problems which Rapoport has 
delineated. It is also probable that a more 
careful consideration of these problems 
can contribute toward improved designs for 
therapeutic communities through greater 
awareness of the nature of social systems: 

Joun A. CLAUSEN 
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MAORI YOUTH. 
David P. Ausubel, Ph.D., M.D. 


Victoria University of Wellington. Publica- 
tions in Psychology, No. 14. Wellington, 
New Zealand: Price Milburn, 1961. pp. 
221. $3. 


Dr. Ausubel, professor of educational 
psychology at the University of Illinois, 
spent his Fulbright year in New Zealand 
studying the opportunities, motivations, as- 
pirations and life chances of the Maori, 
once a highly complex and brilliant native 
culture. His findings will be grouped with 
similar ones for the American Indian, the 
American Negro, the African Negro, the 
Australian Blackfellow, and all other dis- 
franchised populations. Prejudice, con- 
tempt, robbery (by Caucasions), etc., plus a 
late, guilty, half-hearted, and belittling ef- 
fort to “do something” for “our oppressed 
minorities,” is the story in New Zealand, as 
in America, Africa, Australia, and else- 
where. So too, in New Zealand, we find the 
“noble savage” attitude coupled with reso- 
lute racial downgrading. 

A difference between Professor Ausu- 
bels work and that of others who have 
studied similar problems is the carefully 
controlled, extremely intensive nature of 
the research. Participant observation is 
coupled with interviewing and statistical 
analysis, and each conclusion about Maori 
youth is matched against a comparable 
group of paheka (New Zealand whites). 
Ausubel finds the Maori deficient at all 
points: motivation, employment level, 
school achievement, and general social sta- 
bility. Hence there is more delinquency 
and vagrancy among Maori youth than 
among comparable groups of paheka. With 
fine scholarship and scientific resourceful- 
ness Professor Ausubel is able to show that 
these differences are rooted in old Maori 
Culture, but also, and especially, in the long 
history of savage disfranchisement and 
deprivation to which the Maori have been 
Subjected by the powerful whites. 

The outlook is very gloomy indeed; and 
the author, although outlining an_intelli- 
gent program of “what’s to be done,” seems 
to have little hope for its achievement in 
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the near future. 

For people interested in the long and 
sorrowful history of Caucasian destruction 
of the identity of indigenous minorities, 
this book is a handbook of method. It is 
also a good blueprint for the investigation 
of the sources of group psychological sets. 
Dealing with a subject that obviously made 
him boil, Professor Ausubel has, neverthe- 
less, produced a book that is a model of 
restraint. 

JULES HENRY 


THE SELF CONCEPT: A CRITICAL SURVEY 
OF PERTINENT RESEARCH LITERATURE. 


Ruth C. Wylie, Ph.D. 


Lincoln: University of Nebraska Press, 
1961. pp. 370. $4.50. 


This book deals with the empirical in- 
vestigations of the past two decades in the 
area of phenomenological theory known as 
self theory. Although many theorists have 
utilized the self as a personality construct, 
few have carried out systematic research 
aimed at validating propositions concern- 
ing the self. In the author's opinion, self 
theories are so vague and incomplete that 
they hardly provide principles for organiz- 
ing the research surveyed. Therefore, the 
substantive part of the survey is made up 
of separate chapters dealing with three dif- 
ferent kinds of self construct and their rela- 
tionships with antecedent and consequent 
variables. Several hundred authors are 
cited, but most of them have limited their 
efforts to one or two investigations. The 
more extensive programs of research re- 
viewed are those of Rogers and his col- 
leagues, Sarbin, Jourard, and Fisher and 
Cleveland. 

‘Almost half of the book—150 pages—is 
taken up by the chapter dealing with meas- 
ures of self-regard, self-acceptance, and 
similar concepts. Such measures are pri- 
marily concerned with how the individual 
feels about himself. A shorter chapter deals 
with studies of self-insight. Again, rather 
than the substance of the self, the measures 
deal primarily with the degree of agree- 
ment between the subject’s and others’ 
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views of his self. Thus this book is rarely 
concerned with the content of the self con- 
cept in the sense of the individual's con- 
cept of who he is and the nature of his 
roles and goals. Some specific character- 
istics and attributes of self concepts asso- 
ciated with social interaction variables are 
reviewed. 

In effect, the only studies covered are 
those involving instruments explicitly de- 
signed to measure the self. Of course, some 
Criteria of selection were necessary. Other- 
wise one would get into all the personality 
studies involving interviews and self-report 
instruments, as well as some utilizing pro- 
jective measures. Furthermore, no reports 
of clinical observations such as are fre- 
quently found in psychoanalytic studies of 
ego functions are considered. It is interest- 
ing to note that none of the studies re- 
viewed were directly related to the theories 
of Allport, Erikson, Mead or Murphy. 

The book will be valuable to both the 
student and the researcher approaching a 
new area. It discusses a wide variety of ap- 
proaches to assessing certain aspects of the 
self concept and indicates which methods 
and designs are apt to be less useful than 
others. Many Q-sort, inventory, and pro- 
jective measures are described in tables as 
well in the text. The specific items used in 
the instruments are not given but there is 
an extensive bibliography of published 
sources. After each set of similar studies 
has been described, the results are concisely 
summarized and generalizations that may 
be warranted are suggested. However, these 
summaries are occasionally unmarked and 
difficult to locate, 

A few tentative conclusions emerge from 
the research; for example, self-regard is 
associated with outcome of psychotherapy, 
parental regard, experimentally induced 
success, persuasibility, and adjustment, The 
conclusions of research always concern the 
specific operations and procedures utilized 
in gathering data. For this reason a theory 
can grow in explanatory power only when 
empirical research is critically evaluated to 
uncover explanations which explain the 
data better, or more simply, than does the 
theory. This is the function that this book 
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performs. Two fuil chapters are devoted to 
the problems of design and instrumenta- 
tion. Except for the attempt to demonstrate 
that response-defined constructs are ex- 
perimentally indistinguishable from envir- 
onmental manipulation, the author's cri- 
tique is illuminating. 

Application of the standards and per- 
spectives of scientific methodology shows 
that the pertinent research actually pro- 
vides little unequivocal support for self 
theory. Alternative explanations for the 
data suggested are response sets, practice 
effects, conscious deception, sampling bias, 
and rather contamination. The require- 
ments of adequate control groups are not 
understood by workers in this field. Inves- 
tigators frequently fail to report adequate 
reliabilities or to demonstrate “construct 
validity” for their measures. A test is de- 
fined as a measure of some attribute of the 
self and then used to test a hypothesis 
without there being any evidence offered 
for the sensitivity of the test. Furthermore, 
although the “discriminant validity” of 
these measures is rarely checked, the au- 
thor finds considerable indirect evidence 
that it is poor. Responses are influenced 
strongly by test format as is shown by cor- 
relations with other measures having the 
same format but different (e.g., nonself) 
content. Many studies have employed dy- 
adic variables based upon the difference of 
two variables, e.g., ideal-description minus 
self-description as an index of self-regard, 
but ideal-descriptions are often so stereo- 
typed that the difference between self and 
ideal boils down to the self-description per se. 

The author's summary of the findings 
raises serious doubts as to whether the ex- 
tensive expenditure of research effort rep- 
resented by the studies surveyed has ma- 
terially increased the factual underpinnings 
or practical relevance of self theory. How- 
ever, she feels that phenomenological vari- 
ables are probably necessary to account for 
human behavior and suggests that the focus 
of study be shifted from vague concepts 
Such as “self-actualization” to the construc- 
tion and validation of measures of more 
precisely defined attributes. 

CHARLES VAN BUSKIRK 


NOTES AND COMMENTS 


FORTIETH ANNUAL MEETING 


Hotels Shoreham and Sheraton-Park, 
Washington, D.C., March 6-9, 1963 


Our experimentation at the 1962 An- 
nual Meeting with a full day’s program 
devoted to a single theme is to be con- 
tinued in 1963. The program on Thursday, 
March 7, will be focused on the theme 
“The Behavioral Scientist and Human 
Survival.” 

This has been a difficult assignment. 
The Committee has been concerned with 
securing papers based on research and 
exploration, rather than on “editorial” com- 
ment on the issues concerned. It has been 
stimulating, however, and from it we have 
gained considerable knowledge about the 
growing contribution of scientists from all 
the disciplines in the behavioral field. 
There is a burgeoning of concern, explora- 
tion and research in problems of war and 
peace now under way by our colleagues 
in the broad field of the behavioral and 
social sciences. There is also growing in- 
terest in the potential contribution Ortho 
can make to this ongoing development. 

Sessions on Thursday will be devoted 
to: International Tension Reduction; 
Inter-Nation Communication Barriers; 
Children’s Anxieties in the Nuclear Age; 
Impact of Disarmament—Economic and 
Social, Significance for Social Welfare 
Structure in Peace, and the Peace Corps; 
Conflict Resolution—Through Negotiation 
and Conferences, and Research in the 
Resolution of Intergroup Hostilities; Im- 
pact of Shelter Programs; International 
Exchanges of People; Image of the 
Enemy; Social, Ethical Responsibility of 
Behavioral Scientists; International Ten- 
sions and Consequences for the Person- 
ality; Politics and the Behavioral Sciences; 


Areas of Research; How Can the Be- 
havioral Sciences Contribute to the Legis- 
lative Process; Dimensions of Commit- 
ment of Behavioral Scientists; Mass Media 
and the Anxious Public; Biological and 
Environmental Effects of Nuclear Arms; 
Psychology and Aggression—Deterrence 
and the Social Aspects of Aggression as a 
Force for Peace; Peaceful Alternatives; 
and National and International Decision 
Making. 

Among the participating speakers are 
Drs. Charles Osgood, Jules Masserman, 
Ithiel de Sola Pool, Bryant Wedge, Ray 
Birdwhistell, Robert North, Elton McNiel, 
Sibylle Escalona, Milton Schwebel, 
Thomas Milburn, Morton Deutsch, Viola 
Bernard, Judd Marmor and Fritz Redl. 

Sir Robert Watson-Watt, author of 
“Man’s Means to His End” and one of the 
physicists instrumental in the development 
of radar, who is now working actively in 
the field of human communication, will 
be the major luncheon speaker on Thurs- 
day. Other speakers include: Dore Schary; 
Launor F. Carter, Chief Scientist of the 
U.S. Air Force; Ida Merriam of the Divi- 
sion of Program Research, Social Security 
Board; Howland Sargeant, Director of 
Radio Liberty; Vincent Rock of the Insti- 
tute for Defense Analysis; Oscar Schachter, 
Director of the General Legal Division of 
the United Nations and Gerard Piel, pub- 
lisher of Scientific American. Senators Hu- 
bert Humphrey and William F. Ryan have 
agreed to participate, commitments per- 
mitting, as has Mr. Sargent Shriver. , 

A joint meeting with World Federation 
for Mental Health on the same theme is 
being planned for Wednesday evening. A 
joint session on this theme is also being 
planned with SPSSI. A 

Thursday’s program structure will vary 
from tradition. Sessions will be held in the 
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morning and afternoon on the day’s major 
theme. The presidential session is sched- 
uled for Thursday evening. 

Friday and Saturday will be devoted pri- 
marily to clinical subjects, and there will 
be a number of symposiums, panels and 
workshops on clinical problems. 

Joint sessions are being planned with 
the American Association of Psychiatric 
Clinics for Children, with the mental 
health sections of the College Health 
Association and the American Public 
Health Association. and with the American 
Association of Children’s Residential 
Treatment Centers. 

A special session is scheduled for Fri- 
day evening, March 8, on the American 
Indian, Philleo Nash, Commissioner of 
Indian Affairs, has accepted our invitation 
to participate. 

We are still busily at work rounding out 
the program. It is our enthusiastic hope 
that the Association’s first meeting in the 
Nation’s capital will be provocative, stim- 
ulating and sound. 

Cyntaia P. Deutscu, Ph.D. 
Epwarp J. Hornick, M.D. 
EDWIN S. KEssLER, M.D. 
Cochairmen 


INSTITUTE FOR RESEARCH 
METHODOLOGY IN CHILDHOOD 
SCHIZOPHRENIA 


The Institute will be held in conjunction 
with the Fortieth Annual Meeting of the 
Association, in Washington, D.C. The 
topic, Childhood Schizophrenia, has been 
selected as a specific area of mental health 
in which there is great need for concen- 
trated research and evaluation of the many 
recognized problems already reported. 

The primary emphasis of the Institute 
is on the special problems of research 
design for methods of study of new ap- 
proaches in therapy, criteria of change and 
the course of schizophrenic reactions in 
children as measured longitudinally. 

Applications for admission to the Insti- 
tute must be limited to 25 members who 

are actively engaged in research concern- 
ing the schizophrenic child, or who are 
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to be responsible for future research in 
this area. Fee for the Institute is $50, 
payable on registration. To register, write 
the Association offices. 

The participants are: Herman B. Mo- 
lish, Cdr. MSC (Chairman); Samuel J. 
Beck, Ph.D.; Dr. C. B. Ferster; William 
Goldfarb, M.D.; Dr. Donald I. Meyers and 
I. Hyman Weiland, M.D. 


GENERAL 


Dr. Bruno Bettelheim will discuss “The 
Struggle for Self in Autistic Children” at 
the Fifth Annual Clara Thompson Me- 
morial Lecture, the New York Academy of 
Medicine, on November 2, 8:30 p.m. 

This Fall, at the American Academy of 
Arts and Sciences in Boston, a conference 
will be held to present the results of a 
five-week Institute sponsored in August by 
the American Academy of Arts and Sci- 
ences for those to whom the information 
will be most useful. 

Participants of the Institute include the 
fellowship residents: Lester Grinspoon, 
Senior Research Psychiatrist, Massachu- 
setts Mental Health Center and Instructor 
in Psychiatry at Harvard Medical School 
(director); Kenneth E. Boulding, Professor 
of Economics, University of Michigan; 
Urie Bronfenbrenner, Professor of Child 
Development and Family Relationships, 
Cornell University; Morton Deutsch, So- 
cial Psychologist, Bell Telephone Labora- 
tories; Amitai Etzioni, Assistant Professor 
of Sociology and staff member of Institute 
of War and Peace Studies, Columbia Uni- 
versity; Roger Fisher, Professor of Law, 
Harvard Law School; William A. Gamson, 
Research Associate in Social Psychology, 
Harvard University; Kathleen Gough, As- 
sistant Professor of Anthropology, Bran- 
deis University; E. James Lieberman, Fel- 
low in Psychiatry, James Jackson Putnam 
Children’s Center; Elliot G. Mishler, Di- 
rector of Psychological Research, Massa- 
chusetts Mental Health Center; Anatol 
Rapoport, Associate Professor, Mental 
Health Research Institute, University of 
Michigan; James A. Robinson, Assistant 
Professor of Political Science, Northwest- 
ern University; and Arthur Waskow, his- 
torian and staff member of Peace Research 
Institute. 
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Wednesday Evening, March 21, 9:00 to 10:00 P.M. 
Open Meeting j 
ACTION MENTAL HEALTH PROGRAMS 


(Joint Session of the American Orthopsychiatric Association with the World Federation 
for Mental Health) ; 


MEMORIAL SESSION TO ALBERT DEUTSCH. Host: Fritz Redl, Ph.D. 
Chairman: Otto Klineberg, M.D., Executive Board, World Federation for Mental Health 


MENTAL HOSPITAL REORGANIZATION AND THE REHABILITATION OF THE PSYCHOTIC PATIENT. 
E. Cunningham Dax, Chairman, Mental Health Authority, Victoria, Australia 


REEDUCATION OF DISTURBED CHILDREN—A DEMONSTRATION AND EXPLORATION PROJECT. 
William C. Rhodes, Ph.D. 
Discussant: Nevitt Sanford, Ph.D. 


Thursday, March 22, 8:00 to 10:00 A.M. k 
Business Meeting (Members only) s 
PRESIDENTIAL SESSION. President Fritz Redl, Ph.D., presiding 


Crisis in the Children’s Field. Fritz Redl, Ph.D. 
If Not Now, When? Leon Eisenberg, M.D. 


2:00 to 5:00 P.M. 


Session A, PRINCIPLES OF MENTAL HEALTH CONSULTATION. Chairman: Edward J. Stain- 
brook, M.D. à 


Principles of Mental Health Consultation. Gerald Caplan, M.D. 5i 


Some Administrative Aspects of Consultation. William G. Hollister, M.D. E 


Education of Social Workers for Mental Health Consultation. Rose Green, Maurice B. 
Hamovitch, Ph.D. 
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Session B. THE DAY CARE CENTER. 


Day Care as a Substitute for In-Patient Care. Rafael Canton, M.D., Robert J. Hagest. 
Day Treatment—A Study of a Year's Operation. Maurice J. Zemlick, Ph.D., Thomas M. 
McMillan, M.D. 
Role of the Psychiatric Day Hospital in a Community Mental Health Program: A Group 
Process Approach, Harris B. Peck, M.D. 
Discussants: Paul R. Dingman, Ph.D., Claude Uhler, M.D. 


Session C. REHABILITATION PROGRAMS FOR THE MENTALLY ILE. Chairman: Saul Fisher, 
M.D. 


Evaluating the Effectiveness of a Psychiatric Rehabilitation Program. John H. Beard, 
Raymond B. Pitt, Saul H. Fisher, M.D., Victor Goertzel, Ph.D. 

A Work Rehabilitation Service for the Hospitalized Chronic Schizophrenic, with Case 
Illustration. Eric Layne, Ph.D., Carl M. Einhorn, Ph.D. 

The Pioneer Halfway House in America, 1932-1962: Its Experience and Influence. 
Wayne A. Sarcka, Elizabeth Man Sarcka, Hans R. Huessy, M.D. 

Some Significant Components in the Resocialization of Patients Discharged from Psy- 
chiatric Hospitals. Seymour Silverberg. 


Session D. THE SCHOOL DROP-OUT. Chairman: Emanuel Hallowitz. 


School Drop-Out: The Natural History of a Social Problem. Jules Schrager. 
The Critical Dilemma of the School Drop-Out. Robert C. Taber. 
The Relationship of Part-Time Work Experience and Potential Early-School Leavers. 


Marcia K. Freedman. 
The Rehabilitation of School Drop-Outs. Livingston E. Beane. 


Session E. PROBLEMS IN THE PROVISION OF PSYCHIATRIC IN-PATIENT CARE. Chairman: 
E. F. Galioni. 


Perspectives on Psychiatric In-Patient Care in State Hospital and in General Hospital. 
Hyman M. Forstenzer. 
The Role of General Hospitals in Modern Community Psychiatry. Thomas Detre, M.D., 
David R. Kessler, M.D., Henry G. Jarecki, M.D. 
The Present and Potential Role of the State Hospital in the Provision of In-Patient Care. 
Antonio Fueyo, M.D. 
Discussant: Philip M. Margolis, M.D. 


Session F. GROUP PSYCHOTHERAPY. Chairman: Mortimer Schiffer. x 
(Joint Session of the American Orthopsychiatric Association with the American Group 


Psychotherapy Association) 


Group Psychotherapy and the Therapeutic Community. Maxwell S. Jones, M.D. 
Group Psychotherapy in the Service of Orthopsychiatry. S. R. Slavson 
Discussant: Maurice E. Linden, M.D. 


Session G. INTEGRATION OF SCHOOLS AND MENTAL HEALTH PROGRAMS FOR DISTURBED 
CHILDREN IN THE COMMUNITY. Chairman: Margaret C. L. Gildea, M.D. 
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Discovering and Meeting the Mental Health Needs of Emotionally Disturbed Elementary 
School Children with Special Emphasis on Children of Normal Intelligence Whose 
Parents Are Rejecting or Inadequate. Sol Gordon, Ph.D., Anne Wright, Morris Berko- 
witz, Charles Cacace. 

A Pilot Project in Setting Up a Group Therapy Program in the New York City Board 
of Education’s School for Disturbed Girls, Eugene D. Glynn, M.D., Esther Rothman, 
Ph.D., Cecile Schwartzman. 

A School Therapy Pilot Project for Aggressive Acting-Out Children Excluded from the 
Elementary Schools. Rachel A. Levine, Julius Rubin, M.D. 

Discussants: Murray Bower, M.D., Edmund W. Gordon, Ed.D. 


Session H. AUDIOVISUAL PROGRAM-/. SELECTED MENTAL HEALTH FILMS. Chairman: 
A. D. Buchmueller. 


Panels 


Panel A. THE DEVELOPMENT OF COMMUNITY MENTAL HEALTH PROGRAMS. Chairman: 
Lillian Cottrell, M.D. 


A Community Voluntary Mental Health Program: Some Emerging Patterns of Develop- 
ment. Glen W. Rollins, Harry W. Martin, Ph.D., Robert L. Stubblefield, M.D. 

The Planned Uses of a Statewide Psychiatric Register for Aiding Mental Health in the 
Community. Kurt Gorwitz, Anita K. Bahn, Sc.D., Caroline A. Chandler, M.D., Wil- 
liam A. Martin. 

Perception, Reality and Planning in Community Mental Health Programs. John H. 
Cumming, M.D., Claire Rudolph. 

Rural Areas and Mental Health Needs for Services for Children and Adolescents. William 
B. Beach, Jr., M.D. 


Panel B. MENTAL HEALTH PROGRAMS EOR THE SOCIALLY DEPRIVED URBAN CHILD. Chair- 
man: Martin Deutsch, Ph.D. 


Orthopsychiatric Programs for Socially Deprived Groups. Kermit T. Wiltse, D.S.W. 

The Intellectual Development of Slum Children. Vera John, Ph.D. 

The Social World of the Urban Slum Child. Suzanne Keller, Ph.D. 

Problems of Linking Social and Psychological Programs for Disadvantaged Urban Youth. 
Elmer K. Nelson, Jr. 


Panel C. THE NURSE IN THE PSYCHIATRIC TREATMENT PROGRAM. Chairman: Othilda M. 
Krug, M.D. 


The Nurse in an Integrated Activity Program for Hospitalized Psychotic Children. Maleta 
J. Boatman, M. D., Jane Paynter, Martha Block, Marietta C. Eng, Esther O. Milnes, 
Mary A. Kelley, Berta Mejia, Esther Omashi. 

Public Health Nurses in the Home Care of Psychiatric Outpati "heir Families. 

d Their Families 
Anita Gilbert, Gerald D. Klee, M.D., Anna e Scholl, —_—— 


Panel D. MINORITY GROUP PROBLEMS, Chairman: H. James Crecraft, M.D. 
(Program prepared by the American Orthopsychiatric Association Committee on Minor- 
ity Group Problems) 
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OPEN COMMITTEE MEETING 


Participants: Laurie M. Gunter, Evelyn Kennedy, Ruth Landes, Ph.D., Dr. John 


Weckler. 


Teaching Mental Health Concepts to Nursing Students in a Racially Segregated School. 


Report by H. James Crecraft, M.D. 


Workshops 


1. 


Exploration of Goals and Outcomes in Community Mental Health. (Joint workshop 
of the American Orthopsychiatric Association and the Mental Health Section, Amer- 
ican Public Health Association.) (Open only to members of the American Ortho- 
psychiatric Association and the American Public Health Association.) Chairman: 
Mabel Ross, M.D. Resource Participants: Joseph J. Downing, M.D., Robert H. 
Barnes, M.D., Ruth Simonson, Harold M. Erickson, M.D. 


. Psychotherapy for the Mentally Retarded Child. Chairman: Irving Philips, M.D. Re- 


source Participants: Stella Chess, M.D., Stuart M. Finch, M.D., Walter Kass, Ph.D., 
Jane W. Kessler, Ph.D., Henry H. Work, M.D. Reporter: Ehud Koch, Ph.D. 


. The Challenge of Creative Planning and Administration in Mental Health. Chair- 


man: Lewis B. Klebanoff, Ph.D. Resource Participants: Edward Glaser, Ph.D., 
Elizabeth McDonald, Alan Miller, M.D., Joseph Weinreb, M.D., Herbert Dorken, 
Ph.D. Reporter: Arthur J. Bindman, Ph.D. 


. Some Community Organization Methods in the Establishment of a Comprehensive 


County Mental Health Program. Chairman: Robert E. Thomas, M.D. Resource Par- 
ticipants: Seymour Perlin, M.D., Ruth P. Short. 


. Drug Treatment of Behavior and Learning Disorders in Children. Chairman: Hunter 


H. Comly, M.D. Resource Participants: Richard E. Bartman, M.D., Cynthia P. 
Deutsch, Ph.D., Alfred M. Freedman, M.D., John R. Knott, Ph.D., John C. Mac- 
Queen, M.D., Leon Oettinger, M.D., Vinton N. Rowley, Ph.D. 


. Treatment of Adolescent Narcotic Addiction. Chairman: Clifford J. Sager, M.D. 


Resource Participants: Richard E. Brotman, Ph.D., Edward Prebble, Ph.D., F. Logan 
Stanfield, M.D., Arnold Zucker. Reporter: F. Logan Stanfield, M.D. 


. Creativity in the Adolescent. Chairman: Harold H. Anderson, Ph.D. Resource Par- 


ticipants: Benson R. Snyder, M.D., J. P. Guilford, Ph.D., Lora W. Heims, Ph.D., 
Harold H. Anderson, Ph.D., Frederick J. Hacker, M.D. Reporter: Gladys L. Ander- 


son, Ph.D., 


. Research Techniques To Assess the Impact of School Mental Health Programs. Chair- 


man William C. Morse, Ph.D. Resource Participants: Eli Bower, Ed.D., Rodney A. 
Clark, Ph.D., Richard L. Cutler, Ph.D., Jacob Kounin, Ph.D., Ruth G. Newman, 
Ph.D., Ralph H. Ojemann, Ph.D., Elmer Van Egmond, Ph.D., John Withall, Ph.D. 


Reporter: James F. Kipfer. 


. Approaches to the Chronic Family. Chairman: Norman V. Lourie. Resource Par- 


ticipants: H. D. Chope, M.D., Betty Presley, Edward Stone, J. M. Wedemeyer, 
Kermit T. Wiltse, D.S.W., Joan Zilbach, M.D. Reporter: Roberta P. Foster. 


. The Needs of Patients and Families Before, During and After Hospitalization. Chair- 


man: Edwin S. Zolik, Ph.D., Resource Participants: Daniel Adelson, Ph.D., Jonathan 
Cole, M.D., J. Edward Connors, Ed.D., Stephen Fleck, M.D., Else Kris, M.D., 
Elmer F. Lowry, Jr, M.D., Dorothy Mathews, Nea Norton, Ph.D., Nathan Sloate. 
Reporters: William R. Reevy, Ph.D., Irvin Levin. 
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5:30 to 7:15 P.M. 
Dutch Treat Cocktail Party (Members Only) 


:00 to 10:00 P.M. 
Session A. ENVIRONMENT OF THE CITY—Section I. Chairman: Leonard J. Duhl, M.D. 


Human Ecology and Mental Health. Erich Lindemann, M.D. 
Problems of Urban Planning. Warren Deem. 
Personal Science. John R. Seeley, Ph.D. 


Friday, March 23, 8:00 to 9:00 A.M. 
Business Meeting (Members Only) 


9:00 A.M. to 12:00 P.M. 


Session A. TREATMENT OF CHILDHOOD SCHIZOPHRENIA—/. Chairman: Milton Wexler, 
Ph.D. 


The Use of Formal Speech Characteristics as a Diagnostic Aid in Childhood Psychosis. 
I. Hyman Weiland, M.D., Donald R. Legg. 
Therapeutic Problems Related to the Expression of Sexual Drives in Psychotic Children. 
Wilson Yandel, M.D. 
Film—“The Autistic Syndrome,” Lucas N. Kamp, M.D. 
Discussant: Povl W. Toussieng, M.D. 


Session B. THE IDENTITY PROBLEM OF THE COLLEGE STUDENT. (Joint Session of the 
American Orthopsychiatric Association with the Mental Health Section of the Ameri- 
can College Health Association.) Chairman: Robert S. Berns, M.D. 


Personality Dimensions Relevant to the Concept of Ego Identity. Elizabeth Slocombe, 
Ph.D. 

Environmental Factors Specific to College Living Which Contribute Both to the Dis- 
turbance and Enhancement of Ego Identity Metamorphosis. Vernon E. Keye. 


Clinical Manifestations of Identity Problems on the University Campus. John H. Wilms, 
M.D. 


Discussant: Ernest Prelinger, Ph.D. 


Session C. FORCE AND VIOLENCE IN WESTERN CULTURE, Chairman: Franz G. Alexander, 
M.D. 


The Theme of Violence in Western Political Thought. Sheldon S. Wolin, Ph.D. 

Violence in Juvenile Gangs. John H. Schaar, Ph.D. 

Aggression: A Significant Aspect of Mental Health. Bruno Bettelheim, Ph.D 
Discussant: Otto Klineberg, M.D, 
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Session D. INDIVIDUAL PATHOLOGY IN THE SOCIAL MILIEU, (Session arranged by the 
American Orthopsychiatric Association Committee on Social Issues.) Chairman: 
Frederick Wyatt, Ph.D. 


Sociocultural Factors in the Development of Psychiatric Disorders. Charles C. Hughes, 
Ph.D. 
Cultural Forces as They Affect the Therapist, Norman Bell, Ph.D. 
Discussants: M. Brewster Smith, Ph.D., Judd Marmor, M.D., Wolfgang Lederer, 
Ph.D. 


Session E. DELINQUENCY MEASUREMENT AND PREDICTION. Chairman: Clare W. Thomp- 
son, Ph.D. Follow-up Studies. IV: Application of the Glueck Prediction Scale in the 
Identification of Potential Juvenile Delinquents. Carmen M. Michael, Ph.D., Frances C. 
Coltharp. 


The Potential Delinquent. J. M. Stubblebine, M.D. 
Discussants: J. Douglas Grant, Helen L. Witmer, Ph.D. 


Session F. CARE OF CHILDREN AT HOME WITH SEVERELY DISTURBED PARENTS. Chairman: 
Benjamin H. Haddock. 


The Adjustment of Children with Acutely Psychotic Mothers in the Home. James N. 
Sussex, M.D., Frances Gassman, Sherman Raffel, Ph.D. 

Malidentification of Mother-Baby-Father Relationships Expressed in Infant Failure To 
Thrive. The Pediatric-Nurse-Social Work Team as a Primary Preventive Force in 
Establishing Positive Mother-Baby Self Images. Giulio J. Barbero, M.D., Marian G. 
Morris, Margaret T. Reford. 

Discussant: Sylvia D. Reisman. 


Session G. MARITAL TREATMENT. Chairman: Benjamin G. Lewis, Ph.D. 


The Conjoint Psychotherapy of Marriage Partners. Andrew S. Watson, M.D. 

Marital Disharmony: Concurrent Psychoanalytic Therapy of Husband and Wife by the 
Same Psychiatrist. IV. Triangular Transference Transactions. Bernard L. Greene, M.D. 
Alfred P, Solomon, M.D. 

Discussants: Betty Broadhurst, Virginia Satir. 


Session H. ENVIRONMENT OF THE CITY—SECTION 2, URBAN ECOLOGY. Chairman: John P. 
Calhoun, Ph.D. 


General and Urban Ecology. Edward S. Deevey, Ph.D. 

Next Time: No Brains; Or What Man Has Done to His Environment. lan L. McHarg, 
Ph.D. 

The Objective and Subjective City. Edward J, Ryan. 

Cultural Innovation and Disaster in the Modern City. Donald A. Cook, Ph.D. 


Session 1. AUDIO VISUAL PROGRAM—2. SELECTED MENTAL HEALTH FILMS. Chairman: 


Dwight W. Rieman. Resource Participant: Barry A. Levin, Ph.D. 
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Panels 


Panel A. CLASS AND ETHNIC FACTORS IN CHILD GUIDANCE. Chairman: Vita S. Sommers, 
Ph.D. s 

Expectations of Psychotherapy in Lower Socioeconomic Class Patients. Betty Ov Il 
H. J. Aronson, Ph.D. 

An Orthopsychiatric Study of Differences and Similarities Between Puerto Rican and 
Non-Puerto Rican Boys in Residential Treatment: A Comparative Investigation Focus 
ing on Relationships Between Cultural and Family Backgrounds, Personality Chi rr 
acteristics and Interpersonal Functioning. Ralph W. Colvin, Ph.D., H. Carlton Smith, 
George Mora, M.D. : 


views. Saul L. Brown, M.D. 

Acute Catatonic Reaction of Adolescence. Leonard Kurland, M.D., Joseph D. Teiche 
M.D. 

Puppet Play of a Psychotic Adolescent Girl Within the Psychotherapeutic Process. Rudo 
Ekstein, Ph.D. 


Panel C. THE CHILD CARE WORKER IN RESIDENTIAL TREATMENT. Chairman: Herschel Alt. 


Staff Alignment in a Residential Treatment Program. Herbert S. Schiele, Jr., M.D. 
Planned Life Experience in a Total Program. Joseph J. Reidy, M.D. 

A New Concept of the Child Care Function. Jerome M. Goldsmith. 

Staff Structure and Therapeutic Milieu. Morris F. Mayer, Ph.D. 


Workshops 


ray 


Use of Films in Mental Education For Professional Teaching. Chairman: Dwight w. 

Rieman. Resource Participant: Barry A. Levin, Ph.D. 

Individual Therapy Indications and Outcome with the Pre-School Child. Chairman: 

Sidney L. Werkman, M.D. Resource Participants: Augusta Alpert, Ph.D., James 

Anthony, M.D., Jane W, Kessler, Ph.D., Reporter: Herbert J. Grossman, M.D. 

- Case History Presentations in the Treatment of the Adolescent. Chairman: Gene 

Gordon, M.D. Resource Participants: Charles Bradley, M.D., Donald Bloch, M.D., 
Byron Nestor, M.D. 
. Implications of Neurological Abnormalities for Learning. Chairman: N. C. Kephart, 
ear Resource Participants: Arthur L. Benton, Ph.D., Belle Dubnoff, Sophia y 
vin. 

5. Group Psychotherapy of The Adolescent—Case History Presentation. Chairma 
Bernard I. Lifson, M.D. Resource Participants: Louise Evans, Ph.D., Fred Fragneé : 
Harold R. Winer, Ph.D., Barbara Varley. ; 

6. Group T reatment of Latency-Age Children in Out-Patient Settings. Chairmen: >å 

Scheidlinger, Ph.D., and Lee H. Willer, M.D. Resource Participants: Hyman 

Lippman, M.D., Margaret G. Grunebaum, Beryce W. MacLennan, Ph.D. Reporter 

Lillian P. Kaplan. 


Le 


Ww 


A 
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7. The Interdisciplinary Approach to Supervision and Administration in Schools. Chair- 
man: Frances A. Mullen, Ph.D. Resource Participants: Irving N. Berlin, M.D., 
Marcella Bernstein, Arthur J. Bindman, Ph.D., Soll Goodman, M.D., Alice C. Henry, 
Donald McNassor, Ph.D., Ruth G. Newman, Ph.D. Reporter: Richard J. Harsh. 

8. Creativity in the Adolescent, Chairman: Harold H. Anderson. (Continued from 
Thursday afternoon.) 

9. Research Techniques To Assess the Impact of School Mental Health Programs, Chair- 
man: William C. Morse, Ph.D., (Continued from Thursday afternoon.) 

10. Approaches to The Chronic Family. Chairman: Norman V. Lourie. (Continued 
from Thursday afternoon.) 

11. The Needs of Patients and Families Before, During and After Hospitalization. Chair- 
man: Edwin S. Zolik, Ph.D. (Continued from Thursday afternoon.) 


2:00 to 5:00 P.M. 


Session A. TREATMENT OF CHILDHOOD SCHIZOPHRENIA—2. Chairman: Milton Wexler, 
Ph.D. 


Modifications of Treatment of Autistic Childhood Psychosis. 1. Hyman Weiland, M.D. 
The Use of Fantasy Material in Therapy of a Borderline Psychotic Child. Gertrude 
Pollitt, Sherman C. Feinstein, M.D. 
The Use of Physical Restraint: Its Relation to Other Forms of Psychotherapeutic Inter- 
vention, Samuel Susselman, M.D. 
Discussant: S. Harvard Kaufman, M.D. 


Session B. COMPARATIVE RESEARCH IN DELINQUENCY: SOME PERSPECTIVES FROM EUROPE 
AND JAPAN. Chairman; Herman G. Stark. Presenters: George A. DeVos, M.D., and 
Clyde E. Sullivan, Ph.D. 

Discussant: Donald Bloch, M.D. 


Session C. BRAIN DAMAGE—J/: DIAGNOSTIC PROBLEMS. Chairman: Max Pollack, Ph.D. 


Visual Perception in the Brain Damaged Child. Marianne Frostig, Ph.D. : 
Prognostic Value of Behavioral Assessments of Neonates. Judy F. Rosenblith, Ph.D. 
The Intelligence Quotient as an Index of Brain Damage. Max L. Fogel, Ph.D. 


Session D. STAFF TRAINING ASPECTS OF RESEARCH PROJECTS IN THE CLINICAL SETTING. 
(Joint Session of the American Orthopsychiatric Association with the American Asso- 
ciation of Psychiatric Clinics for Children) Chairman: Gisela Konopka, D.S.W. 


Neonatal and Mother-Infant Home Observation in a Child Psychiatry Training Program. 
Karl Easton, M.D., and Abram Blau, M.D. 
Approach Behavior in the Newborn. Justin D. Call, M. 


Rawson and Robert Settlage. 
Discussants: James Benjamins, Ph.D. and Agnes C. Lauga. 


D., Robert Constas, Richard 


Session E. TRAINING OF MEDICAL, PEDIATRIC AND PSYCHIATRIC STUDENTS. Chairman: 


Frank F. Tallman, M.D. z 
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The Contribution of the Social Worker to a Psychiatric Residency Training Program, 
Margaret L. Shively and William A. Phillips, M.D. (Read by Ora R. Smith, M.D.) 
The Teaching of Observational Skills in Child Psychiatry to Fourth Year Medical Stu- 

dents, Marvin I. Shapiro, M.D. 
Child Psychiatry and the Challenge of the New Pediatrics. Herbert S. Sachs, M.D., and 
Morris A. Wessel, M.D. 
Discussants: Ida Oswald and George F. Schnack, M.D. 


Seccion F. EVALUATION STUDIES OF CLINICAL TREATMENT PROGRAMS FOR CHILDREN, 
Chairman: Jacob P. Kahn, M.D. 


A Psychopharmacologic Experiment in a Training School for Delinquent Boys: Methods, 
Problems, Findings. Leon Eisenberg, M.D., Roy Lachman, Ph.D., Peter A. Molling, 
M.D., Arthur W. Lockner, James D. Mizelle and C. Keith Conners, Ph.D. 

A Follow-up Study of ‘Treated’ and ‘Untreated’ Children from One to Four Years After 
Termination of Psychiatric Clinic Contact. Peter Paul Komor, Ph.D. 

The In-School Guidance Clinic: Appraisal of Its Contributions. Richard P. Emerson, 
M.D., Edleff H. Schwaab, Ph.D. 

Discussant: E. James Anthony, M.D. 


Session G. BEHAVIORAL RESEARCH SYMPOSIUM: SOCIAL REINFORCEMENT AND BEHAVIOR 
CHANGE? Chairman: Paul E. Baer, Ph.D. 


Social Learning Through Imitation of Adult Models, Albert Bandura, Ph.D. 
Reinforcement, Verbal Behavior, and Psychotherapy. Leonard Krasner, Ph.D. 
Social Reinforcement, Evironmental Conditions and the Child. Edward Zigler, Ph.D. 


Bi gated Analysis of Social Reinforcement: Terms and Methods. Ogden R. Lindsley, 


— H. AUDIOVISUAL PROGRAM 3—MENTAL HEALTH FILMS. Chairman: Rose Spiegel, 


Resource Participants: Rose Spiegel, M.D., Albert J. Solnit, M.D., Laura Salchow- 
Malkenson. 


Session I. ENVIRONMENT OF THE CITY—SESSION 3. THE EFFECTS OF CHANGE OF ENVIRON- 
MENT. Chairman: Judd Marmor, M.D. ' 


The Mobility of the American Middle Class. Robert Gutman, Ph.D. 
Adaptational Potential in a Changing Environment. Marc Fried, Ph.D. 
The New Environment of the College. Benson R. Snyder, M.D. 

The Identity of the American Negro. Harold R. Isaacs. é 


Panels 


Panel A. FAMILY APPROACH IN THE DIAGNOSIS AND TREATMENT OF THE CHILD. Chairman 
Harold Goolishian, Ph.D. 


Two Methods of Analysis of Family Diagnostic Data in a Child Guidance Center. RO! 
J. Drechsler, Ph.D., and Marvin I. Shapiro, M.D. 
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Use of Family Interviews in Diagnosis and Treatment of Emotionally Disturbed Children 
and Their Families. Robert C. Prall, M.D. 


Panel B. PARENT EDUCATION FOR CHILD MENTAL HEALTH. Chairman: W. Mason Mathews, 
Ph.D. Memorial Session to Dr. Luther E. Woodward, Past President of the American 
Orthopsychiatric Association, who was to have presented a paper in this Session. 


Mental Health Education for Mothers of School Children. L. J. Borstelmann, Ph.D. 
Discussants: Margaret C. L. Gildea, M.D., James F. Kipfer, E. Reuben. 


Panel C. BEREAVEMENT IMPACT ON FAMILY. Chairman: Norman Q. Brill, M.D. 


On Replacing a Child. Albert C. Cain, and Barbara S. Cain. 

Early Parental Deprivation as a Functional Factor in the Etiology of Schizophrenia and 
Alcoholism. Josephine R. Hilgard, M.D., and Martha F. Newman. 

Some Observations on Major Loss in Families. Donald Ottenstein, M.D., Kathryn Wiley, 
and Gershen Rosenblum, Ph.D. 


Workshops 


1. An Interpretation of Blindisms. Chairman: Rose Spiegel, M.D. Resource Partici- 
pants: Albert J. Solnit, M.D., Laura Salchow-Malkenson and Rose Spiegel, M.D. 

2. Approaches to the Development of Industrial Mental Health Programs. Chairman: 
Joseph B. Margolin, Ph.D. Resource Participants: Edward M. Glaser, Ph.D., Emile 
Libresco, Ed.D., and Robert Reiff, Ph.D. Reporter: Raymond W. Craig. 

3. Nursery School Learning Techniques. Chairman: Dane G. Prugh, M.D. Resource 

Participants: Augusta Alpert, Ph.D., Christoph M. Heinicke, Ph.D., Lois B. Murphy, 
Ph.D., Ruth Pearce and Sidney L. Werkman, M.D. 

4. The Evaluation of College Mental Health Services. Chairman: George A. Muensch. 
Resource Participants: Benjamin Barger, Ph.D., Graham B. Blaine, Jr., M.D., Maria 
A. Rickers-Ovsiankina, Ph.D., Henry C. Schumacher, M.D., and Joseph B. Wheel- 
right, M.D. Reporter: Samuel Pearlman, Ph.D. j : 

5. Parent and Child Interaction in the Day Care Treatment Program. Chairman: Bianca 
K. Rindsberg. Resource Participants: Beverly Barth, Frances S. Bobbitt, M.D., and 
Marian K. DeMyer, M.D. Reporter: Richard R. Casady, M.D. 

6. Children with Psychosomatic Disorders. Chairman: Alfred J. Gianascol, M.D. Re- 
source Participants: John B. Reinhart, M.D., Edna L. Astley, Sheldon T. Selesnick, 
M.D., Helen Gofman, M.D., and Wilma Buckman. Reporter: Charles Binger, M.D. 

7. Adoption and Adjustment. Chairman: Barbara E. Leichty. Resource Participants: 
Anne W. Aldridge, Donald J. Carek, M.D., and Marian F. McBee. j 

8. Case Presentation of Treatment of The Pre-School Self-Destructive Child. Chairman: 
Evelyn Alpern, M.D. Resource Participants: Barbara Fish, M.D., Enid Lawlor, 
Elsbeth Pfeiffer, Meyer Sonis, M.D., and Edythe R. Watson. Reporter: Liselotte K. 
Fischer, Ph.D. , 

9. Class Factors in The Treatment of Adolescents. Chairman: Maurice R. Friend, M.D. 
Resource Participants: Norvelle C. LaMar, M.D., Otto Pollak, Ph.D., Henry 
Wermer, M.D., Kay Field, Solomon O. Lichter, and Ralph H. Turner, Ph.D. Re- 
porter: Ner Littner, M.D. $ 

10. Pre-School Mental Health Screening Programs. Chairman: Donald C. Klein, Ph.D. 


« 
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Resource Participants: Saul Cooper, Eli M. Bower, Ed.D., Mildred Faris, John M. 
McKee, Ph.D., and Elsye McKeown. Reporter: Elizabeth Lindemann. 


5:15 P.M. 


Session A. AUDIOVISUAL PROGRAM, SPECIAL FEATURE, 


8:00 P.M. to 10:00 P.M. 


Session A. ENVIRONMENT OF THE CITY—SESSION 4. THE EFFECTS OF LIVING IN AN URBAN 
ENVIRONMENT, Chairman: Thomas Gladwin, Ph.D. 

Some Effects of Anomic Social Conditions on the Appraisal of Abnormal Behavior by 
Leaders in an Urban Area. Bruce P. Dohrenwend, Ph.D. 

The Effects of Housing on Health. Daniel M. Wilner and Rosabelle P. Walkley. 

The Effects of the Move from City to Suburb. Herbert J. Gans, Ph.D. 

Schizophrenics and Their Neighbors. A. B. Hollingshead, Ph.D., and L. H. Rogler. 


9:00 P.M. to 1:00 A.M. 
Dutch Treat Cocktail Party and Dance 


_—— 


Saturday, March 24, 8:45 A.M. to 11:45 A.M. 


Session A, VALUES AND GOALS IN EDUCATION—SIGNIFICANCE FOR MENTAL HEALTH. Chair- 
man: M. Brewster Smith, Ph.D. 


Educational Values and Personal Conflict: A Report of Observations and Research at 
Home and Abroad. Milton Schwebel, Ph.D. 


Self-Differentiation in Children of Varying Educational Backgrounds. Patricia P. 
Minuchin, Ph.D, 


Discussant: Robert F. Peck, Ph.D. 


Session B. THE USE OF THE NURSERY SCHOOL IN THE PSYCHIATRIC APPROACH TO THE 
CHILD. Chairman: George J. Mohr, M.D. 


The Nursery School—An Outpost for Preventive Psychiatry. Jack C. Westmann, M.D., 
and Ann Kloian, 
The Use of the Therapeutic Nursery School in Conjunction with Casework Treatment of 
the Mother. Bernice Augenbraun, Paula LaVine and Ruth S. Pearce. 
Discussants: Frank Bucknam, M.D., and Edgar Lipton, M.D. 


Session C. TRANSFERENCE, Chairman: Edward M. Litin, M.D. 
Theoretical and Technical Aspects of Transference and Counter-Transference. Douglass 
W. Orr, M.D. 


Implications of Interdisciplinary Differences in Case Description. Erika Chance, Ph.D. 
Vicissitudes of the Concept of Transference in the Clinical Practice of Group P: sycho- 
therapy. Helen E. Durkin, Ph.D. 
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Transference Revisited. Don D. Jackson, M.D., and Jay Haley. 


Session D. TREATMENT SERVICES FOR THE NARCOTIC ADDICT. Chairman: Alfred E. Cood- 
ley, M.D. 


Response of Adult Heroin Addicts to a Total Therapeutic Program. Alfred M. Freedman, 
M.D., Clifford J. Sager, M.D., Edwin L. Rabiner, M.D., and Richard E. Brotman, 
Ph.D. 

Treatment Implications of British Narcotics Policy, Edwin M. Schur, Ph.D. 

A Comprehensive Program for the Treatment and Ultimate Rehabilitation of Drug 
Addicts. Harold W. Arlen, M.D. 

Follow-up Studies on Previously Hospitalized Narcotic Addicts. Daniel Lieberman, M.D. 

Discussant: Morgan Martin, M.D. 


Session E. CONTEMPORARY CONFLICT ABOUT THE THERAPEUTIC FUNCTION OF THE ORTHO- 
PSYCHIATRIC TEAM. (Session organized by the American Orthopsychiatric Association 
Committee on Psychotherapy.) 


Memorial Session to Dr. Wilfred C. Hulse. Chairman: Saul I. Harrison, M.D. 
Intellectual Inbreeding in Orthopsychiatric Clinics of T oday? Bernice T. Eiduson, Ph.D. 
Some Factors Affecting the Psychotherapeutic Function of the Orthopsychiatric Team. 
Carolyn Pratt, Ph.D. 
Discussants: Lucie Jessner, M.D., and Harold E. Mann, M.D. 


Session F. TREATMENT OF THE ADOLESCENT AND THE JUVENILE DELINQUENT INVOLVING 
THE FAMILY AND COMMUNITY. Chairman: Edward D. Greenwood, M.D. 


New Dimensions in the Psychoanalytic Treatment of Adolescents and Adults. Raymond 
Sobel, M.D. 
Collaboration with Juvenile Authorities in the Treatment of a Delinquent. Maurice 
Kaplan, M.D., and Edward Nathan. 
Discussants: Erwin M. Laibman and Allan J. Rosenberg, M.D. 


Session G. INTAKE IN CHILD GUIDANCE CLINICS. Chairman: Kathryn Barclay. 


A Comparison of Group and Individual Intake Procedures in a Child Guidance Clinic. 


Jannette Alexander. AA 
Research Project on Withdrawn A pplications to a Child Guidance Clinic. Margaret B. 


Dougherty. 
Discussants: Marcene P. Gabell and Nan L. Johnson. 


Session H. AUDIOVISUAL PROGRAM—4. 


Session I. ENVIRONMENT OF THE CITY—SESSION 5. PROBLEMS AND POTENTIALS OF THE 
city, Chairman: Henrik L. Blum, M.D. 


A City Planner Plans for the Future. Melvin Webber. 

The Corporate Structure of the City Environment. Scott Buchanan, Ph.D. 
Mental Health in Metropolitan Areas. Robert H. Connery, Ph.D. 

Urban Problems, Robert Goe. 
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Panels 


Panel A. TRAINING OF SPECIAL PERSONNEL FOR MENTAL HEALTH PRACTICE. Chairman: 
Lydia Rapoport. 


Foster Parents: Members of the Treatment Team. Frank T. Rafferty, M.D., and C. La 
Mar Janson. 

NIMH Pilot Study in Training Mental Health Counselors. Margaret J. Rioch, Ph.D., 
Charmian Elkes, M.D., Arden A. Flint, M.D., Ruth G. Newman, Ph.D., Blanche 
Sweet Usdansky, Ph.D., and Earle Silber, M.D. 


Panel B. DYNAMICS OF GANG FORMATION AND EXPRESSION. Chairman: John Francis Ryan, 
M.D. 


Gang Formation in Vitro. Frank T. Rafferty, M.D., and Harvey J. Bertcher. 

Group Dynamics: In-Patient Adolescents Engaged in an Outbreak of Vandalism. Eugene 
I. Falstein, M.D., Sherman C. Feinstein, M.D., Daniel Offer, M.D., and Paul M. 
Fine, M.D. 


Panel C. THE INSTITUTIONAL SETTING FOR TREATMENT OF THE JUVENILE DELINQUENT. 
Chairman: Howard E. Weatherly, M.D. 


Patterns of Adaptation of Juvenile Delinquents to an Institutional Setting. Irving Kauf- 
man, M.D., Francis J. Kelly, Mary T. McManus, Lora W. Heims, Ph.D., Francis H. 
Maloney, Joseph Cullen. 

Assessment of Guided Group Interaction in a Boys’ Training School. Stuart Adams, 
Ph.D., and Joachim P. Seckel. 


Workshops 


1. Autistic Syndrome. Chairman: Robert C. Prall, M.D. 


9:00 A.M. to 12:00 Noon 


Workshops 


1. Curriculum and Special Educational Needs in Teaching Emotionally Disturbed Chil- 
dren in Special Settings. Chairman: Nadine M. Lambert. Resource Participants: 
Richard R. Mack, Jr., Constance C. Whitaker, Sydney Koret, Ph.D., Mary A. 
Mallum, Elizabeth L. Van Dalsem, Ed.D., Bruce H. Peppin and James C. Coleman, 
Ph.D. Reporter: Vera A. Slaatte. 

zi Techniques of Family Treatment. Chairman: Warren M. Brodey, M.D. Resource 
Participants: Gove Hambidge, Jr., M.D., Virginia M. Satir, and John E. Bell, Ed.D. 

3. Case Treatment of Childhood Schizophrenia. Chairman: Thomas Frank, M.D. Re- 
source Participants: Mary F. Kenney, Julius B. Richmond, M.D., David E. Reiser, # 
M.D., and Hella Moller, Ed.D. Reporter: Constance Rathbun. 

4. Criteria for Hospitalization of the Aged. Chairman: Robert Dovenmuehle, M-D- 
Resource Participants: Ralph Goldman, M.D., Oscar J. Kaplan, Ph.D., D. J. Nichols, ; 
M.D. and Pearl P. Rosenberg, Ph.D. Reporter: Martha L. Wertz. 
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5. Group Techniques with Married Couples. Chairman: Asya L. Kadis. Resource Par- 
ticipants: Elsa S. Leichter and John Warkentin, M.D. Reporter: George R. Bach, 
Ph.D. 

6. Group Psychotherapy with Pre-School Children. Chairman: S. R. Slavson. Resource 
Participants: Jeannette B. Schwartz, Rosalea A. Schonbar, Ph.D., Leonard I. Lesser, 
M.D. 

4. The Minority Group Child and Problems of Identity Formation. Chairman: Eugene 

B. Brody, M.D. Resource Participants: Marvin K. Opler, Ph.D., Harold I. Lief, 

M.D., Hylan Lewis, Ph.D., Donald T. Lim, Ph.D., Georgene H. Seward, Ph.D., Alan 

= H. Roberts, Ph.D, and Julian Samora, Ph.D. Reporter: Ruth Blumenfeld. 

8. Group Psychotherapy of the Adolescent—Case History Presentations. Chairman: 
Bernard I. Lifson, M.D. (Continued from Friday morning.) 

9. Group Treatment of Latency-Age Children In Out-Patient’ Settings. Chairman: Saul 
Scheidlinger, Ph.D., and Lee H. Willer, M.D. (Continued from Friday morning.) 

10. The Interdisciplinary Approach to Supervision and Administration in Schools. Chair- 

man: Frances A. Mullen, Ph.D. (Continued from Friday morning.) 


2:00 P.M. to 5:00 P.M. 


Session A. RESEARCH IN CHILDHOOD SCHIZOPHRENIA. Chairman: Stanislaus A. Szurek, 
M.D. s 


Emotional States in Schizophrenic Children. Samuel J. Beck, Ph.D. 

Relational Behavior of Schizophrenic Children and Their Mothers: A Methodologic 
Study. David M. Levy, M.D., William Goldfarb, M.D. and Donald I. Meyers, M.D. 

Synthesis of Other Program Presentations on Childhood Schizophrenia from Perspective 

of Developments in the Field. Herman B. Molish, Ph.D. 


Session B. BRAIN DAMAGE—2. PROBLEMS OF EVALUATION AND TREATMENT. Chairman: 
Arthur L. Benton, Ph.D. 


The Medicinal Therapy of Behavior Disorders in Children. John C. MacQueen, M.D. 
Neural Bases of Behavioral Inhibition. Nathaniel A. Buchwald, Ph.D. and Everett T 
Wyers, Ph.D. 
Electroencephalography in th 
Ph.D. 

Cerebral Dysfunction and Severe Behavior Disorder. Max Pollack, Ph.D. 


e Assessment of Brain Damage in Children. John R. Knott, 


Session C. CHILD-PARENT INTERACTION. Chairman: Jean W. MacFarlane, Ph.D. 


Mother-Infant Interaction in Monomatric and Polymatric Families. Bettye M. Caldwell, 
Ph.D., Leonard Hersher, Ph.D., Earle L. Lipton, M.D., Julius B. Richmond, M.D., 
George Stern, Ph.D., Evelyn J. Eddy, M.D., Robert Drachman, M.D., and Albert 
Rothman. 

Mother-Infant Interaction; an Attempt To Correlate Certain Psychological, Physiological 
and Observational Data. Anna M. Kulka, M.D., Richard D. Walter, M.D. and Carol 
Pottenger Fry, M.D. 

Reactions to New Situations—An Index to Individuality in Childhood. Herbert G. Birch, 
M.D., Alexander Thomas, M.D., Stella Chess, M.D. and Margaret E. Hertzig, M.D. 


Discussant: Daniel G. Freedman, Ph.D. 
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Session D. COMMUNICATION—ITS ROLE IN MENTAL HEALTH. Chairman: Joseph C. Solo- 
mon, M.D. 


The Web of Communication. Joost Meerloo, M.D. 
An Approach to Communication. Ray L. Birdwhistell, Ph.D. 
Sequential Analysis of Verbal Interaction. William F. Soskin, Ph.D. and Vera John, Ph.D. 


Session E. PSYCHIATRIC EMERGENCIES IN THE TREATMENT OF CHILDREN. Chairman: 
Louis J. Wise, M.D. 


Psychiatric Emergencies in Children. Henry L. Burks, M.D. and Martha Hoekstra. 
Psychiatric Emergencies in Children and Adolescents. Joan Chodorkoff, Ph.D., George C. 
Bryan, M.D., Edna P. Miller and Carl J. O’Brien. 
Emergency Referrals for Institutional Admission. Thomas E. Atkins, Ph.D., John A.’ 
Rose, M.D. and Ora R. Smith, M.D. 
Discussants: Mary B. Davis and Sherman Little, M.D. 


Session F. LANGUAGE AND LEARNING SKILLS. Chairman: Harold W. Keely, Ph.D. 


Functions of the Educational Psychologist in a Psychiatric Setting for Children. Dale D. 
Miller and Irving Philips, M.D. 
Language Learning and Its Substrate. Eric H. Lenneberg, Ph.D. 
Language Development and Its Relationship to Learning Skills. Michael J. D’Asaro, Ph.D. 
Discussant: Juanita Chambers, Ph.D. 


Session G. ROUND TABLE: UNDERACHIEVEMENT, Chairman: Richmond Holder, M.D. 


The Internal Opponent in Thought in Relation to Children’s Learning Errors. Bessie M. 
Sperry, Ph.D. 

Identifying the Kinds of Achievement Patterns Associated with Certain Kinds of Emo- 
tional Disturbance. Lorene A. Stringer. 

Administrative and Educative Problems of Underachievement, Crosby Hodgman. 


Session H. ROUND TABLE: TIME AND DISEASE IN AGING. Chairman: Robert N. Butler, M.D. 
NIMH Multidisciplinary Studies of Human Aging: Preliminary Report of Follow-up: 


INTRODUCTION: Robert N. Butler, M.D. 


Medicine—Aging, a Potentially Alterable Picture. Leslie S. Libow, M.D. 
Psychology—Psychological Changes in Healthy Aged Men. James E. Birren, Ph.D. 
Psychiatry. Robert N. Butler, M.D. 


Discussants: Hans Meyerhoff, Ph.D. and D. Jay Nichols, M.D. 


Session I, ENVIRONMENT OF THE CITY—SESSION 6. SOCIAL ACTION FOR HUMAN WELFARE. 
Chairman: Leonard J. Duhl, M.D. 


Action in East Harlem. Ellen L. Lurie. 

Comparative Community Organization. Richard W. Poston. 
Social Mechanisms and the Law. Eugene Rostow. 

Social Planning and Action. Harvey S. Perloff, Ph.D, 
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Panels 


Panel A. GROUP APPROACHES TO TREATMENT IN THE CHILD GUIDANCE CLINIC. Chairman: 
Lillian P. Kaplan. 


Development of an Activity Group Therapy Program in a Child Guidance Clinic. 


Charles O. Walton, M.D. 
Group Psychotherapy with Child Guidance Clinic Families. Samuel Karson, Ph.D. 


Panel B. LAW AND PSYCHIATRY. Chairman: Bernard L. Diamond, M.D. 


The Currens Decision—A New Rule of Criminal Responsibility. 
Panel Participants: Jay Katz, M.D., Joseph Satten, M.D., Arthur H. Sherry, and 
Andrew S. Watson, M.D. 


Workshops 


1. Teaching Psychological Aspects of Pediatrics. Chairman: Gaston E. Blom, M.D. Re- 
source Participants: Joseph B. Cramer, M.D., Harold Nitzberg, Sebastian G. San- 
tostefano, Ph.D. and Albert J. Solnit, M.D. 

2. The Family Approach to Treatment of the Pre-School Child. Chairman: Florence 
M. Teagarden, Ph.D. Resource Participants: Lourene E. Bundas, Harry M. Little, 
M.D., Betty J. McWilliams, Ph.D., J. Tarlton Morrow, Jr., M.D. Reporter: Jerome 
Rowitch, M.D. 

3. Collaboration of Education and Mental Health Disciplines. Chairman: Phyllis P. 
Van Vleet, Ph.D. Resource Participants: Joshua A. Fishman, Ph.D., Elsa H. 
Bogosian, Mildred B. Kantor, Ph.D. and Ruth Quinn Armstrong. Reporter: Clarice 
H. Haylett, M.D. 

4. Special Problems in Residential Treatment of Acting Out Girls. Chairman: Karl E. 
Pottharst, Ph.D. Resource Participants: Pauline F. Kaufman, William Greenspon, 
M.D., Jerome M. Goldsmith, William A. Viele, M.D., Dorothy F. Kirby, Harvey 
Ross, Ph.D. and Michael B. Dunn, Ph.D. Reporter: Miriam Pearson. 

5. Psychotherapy of Childhood Psychosis. Chairman: Robert C. Prall, M.D. Resource 
Participants: Irving Kaufman, M.D., Lora W. Heims, Ph.D., Rudolf Ekstein, Ph.D., 
Herbert S. Schiele, Jr., M.D., and Ernest A. Hirsch, Ph.D. Reporter: Roco L. Motto, 
M.D. 

6. The Place of Child Guidance Service in the Military Setting. Chairman: Reginald 
S. Lourie, M.D. Resource Participants: Frederick A. Zehrer, Ed.D., Stephen Mourat, 
M.D., James F, Donovan, M.D., Donald A. Devis, James J. Gibbs, M.D., Matthew 
Parrish and Roger S. Reinhardt, M.D. Reporter: James J. Gibbs, M.D. 

7. Some Considerations Involved in the Correctional Treatment of Adult Offenders. 
Chairman: Harold E. Russell, Ph.D. Resource Participants: Peter P. Lejins, Ph.D., 
Elliot Studt, D.S.W. and Jack V. Wallinga, M.D. 

8. Curriculum and Special Educational Needs in Teaching Emotionally Disturbed Chil- 
dren in Special Settings. Chairman: Nadine M. Lambert. (Continuation of morning 

~ Session.) 

9. Techniques of Family Treatment. Chairman; Warren M. Brodey, M.D. (Continua- 


tion of morning Session.) 


BUSINESS MEETING 


THE 39TH ANNUAL BUSINESS MEETING of the American Orthopsychiatric Association, 
held at the Biltmore Hotel, Los Angeles, California, was called to order at 8:25 A.M., on 
Thursday, March 22, 1962, by the President, Dr. Fritz Redl. 

Chairman Redl: May I extend an official welcome and a very good morning at the 
39th Annual Conference of Ortho and to underline the wish for a good morning, may I 
announce that a little before nine we will have some coffee coming in. So probably around 
nine we are to take a short coffee break. h, 

On the agenda today there is first the requirement that we take action on the minutes 
of the last business meeting as reported in the October issue of THE JOURNAL. I am sure 
that you have received, read and noticed those minutes. Is there a motion? 

From The Floor: Motion to approve the minutes. 

From The Floor: Seconded. 

Chairman Redl: It has been moved and seconded. Those in favor? Opposed? It is so 
ordered. 

The next item on our agenda today is the report of our secretary. May I ask our sec- 
retary for the report? 

Dr. Goodman: Mr. President, Madam Executive Secretary, and Members: 

1961-62 has been an extraordinary year. Throughout the world it appears as though 
people have been trying to find themselves and everywhere I think we have all sensed a- 
restless struggle in an attempt to push out and expand and somehow to feel the extent of 
oneself. We almost had the feeling that the perimeter drawn had become too narrow. 

Everywhere throughout every country in the world, and especially in the colonial 
countries, we have sensed people’s attempt to try and free themselves so they could be- 
come independent, grow to their more natural size and try to realize their potentialities. 
Politically, socially, economically and financially, things have been growing and busting 
out all over. Research has been going on; new products have been produced; new pro- 
cedures have been evolved almost as though the war threat served as an impetus for new 
methods and new thinking. 

The world had become too small and we had the glaring example of this when we 
suddenly pushed a man into outer space. Not one, but now three, have been out there and 
this is looked upon as merely a stepping stone toward further explorations. The world, 
if we call it such, must get larger and man will never stop in this struggle to try and 
bring that which is presently beyond the limit of knowledgeability within his orbit of com- 
prehension. 

This same restlessness has been felt in Ortho and we, too, are part of this new changing 
reality. While we are not yet hurtling into space, we did take off and move into higher 
and roomier quarters, Perhaps as proof of our reliance on reality, we moved to the 
thirteenth floor, and those of you who have been to the central office know how much 
better and brighter are the offices. Much more has yet to be done. 

One hundred seventy-one new members came into the organization this year SO that 
our total membership as of this moment is 2,073. During the past year thirteen members 
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resigned. They are: 


Byron L. Nestor, M.D. Jacob H. Conn, M.D. Murray D. Lewis, M.D. 
Andree Royon Paul V. Lemkau, M.D. Anna W. M. Wolf 
Joseph Andriola, Ph.D. Irene M. Josselyn, M.D. Marion McKenzie Font 
Irene N. Andersen John F. Donohue, M.D. R. C. A. Jaenike, M.D. 


C. W. Wahl 


Two members were reinstated, Mortimer M. Meyer, Ph.D. and Elizabeth A. Leonard. 
Eight went on retired status: 


Pauline Rosenthal, M.D. Anna King Ruth Topping 
Minna Field Hester B. Crutcher Claudia Wanamaker 
Kate S. Bumstead Thorleif G. Hegge, Ph.D. 


It is with regret that I present the following resolution: 
Be It Resolved, That the American Orthopsychiatric Association regretfully records 
with deep-felt sorrow the untimely passing of the following members of our organization: 


Katharine B. McAlpin Luther E. Woodward, Edward S. Kip 

Albert Deutsch Ph.D. Wilfred C. Hulse, M.D. 
Rowena Ryerson Leon N. Goldensohn, Faith F. Gordon, M.D. 
Suzanne Reichard, Ph.D. M.D. Samuel Waldfogel, Ph.D. 


J. Allison Montague, M.D. 
Chairman Redl: May I ask we rise for a minute? 
.. . The Membership rose and observed a moment of silence. . . . 


Dr. Goodman: Changes seem to have been the keynote of the year. As you know full 
well, we have a new format for THE JOURNAL. I trust that all of you have been following the 
developments in the Newsletter. You will probably recall that Mr. Alex Sareyan of the 
Mental Health Materials Center in New York City has been serving as a publications con- 
sultant. As a result of his work with the Board, the Executive Committee and the Editorial 
Committee, we have a new look for THE JOURNAL. We hope this will add to its circulation 
and to the enjoyment of its readers. 

Instead of four issues, a fifth has been added, a digest of the papers to be given at the 
Annual Meeting. To produce all of this the subscription for nonmember subscribers has 
had to be raised from $10.00 to $12.00. 

The question of advertising in THE JOURNAL has been studied as an additional means of 
income. An ad hoc committee has been charged with being the watchdog for maintaining 
dignity and decorum of this inclusion. 

As all of you know, this same surge for change led the Publication Review Committee 
to come up with a number of changes and recommendations. All of these were pre- 
sented to Dr. Gardner, who had been reappointed editor, and plans for implementing 
many of these ideas were in process when Dr. Gardner decided that his many clinical 
and research commitments made it incumbent upon him to resign. During the many dis- 
cussions that took place, it became clear also to the Board that it had been somewhat 
negligent of many of its publication responsibilities. As a result, the plan took shape that 
a closer relationship between editor and Board ought to be established. The entire question 
of selection of a new editor is now going on, but until this has been decided, the suggestions 
and changes cannot be implemented. 


A number of proposals are being considered: a Bylaws revision, for instance, spe- 
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cifically stating the length of term of service for the editor; the possibility of associate 
editors; the role of the Editorial Board. The Board has spent hours studying various 
editorial arrangements; whether there be: an editor-in-chief; a managing editor to work 
with the editor to handle many of the procedural policies; and editor of THE JOURNAL, and 
an associate editor for the other publications. We hope that before too long we will have 
these decided. 

There are many issues that require clarification because Ortho is moving on and its 
organization must be defined if it is to meet these new situations successfully. 

Dr. Luther Woodward had accepted the post of Editor for Special Publications and a 
number of plans had been in process. His unfortunate, untimely death was a great blow 
to all of us, individually as well as organizationally. It brought these programs to a halt 
and these wait, as I have intimated, upon the selection of an editor. 

The monograph on delinquency was brought to a finish through the earnest efforts 
of Dr. Helen Witmer, and it is now in final process. The Board has happily decided to 
dedicate it to Dr. Healy, who is celebrating his 93rd birthday. 

In line with the Board’s recognition of its responsibilities to the membership, each 
member of the Board has been designated to serve actively with one of the Association’s 
committees. Heretofore, this arrangement had been established but the functioning be- 
tween Board members and the committees has not been as intense as the Board now en- 
visions it. Because many of the members have expressed a desire to participate in com- 
mittee activities, we look forward to a program of greater membership activity. Therefore, 
to insure that this work is genuinely fruitful and integrated into the total purpose of the 
Association, the Board has defined its further responsibilities; the deliberations and the 
conclusions of each committee will be brought directly to the Board and each liaison mem- 
ber will insure the avenues of communication between Board and committee and see to 
it that they remain open. 

In line with the program of extended member participation, the entire question of 
regional committees has been under further consideration. These are regional groups 
or offshoots of the Association’s committees, not regional Ortho organizations. As all of 
you know, the Psychotherapy Committee has several such groups functioning. Some were 
initiated but faltered and died. It is the hope of Dr. Saul Harrison, chairman, that others 
will be formed. 

) In October, the Board and the committees met and studied how the committee func- 
tionings correlated with the report of the Joint Commission on Mental Illness and Health. 
Each participant was sent a copy of the publication, Action for Mental Health, and 
studied it before the meeting. It was the general opinion that the report was to be com- 
mended for the push it gave toward looking at the entire problem of mental health, per- 
sonnel and so forth. However, it was clear that the problems of children had not been 
carefully studied or provided for and since this is one of Ortho’s major areas, it was 
felt that we had definite recommendations to make and these will be made. 

The problem of involvement with Dr. Hutt and Dr. Briskin in a volume dealing with 
the Bender-Gestalt Monograph and Cards, published by Grune and Stratton, has been the 
concern of the Board and Mr. Fischman, the Association's counsel. After due considera- 
tion, a group of the Association's psychologists was asked to study these volumes to see 
if there had been infringement. It was finally necessary to retain attorneys who specialize 
in these matters for further exploration. s 

The case is being carried further and we hope there will be some kind of settlement. 

There are many details of the Board and Executive Committee deliberations which 
would be of interest to you. I feel it important to try and touch on some of the more 

important issues. 
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I think it is clear we are no longer a small group of people meeting together to share 
our views and experiences. We have grown up into a large organization. We have much 
to offer each other, our nonmembers, professional colleagues and the public. To ap- 
preciate these roles, to effect some of the changes necessary in structure to implement 
them is going to require money. 

The Board is charging the Finance Committee and your new Treasurer to study care- 
fully our financial affairs. There is also a letter from Mr. Black, our retiring Treasurer, 
with some of his views, which will be read later in the meeting. 

It is likely that an increase in the dues will become necessary. If so, all of the reasons 
for the increase will be presented to the entire membership for your consideration in the 
necessary vote on such a change in the bylaws. 

I would also like to inform you of a decision taken by the Board yesterday, an action 
to present an amicus curiae brief. This brief is in the case of McDonald vs. the United 
States, a case being considered in Washington at the present time regarding the responsi- 
bility for a crime committed by a person with mental defect. 

Heretofore the existence of mental defect has been of no particular significance with 
regard to the fixing of responsibility. The M’Naughton Rule has been used in the past to 
emphasize the ability to distinguish right from wrong. The question of whether the pres- 
ence of mental deficiency should be considered under the Durham rule, is now under 
consideration., A number of lawyers feel it is important that this brief be supported in the 
interest of the mental health principles concerned. Our own attorney, Mr. Fischman, 
supports this view. The Board is proposing that one of our outstanding Washington mem- 
bers study the brief prepared by the attorneys before its submission. 

This year we have had more exhibits at our meeting than ever before. There are so many 
that it was impossible to place them where it had originally been planned. Exhibits are now 
in the Rex Room and we would like to encourage each one of you to make a point of 
going by. 

We are happy indeed to have all of the membership interested in the many issues. In 
fact, there is consideration by the Public Relations Committee whether a major part of the 
Newsletter might not be devoted to news of the membership itself. We would like to urge 
all of you to become involved as much as you can with organization affairs. 

I would again like to thank all of you who have made my job interesting and possible 

Chairman Redl: Mr. Secretary, I want to thank you especially not only for the report 
and again though it may sound cliché, without Marion and the conscientious office staff, 
I can sincerely say the work would never have been completed. ee, 
but for the painstaking work that goes into it. If one person has less fun working in this 
outfit than anybody else, it is the person who has to be secretary. It’s terrific. I watched 
him with despair in my mind because I figured out how much luckier I am— 
being stuck with something else. The cheerfulness in taking-for-granted that he takes 
upon himself and the atmosphere which he exuded is something that is a pleasure to 
watch and it is terrific. ; 

I want to ask whether there are any questions at this moment about any of the issues 
which were raised here, because if not, then we want to continue with the report of the 
Executive Secretary. But there may be some questions before that and we do not want them 
lost between both reports. a. Bas ; 

Dr. Exie E. Welsch: I feel moved to commend the Board for their action in supporting 
this case in Washington. I remember for a long time we have thought about what is the 
preventive role of a national organization and how this is translated as an organization, 
in addition to what we do as individuals. It just struck me as a very fine sort of thing for 
Ortho to be an amicus curiae—in this very important issue of retardation. 
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I certainly think it is in the spirit of our own national mental health interest and support, 
and I feel that this is really excellent activity on the part of Ortho. I just wanted to com- 
mend the Board for this. 

Chairman Redl: Thank you very much. 

Mr. Mortimer Schiffer: Since this is being done, is it conceivable that a copy of the 
amicus curiae brief, or a digest, can be sent to the total membership to give them an aware- 
ness of what is involved in this type of thing? 

Chairman Redl: We will try to do this, if possible. 

Dr. Goodman: The Nominating Committee has been selected. Kathryn Barclay, Chair- 
man; Dr. Chester Dietz, Marjorie Harle, Roberta Foster, Dr. Peter Neubauer, Dr. Robert 
Kemble and Dr. Frederick Wyatt are the committee members. 

Chairman Redl: Thank you. I assume that maybe one or another question of interest 
might come up in connection with the report of our Executive Secretary which is the next 
item which we want to move on to on the agenda today. 

Dr. Marion F. Langer: This is another meeting ground for Ortho. It is the first time 
the Association has met in Los Angeles and the second time in its history on the West 
Coast. The cycle of annual meetings in Chicago, New York and the West Coast has been 
in practice now for two successive series. The experiment of a meeting every fourth year 
in a new city will begin in 1963 with our 40th Meeting in Washington, D.C. 

It is perhaps a fortuitous selection of the meeting place for 1963 in view of the events 
taking place in the world at large and the developments in this country in the mental 
health field, sparked by the reports and recommendations of the Joint Commission on 
Mental Illness and Health. 

The membership at its annual business meeting in New York City in 1961 resolved: 


“That the American Orthopsychiatric Association commend the Joint Commission on 
Mental Illness and Health for their diligence and courage in facing the problems of 
mental illness; and we hereby recommend to Congress and to various States full imple- 
mentation of the findings; that the recommendations be transmitted to the Board of 
Directors and that a special Committee of the Board of Directors be empowered to 
recommend specific action proposals for the Association in the implementation of the 
recommendations.” 


At that same business meeting the membership voted that the theme for one day of the 
next annual meeting be “Action in Mental Health.” You will note that this is the major 
theme for one day, today, of this year’s Annual Meeting program. It is the first attempt 
in the Association to build content of One day’s program around a single theme. But one 
of your Program Chairmen for the year, Mr. Schiffer, will tell you more about that devel- 
opment in his report. 

This priority of focus was also employed by the Association in the Joint Board Com- 
mittee sessions held in New York in 1961. Through the contribution of the American 
Legion to a special issue of the Commission's “Action for Mental Health,” we were able 
to make available to all committee members early in the fall a copy of this report. All 
committees were asked to review the report and its recommendations with particular 
attention to their significance for specific committee functions, The plenary session of all 
Committee and Board members was devoted to a consideration of the report, the recom- 
mendations and their significance for Ortho and Orthos programs 

Some of the specific questions or considerations that highlighted that discussion include: 

The Membership Committee recommended, based on the reports: considerations ON 
mental health personnel shortages, the need for Ortho to examine its role in membership 
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selection with respect to the necessary push for a broadening of the mental health field. 
This would be particularly important in the nontraditional settings, such as the state 
hospital, welfare centers, nursery schools and so forth. 

Other questions meriting attention suggested by the Membership Committee include: 
Does Ortho have a recruitment role in the mental health field? Should we hence create 
a student membership and an associate membership? How great is our responsibility to 
contribute to pushing the frontiers ahead in the mental health field? 

The Social Issues Committee raised question as to the concepts of primary and sec- 
ondary prevention and the analysis of the value of the broad mental hygiene program in 
this country as advanced by the report. This committee raised significant question as to. 
the role of Ortho in response to major social issues involved in the provision of broader 
programs for the mass population; for example, in the methods and programs developed in 
children’s institutions and in the ADC programs. The proposal of this committee was that 
Ortho, in its membership, take a position on these social issues and that the Board should 
then follow up with action on them. 

There was general discussion as to some of the limitations of the report, particularly 
in its definition of psychotherapy; in the Commission’s inability, because of lack of funds 
and personnel, to deal adequately with problems of prevention and necessary mental health 
services for children and, similarly, the omission of the special problem of minority groups 
in the mental health program. 

The general conclusion was that the tremendous value of the report overshadowed these 
differences with some of the specific considerations and recommendations. The major con- 
cern of the session was on how to push for the recommendations proposed. 

One member asked at that meeting, “What are the resources and the new conceptions 
that are applicable today?” This is what we need to be concerned with. Our Founding 
Fathers were leaders, had courage and built up programs and services that had validity 
for the 20’s. If we will carry forward the tradition of the Founding Fathers we will learn 
from what they built but recognize that we are living in a different world today. 

If we follow their precedent as leaders, we will begin to examine what the resources are 
that are needed in the 60’s and how they differ. 

He went on to say: “What kind of a model are we using? How can we clean up the 
environment? Are we really concerned with questions that essentially are in the public 
health field? Clinical materials show us that something is wrong with our society. Clinics 
look at the situation from their own records, How can this be pushed forward in terms 
of the environment so that we can stop the vicious circle that continues seemingly without 
interruption?” 

Another member said, “It would seem what we need is a bold, new idea. Perhaps we 
need to join forces with others in the exploration of the development of adult behavior 
to find out what we know and what we can do with what we know so that our children can 


have a different world.” 


The plenary session raised, as you can see, many questions of significance but reached 


Directors has since written to Senator Hill to indicate the 


no answers. The Board of t 
Association’s support of the Joint Commission Report and Recommendations and to sug- 
in the area of mental illness 


gest that consideration be given by Congress to a similar effort i 
and health of children. 

A letter has also gone to the Laboratory of 
Institutes of Mental Health to point to the need 


groups as they pertain to mental health programs and services. RA . 
National associations in the mental health field have been reviewing the Joint Com- 


Socio-Environmental Studies of the National 
for review of special problems of minority 
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mission report actively this year. The American Psychiatric Association issued a position 
statement with interpretative commentary and commendation on the report as adopted 
by its council on January 15, 1962. The report was the basis for the program of the recent 
National Leadership Conference on Action for Mental Health sponsored by the National 
Association of Mental Health in cooperation with a large number of community and pro- 
fessional organizations. 

The policy statement submitted by the State Governors’ Policy Committee and adopted 
by the Governors’ Conference on Mental Health in November of 1961 commended the 
Commission, accepted the findings, and endorsed the concept that federal, state and local 
government, as well as private and voluntary efforts must be combined. 

President Kennedy, in his recent health message to Congress, pledged his support to the 
implementation of the Joint Commission’s recommendations. He said that he had asked 
administrative leaders to review the recommendations and develop appropriate sources of 
action for the Federal Government. $ 

Your President, Dr. Redl, will discuss very shortly in the Presidential Session “The 
Crisis in the Children’s Field.” Dr. Eisenberg asks in the paper to follow Dr. Redl what 
I believe is a Biblical question, “If not now, when?” Your Program Committee for 1963 
is presently exploring existing content for a single theme for one day of the Washington 
meeting. The majority of the committee members have proposed as that theme the prob- 
lem of “World Crisis, Stress and Human Survival.” That is just a tentative title. 

Review of Ortho programs from 1924 through this meeting reveals a striking range of 
areas of content over the years with at least 105 different, though frequently interrelated, 
subjects. There are some hardy perennials each year. I am sure you are all familiar with 
many of the hardy perennials: schools and mental health, group approaches, group ther- 
apy, adult treatment, research, treatment of schizophrenia, delinquency, adolescence and 
other topics that appear consistently in the program year after year. 

Ever since 1924, more sporadic but frequent program attention has been given to psy- 
chometric and projective testing, parent-child relationships, psychosomatic problems and 
similar subjects. More recently the program has included sessions concerned with com- 
munity health problems, segregation, desegregation and integration, animal research, 
biochemistry, genetics, drug therapy, migration and urbanization. 

There are trends that may be inferred from review of program content that would 
appear to relate to developments in the mental health field, the extension and deepening 
of professional knowledge and the forces active in the national and international environ- 
ment. Dr. Lowrey once wrote that, “The AOA from its inception was concerned with the 
development of an integrative approach to the understanding and treatment of the total 
human being as a physical, mental and social entity living in a total environment.” 

Review of Programs reveals from the very beginning of Ortho’s annual meetings a con- 
stant concern with the deepening of knowledge of the individual and of his treatment. Con- 
cern with total environment tends to appear more consistently with respect to crises and 
critical situations in the country and in the world, 

As early as 1925 a session is included on the legal and psychological aspects of the Loeb 
and Leopold case so that it obviously is not too removed from the Founding Fathers’ con- 
cerns for us to be filing a brief as a friend of the court in the case already discussed today. 

In 1926, two major sessions are concerned with the factors in the production of malad- 
justment. A session on the job environment of the worker appears in 1928, and in 1929 a 
session on the social factors in personality integration and one on sensitizing the commu- 
nity to mental health are noted. x 

In 1930, at the very onset of the economic crash, a session dealt with the relationship of 
intelligence and economic factors to children’s behavior; in 1931, one on the training of 
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the psychiatrist in social science was included, In 1934 a paper was presented on “Juvenile 
Delinquency in Cleveland and Cuyahoga County During the Depression.” 

In 1937 and 1938 two major sessions were concerned with the problem of culture and 
personality. 

We entered the Second World War in the Fall of 1941, but in February of that year our 
first program session was a symposium on “What Can Psychiatry Contribute to the Allevi- 
ation of National and International Difficulties?” We are still looking for the answer. 

In another session of that same program were papers on nationality and race attitudes, 
“Fascism—A Challenge to Mental Hygiene”; and in a session on prevention a paper on 
“The Role of Emotional Development in National and International Difficulties.” 

In 1942 we were in World War IL Three sessions were concerned with the behavioral 
sciences and the military effort, and a special evening session was organized on child guid- 
ance during the crisis. 

Two major sessions in 1943 were devoted to problems of wartime society and one on 
the psychology of preadolescent children in wartime. 

One could go on giving innumerable such illustrations of crises-related program content, 
Concomitantly one can assume the Association’s concern with the total environment, with 
the impact of that environment on the individual and with the need for understanding this 
impact by behavioral scientists. 

This crisis impact in the environment continues to grow in the world as Dr. Goodman 
indicated. We see it in the problems of population growth, in rapid urbanization, mechani- 
zation and automation. Concern with these aspects of our social environment is evident in 
the six sessions on the Environment of the City, scheduled in this year’s program. We had 
planned these sessions before there was public discussion of the development of a Depart- 
ment of Urban Affairs. 

Another crisis impact is implicit in the question repeatedly being asked, “Will man sur- 
vive his own experiments?” It is of interest to note that the A.A.A.S. at its Annual Meeting 
in Denver at the end of 1961 included a symposium on “Problems of Survival” as arranged 
by that Association's Committee on Science in the Promotion of Human Welfare. 

Glenn T. Seaborg, Chairman of the U. S. Atomic Energy Commission, delivered the 
John Wesley lecture at that conference. Toward the end of his presentation he stated that, 
“Tt would appear that the best condition of the world that we can hope for is continuing 
crises.” 

To go back to the plenary session of the Joint Board Committee Session which seems to 
have been left far behind at this point, one of the significant questions raised there was: 
“What are the new resources and new conceptions applicable today? If we follow our 
Founding Fathers as leaders, we will begin to examine what are the resources needed in 
the 60's and how they differ.” 

It would appear that we can anticipate continued crises in the 60’s and as a consequence, 
this kind of environment will severely challenge all our resources. 

Review of past programs reveals a consistent relatedness to the Association in its An- 


nual Meeting to the crises in the social environment. How this occurred, what led to this 
ificance of the critical social scene 


kind of social awareness, to the recognition of the sign 
for the behavioral scientist in his work is not readily defined. Careful analysis of program, 
of calls for papers, of program committee minutes and of board minutes might be of value 
in exploring this development in the Association. It may be implicit in Dr. Lowrey’s state- 
ment that the term Orthopsychiatry was coined to express the idea of straight-mindedness 
through therapeutic activity at a time when prevention of further difficulties, mental dis- 
orders or antisocial behavior should be possible. 


Recent activities of the Committee on Minority Group Problems have resulted in 
. 
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planned material with continuity from year to year on questions pertaining to segregation, 
desegregation and integration. The Social Issues Committee has also been concerned with 
planned continuity of program content focused on significant social forces in the environ- 
ment as they pertain to the field of orthopsychiatry. 

Concern of the Desegregation Committee, now the Committee on Minority Problems, 
was initially to examine problems in the desegregation process and to bring to the Associa- 
tion such knowledge and experience which would help to prevent, insofar as possible, anti- 
social behavior with respect to this process and to use therapeutic knowledge in the ap- 
proach to and treatment of such antisocial behavior. 

Perhaps one answer to the question, “What do we need to do in the 60’s that is different 
but yet very much within the precedent set by the Founding Fathers?” is to examine the | 
role of the behavioral sciences to determine resources available in the behavioral sciences 
to prevent the stresses inherent in a continuing state of crisis. 

It is evident from analysis of program content that the Association, through its Annual 
Meeting, has increasingly recognized the necessity to understand and treat the ills of man 
within the context of the ills of mankind or society. 

Do we now, as behavioral scientists, have any effective place or function witi respect to 
the continuing crises predicted for society? Should we as a professional membe. ship asso- 
ciation, see a basis for work in this area “in the 60’s that is different, but yet very much 
within the precedent set by the Founding Fathers?” 

Can we, as behavioral scientists, have any effective place or function in prevention with 
respect to the crises predicted as being ahead of us? The answers to these questions are 
obviously not simple but I raised these all too serious questions for the consideration of 
the membership. 

Chairman Redl: For the report of this quality and compactness, the only thing that 
would do justice to it is a great big hug. I will give it to her afterwards. Thank you. 

I wonder if there is any question which at this moment is stirred up in your minds which 
needs answering. I probably should go back to help you with the reshufiling of our agenda. 

Dr. Welsch: Will the Executive Secretary’s Report in some way be distributed to the 
membership to study? 

Chairman Redl; The question was, could the Executive Secretary’s Report be distributed 
to the membership for study? I shall hope that it could. I will ask her what the technical — 
implications of that are when she comes back from whatever emergency she has been 
summoned to handle. 

May I then proceed to what I wish it was evening for saying, because I personally, feel 
more congenial to say things which are as serious and as close to emotions as what I am 
going to read to you now, in an evening atmosphere rather than early in the morning, but 
we have to be emotionally adaptable. 

You will have read and heard in the meantime about George Gardner’s decision to leave 
the editorship of THE JOURNAL and you realize and I told you that before we officially say 
something about it, we wanted the membership to know Officially and this is the official 
occasion in which we come to grips with this fact. 


; May I read to you the statement which the Board wishes to submit as a kind of resolu- 
tion, at least, in this form: 


“Tt was with true regret that the Board accepted the resignation of the fourth editor of 
the Association’s JOURNAL, Dr. George Gardner. 


During his two terms of office since his appointment in 1948, the Board has been 
continually impressed by the extraordinary sense of responsibility displayed by Dr- 
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Gardner. His personal investment in time, effort, and energy has set a unique pattern 
for service that is not to be easily matched. 

‘The stewardship of this position included a variety of tasks involving the review of a 
multitude of articles, the selection of the most worthy, the appropriate organization of 
material, and all of the details of publication. 

To these tasks Dr. Gardner has brought a real zeal devoted to the maintenance of 
high standards, uncompromising quality, and the particular reputation of this JOURNAL 
in the field of scientific publications. Indeed, it is felt that this reputation has been im- 
measurably advanced. 

Dr. Gardner has consistently denied the importance of his own role and has repeat- 
edly praised the efforts and devotion of his associate editors, as well as the painstaking 
work of his associate, Miss Gladys Litter. 

The Board has appreciated this humility but feels that recognition beyond credit to 
anybody else and all the other hardworking individuals is especially due Dr. Gardner. 

It is hoped that the membership of this Association will join the Board in both its 
appreciation and regret.” 


Dr. George E. Gardner: Thank you. Thank you very much. 
Chairman Redl: Before I ask George to give the Editor's Report, I would like to read a 
second resolution which is closely related to this one, which I think George will also be 


pleased to hear. 


“The operation of an enterprise as complex as our Association JOURNAL calls for a staff 
on whom the editor can fully depend. 

Miss Gladys Litter, a quiet, unassuming person, has helped over the years to make 
the publication possible by her constant and tireless devotion to this one task. 

The Board feels that special praise is due Miss Litter at this time, to repay in some 
fashion for her service throughout Dr. Gardner’s editorship. 

We feel sure that the membership will join us in this praise and commendation to 
Miss Litter for what she has long done for us.” 


I hope that George will convey this to her. Of course, we will also officially write her. 

May I move then to the next item for the report of our Editor? 

Dr. Gardner: First of all, I want to thank you, Doctor and President, and members for 
this resolution, and particularly I thank you for your thoughtfulness in regard to Miss 
Litter. 

In this, my fourteenth and final report to you as Editor of your JourNAL, I will be brief. 
From other sources you have heard, or will hear, about those salutary changes in the for- 
mat of THE JoURNAL that were carried out under the direction of Mr. Sareyan. You will 
note, or be reminded, of our attempts fo get the issues of THE JOURNAL out to you in the 
month specified. You also have received the supplementary copy of THE JOURNAL dealing 
with the Annual Meeting presentations. Finally, the financial status of THE JOURNAL and 
of the other publications of the ‘Association will be commented upon in the Treasurer's 


Report. 
I shall comment, first, upon the contents of the 1961 volume, Volume 31, of your JouR- 


NAL and the work of the Editorial Office. P 
In 1961, THE JouRNAL published sixty articles in its four issues. Forty-nine of these, plus 

seven discussions representing the work of eleven discussants, were Annual Meeting pa- 

pers. In this group three workshops, two symposia, and one panel presentation are included. 
Eleven non-Ortho-meeting papers were published in your JOURNAL. 
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In addition to the above, there were included three Brief Communications, two of them 
from an Annual Meeting, and forty-nine books were reviewed. 

Now, as to the total editorial work of the editor and his assistant, Miss Litter, and the 
Editorial Board, 122 papers and sixteen discussions were submitted for evaluation from 
the 1961 Annual Meeting, plus 102 non-Ortho-meeting manuscripts, making a total of 
224 manuscripts and sixteen discussions reviewed by our hard-working Editorial Board. 
Only the heroic and conscientious assistance of the members of your Editorial Board could 
possibly handle such a volume of manuscript material. 

As to the evaluations of these 224 manuscripts, of the 122 papers and 16 discussions 
from the 1961 Annual Meeting, 57 papers (47%) and 7 discussions were accepted; 55 
papers (45%) and 9 discussions were rejected. 

Five papers (4%) were released for publication elsewhere, and only five papers (4%) are 
still awaiting final decision in these cases, due to conflicts of opinion and uncertainty in 
reaching a decision regarding them. 

Of the 102 non-Ortho-Meeting papers received for evaluation by the Editor and the 
Editorial Board, 25 (24%) were accepted and 69 (68%) were rejected, and only eight are 
pending final decision. 

One monograph manuscript was submitted in 1961. We have five evaluations of this 
and these evaluations were turned over to President Redl and the Board for their definitive 
consideration and final action. 

In reference to the requests for publication of material from THE JOURNAL, which is of 
importance, I think, during 1961 there were sixteen requests for permission to reprint in 
their entirety thirty articles from THE JouRNAL. In the case of two of the articles permission 
was not granted because the Association plans a publication in the area considered, namely 
in the adoption and foster care field; and there were fifteen requests to summarize or re- 
produce portions of eighteen articles. 

There were two requests to reproduce figures from the Bender Monograph and per- 
mission was requested to translate into Finnish and republish one article. 

There were six requests to reproduce a total of fourteen articles and one workshop for 
teaching purposes, 

This brief résumé of the work done by the Editor and Editorial Assistant and by mem- 
bers of the Editorial Board in 1961 is, of course, but a brief overview of the work and says 
nothing of the allied or adjunct labors involved in all of it. Sincere thanks from the Asso- 
ciation members should accompany my own to Miss Litter and to each and every member 
of your Editorial Board. 

In saying an editorial farewell to you, I must thank you, the membership, for the trust 
and responsibility and the honor that you have conferred upon me these past fourteen 
years. Why I do not complete the four years of my present five year reappointment has 
been written to you in our last issue. - 

_ Contrary to many other affairs of trust in appointive and elective positions in organiza- 
tional groups, the evidence of the value of an editor will rest in written permanence in the 
issues of THE JOURNAL, fifty-six such issues in the present case. The record for good or ill is 
there and always it can be examined anew. Upon such records an editor stands or falls to a 
large extent. 

But not entirely! It is upon the records of his personal and interpersonal relationships 
confined solely to the editor-authors dyad that the editor should also be judged. What has 
been his attitude and posture in respect to authors and their works over these years? And 
specifically, what has been the tone and flavor of his communications to authors as pet 
sons—persons with the usual sensitivities of human beings—but particularly to persons 
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with an enormous investment in their written works, an investment whose outcome colors, 
in turn, their image of themselves, and in large part determines their self-worth? 

As to the first question, I would state that I am—as most of you know or can guess—a 
strict and uncompromising Emersonian. Being such, I recognize forever and always that 
within any and all productions of all men—be they literary or what not—there may be— 
perhaps in but one small fragment of their works (perhaps only in one paragraph)—that 
one brief needed insight into the as yet unstated truth. Such momentary flashes of insight, 
possibly but dimly seen, possibly badly rendered in the words presented, may be hidden 
beneath, or within, the most prosaic writings of us all. 

It is for this one spark of creativity that one seeks, or should seek, as an editor of a pro- 
fessional journal. The rendition of this creativity or original thesis alone is all that is left to 
the enlightened minds, I think, of this century that comes close to what all of us hold, as a 
final desideratum, to be what our ancestors and Emerson would have called “divine.” 

“Write and speak what emerges as new in your mind today—or tomorrow it will be re- 
flected back to you from another with a certain alienated majesty” is the Emersonian advice 
to writers and to research workers. “Seek for this and this alone and publish it” should be 
the basic responsibility and the deeply felt obligation and duty of an editor. And these pre- 
cepts we have tried our best to hold as values and to follow. 

This being the case, what is the attitude and posture that one holds toward possible 
authors as individuals? It is an attitude and a premeditated mental set that editors always 
should treat the actual or supposed creativity of writers with respect, even though they, the 
writers, have not put forth original ideas nor have they, in fact, created anew. The facts 
are, they, the authors, think they have created anew, and they may, if not verbally de- 
molished, they may create in the next or in the third attempt. 

In the light of this editorial philosophy—or better, the effects of this philosophy—that 
one thing of which I am most proud as I rest from this responsibility, is that among the 
almost fifteen thousand letters that have gone from me as the Editor of your JOURNAL to 
authors, largely you the members, I believe that there is not one single letter among those 
fifteen thousand that would indicate aggression, irritability, or shortshriftness on my part. 
I have had as my never-to-be-broken rule never to reply with the harsh word regarding an 
author’s production, never to resort to the cutting quip or with the supercilious rebuke of 
the self-designated editorial omniscient. 

In the other, the ordinary affairs of my everyday clinical, administrative and organiza- 
tional relationships, I am not usually estimated as the most passive and nonaggressive of 
men, but in those relationships with authors, just as in my relationships to my own research 
workers or in the evaluation of research requests of others to the Foundation Boards upon 
which I sit presently as a member, I have striven in evaluations always to seek for and to 
forward that now last basic and overriding virtue and value left in our society, I believe— 
a respect for possible creativity and an admiring and counseling concern for the sensibili- 
ties of those courageous enough to seek for the grain, the moieties or the modicum of new 
truths. 

These are the attitudes and the actions, the adherence to which I am most proud of in 
my long tenure of office as your editor. Were I to be asked by your Board of Directors what 
kind of a man should be your editor, I would cite these attitudes as probably being most 
important in a professional organization. The housekeeping and financial aspects of an 
editorship, even erudition, learning and a mastery of Fowler’s English Usage are, to my 
mind, very secondary in importance. : f , 

Again, may I thank all of you for honoring me with the editorship of our JOURNAL for 
nearly a decade and a half. Surely you know that I have naturally, after these long years, 
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such an investment in this publication that I will do everything I can to help your new 
editor designee, to help him to prove again, I sincerely hope, the adage of Mark Twai 
“Nothing succeeds like one’s successor.” (Applause and standing ovation) 

Chairman Redl: Thank you, George. 

I have a pleasant announcement but I hope you will show that part of the responsibili 
George reminded us of loads on your shoulders for not escaping after I make it. There 
coffee ready for you now. Shall we break for ten minutes? Please come back—we have a 
number of important business items still to take care of. 


Chairman Redl: I think we ought to reconvene, especially since our time for the 
mainder now is short because we have to move geographically to the other meeting place 
and I have a vested interest in getting there on time. 

The next item on the agenda today is the awarding of life certificates to ‘ife fellows, 
which is a most delightful and pleasant task. May I ask those life members who are present 
to receive the certificates? Maybe I should read the names first and ask you to come up and 
get it. J 
Some have written that they may not be able to be here. I will read the names and will 
send the certificates to those who could not attend. 


Mary Grace Arthur, Ph.D. Frances Harrison Donah B. Lithauer 
Caroline J. Berlin Elizabeth M. Hincks, Ph.D. Frederick Patry, M.D. 
Dorothy L. Brinker Ethel Kawin W. Douglas Spencer, Ph.D. 
Lawrence K. Frank Edward Liss, M.D. 


: We are happy to announce the transition of these loyal members into the state of regular 
life membership and those of you who know them, they may not be in this meeting, will 
you please tell them about it and that the mail will soon bring official documentation? 


The next thing on the agenda today is the Tellers’ Report. Miss Dorothy Dunaeff, may 
we ask you, please? 


D.S.W.; Vice-President, Robert L. Stubblefield, M.D.; and Treasurer, Irvin B. Schwartz. 

Out of eight Directors, the following six were elected: Irving N. Berlin, M.D., Leon 
Eisenberg, M.D., Alfred M, Freedman, M.D., Norman V. Lourie, Robert L. Schaeffer, 
Velma G. Wood. 

Five hundred and fifty-six members voted on the new members and five hundred and 
fifty-six voted on the Fellows. Respectfully submitted. 

The members elected to Fellowship are as follows: 


Anderson, Milton H., Blyth, David D., Ph.D. Colvin, Ralph W., Ph.D. 

MD. Boatman, Maleta J., M.D, Coodley, Alfred E., M.D. 
Anthonisen, Margaret R., Borstelmann, Lloyd J., Copeland, Ruth V. 

MD. Ph.D. Corman, Harvey H., M.D. 
Apffel, P. Richard, M.D. Bowen, Murray, M.D. DeAntonio, Carlo P., 
Badal, Daniel W., M.D. Brevoort, Margaret D. M.D. 

Bell, Richard Q., Ph.D. Burruss, Genette Dominguez, Kathryn E., 
Berwald, Catharine Call, Justin D., M.D. Ph.D. 


Donavan Chu, Thomas W. DuVinage, Thelma C. 
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Dye, Ella A. 
Eaton, Arthur 
Eiduson, Bernice T., Ph.D. 
Elkind, Henry B., M.D. 
Epstein, Carl M., M.D. 
Fischoff, Joseph, M.D. 
Forman, Louis H., M.D. 
Frostig, Marianne, Ph.D. 
Fuchs, Jeanette, Ed.D. 
Gibson, Ralph M., Ph.D. 
Glad, Donald D., Ph.D. 
Glickman, Esther F. 
Gordon, Sol, Ph.D. 
Graves, Winifred S., Ph.D. 
Gray, L. Elizabeth 
Grossman, Eve Rae 
Harlow, Robert G., Ph.D. 
Haug, Elsie L., M.D. 
Hilkevitch, Rhea R., Ph.D. 
Hill, Theodore A., M.D. 
Holt, William L., Jr., M.D. 
Hood, Angus M., M.D. 
Johnson, Nan 
Jordan, Paul H., M.D. 
Jordan, Virginia H. 
Kadis, Asya L. 
Kaplan, Lillian K., M.D. 
Katz, William 
Kirkpatrick, Josephine C. 
Korner, Anneliese F., 
Ph.D. 
Kraft, Irvin A., M.D. 
LaForge, Elizabeth 


Leder, Ruth, Ph.D. 

Leon, Robert L., M.D. 

Levitt, Morton, Ph.D. 

Lewis, Benjamin G., Ph.D. 

Linch, Albert 

Linzer, Edward 

Lolis, Kathleen 

Markowitz, Irving, M.D. 

McKee, Louise 

Merrifield, Mildred L. 

Michael, Carmen M., 
Ph.D. 

Miller, Lovick C., Ph.D. 

Mullen, Esther 

Muroff, Melvin, Ph.D. 

Nass, Martin L., Ph.D. 

Neuman, Gerard G., 
Ph.D. 

Newman, Ruth G., Ph.D. 

Ochroch, Ruth, Ph.D. 


Odenwald, Robert P., M.D. 


O’Hearne, John J., M.D. 
Pearlman, Samuel, Ph.D. 
Peltz, William I., M.D. 
Phelan, Joseph F., Jr. 
Pinkus, Helen 
Pottharst, Karl E., Ph.D. 
Rafferty, Frank T., M.D. 
Rappaport, Sheldon R., 
Ph.D. 
Riess, Bernard F., Ph.D. 
Russell, Major Harold E. 
Sapir, Philip 


" Invited to membership in “D” category: 


Bateson, Gregory 

Birdwhistell, Ray L., Ph.D. 

Chandler, Caroline A., 
M.D. 


Cole, Jonathan O., M.D. 

Fried, Marc A., Ph.D. 

Jaco, Egbert Gartley, 
Ph.D. 


The following were elected to membership: 


Altenberg, Henry E., M.D. 
Amram, Barbara 
Anderson, Robert L. 

Aries, Harriet S. 

Arthur, Josephine H. 
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Schleifer, Maxwell J., 
Ph.D. 
Schlesinger, Herbert J. 
Ph.D. 
Schrier, Harvey, Ph.D. 
Schwartzman, Cecile 
Shapiro, Marvin I., M.D. 
Sheehy, William R., M.D. 
Silverman, Jerome S., 
M.D. 
Smolen, Elwyn M., M.D. 
Solomon, Philip, M.D. 
Steinert, Joseph, Ph.D. 
Styrt, Jerome, M.D. 
Thetford, William N., 
Ph.D. 
Tieger, Murray E., Ph.D. 
Toussieng, Povl W., M.D. 
Vitale, Louis J., M.D. 
Vorhaus, Pauline G., 
Ed.D. 
Wallinga, Jack V., M.D. 
Walsh, Ethel 
Ward, Richard S., M.D. 
Warkentin, John, M.D. 
Watson, Andrew S., M.D. 
Wexler, Milton, Ph.D. 
Wolfenstein, Martha, 
Ph.D. 
Wolfson, Beatrice N. 
Wolman, Mary B. 
Zielonka, William, Ph.D. 
Zuger, Bernard, M.D. 


Knobloch, Hilda, M.D. 
Schur, Max, M.D. 
Scott, John P., Ph.D. 


(A) Aschaffenburg, Helga (Cc) 
(C) Atoynatan, Tanash H., M.D. (A) 
(C) Bardach, Joan L., Ph.D. (B) 
(C) Barron, David W., M.D. (A) 
(C) Bell, James M., M.D. (A) 


968 


Bertelson, Chad M. 

Birchall, Ellen F., M.D. 

Bloch, Friederike B., M.D. 

Boland, Anne L. 

Boldt, Waldemar H., M.D. 

Brugger, Thomas, M.D. 

Bryan, George C., M.D. 

Cambier, Lindell 

Chaiklin, Harris 

Claman, Lawrence, M.D. 
Cohen, Goldie 

Cole, W. Edward 

DeMyer, Marian K., M.D. 
Dimmitt, J. Sterling, Ph.D. 
Dorn, Robert M., M.D. 
Dubnoff, Belle 

Dunn, John M., M.D. 
Easton, Karl, M.D. 
Emerson, Richard P., M.D. 
Farrington, Donald S. 
Fidler, Jay W., M.D. 
Filippi, Ronald, M.D. 
Finck, George H., Ph.D. 
Flanagan, James C., M.D. 
Fleter, Martha E. 

Foster, Randall M., M.D. 
Fried, Ernest S. 

Friedman, David B., M.D. 
Friedman, Erwin, Ph.D. 
Galvin, Margaret A. 


Gershenson, Charles P., Ph.D. 


Gerstel, Gerda, M.D. 
Gibbs, James J., M.D. 
Gilson, Nancy Vose 
Gordon, Edmund W., Ed.D. 
Graves, Barbara 
Greaves, Donald C., M.D. 
Greenspon, William S., M.D. 
Guthman, Carl A. 
Guttmacher, Carola B., M.D. 
Hall, Bernard H., M.D. 
Hanes, Lee, M.D. 
Hornstra, Robijn K., M.D. 
Hubbard, Dorothy H. 
Hurewitz, Paul, Ph.D. 
Jameson, Grace K., M.D. 
Jurka, Edith M., M.D. 
Kandinoff, Pessa P. 
Kapur, R. L. 
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(©) 
(A) 
(Œ) 
(C) 
(A) 
(A) 
(A) 
(©) 


Katz, George G., Ph.D. 
Kemph, John P., M.D. 
Kirsch, Bertram, Ph.D. 
Klein, Annette 

Knobel, Mauricio, M.D. 
Koli, Hazel M. 

Kramer, Charles H., M.D. 
Kramer, Harold 

Kulka, Anna M., M.D. 
Lacey, Harvey M., Ph.D. 
Lee, Wan-Ho Chao, Ph.D. 
Lelchuck, Louis, Ph.D. 
Lesse, Stanley, M.D. 
Lesser, Walter 

Lesser, William M., Ph.D. 
Levin, Irving 

Lipshutz, Daniel M., M.D. 
Litrenta, Frances, M.D. 
Lubin, Gerald I., M.D. 
Lucas, Winafred B., Ph.D. 
Lyon, Waldo Blanchard, LCDR 
Mann, Boggs H. 
Matsushima, John 

Mayer, Greta 

Meiller, Joan M., M.D. 
Melniker, Robert, Ph.D. 
Metz, Richard, Ph.D. 
Mills, Maria H. 

Molling, Peter A., M.D. 
Mosse, Hilde L., M.D. 
Mott, Thurman, Jr., M.D. 
Murphy, Gardner, Ph.D. 
Namnun, Alfredo, M.D. 
Nicholls, Grace K. 
Normand, William C., M.D. 
North, Leon L., Jr., M.D. 
Northrup, Gordon, M.D. 
Odaniell, M. Jeanne 
Ornstein, Anna, M.D. 
Osborn, Hazel M. 
Osterweil, Jerry, Ph.D. 
Ostrower, Roland 

Paret, Isabel Harris 
Peters, Mercedes 

Philip, Anthony F., Ph.D. 
Pinkus, Greta W. 

Pitluk, Marvin J. 

Pizzat, Frank J., Ph.D. 
Pollitt, Gertrude 


(B) 
(A) 
(B) 
(C) 
(A) 
(©) 
(A) 
(©) 
(A) 
(B) 
(B) 
(B) 
(A) 
(©) 
(B) 
(©) 
(A) 
(A) 
(A) 
@) 
(B) 
(©) 
(C) 
© 
(A) 
(B) 
(B) 
(C) 
(A) 
(A) 
(A) 
(B) 
(A) 
(C) 
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Rabinow, Barney B. (E) Smith, George W. J., M.D. (A) 
Rae-Grant, Naomi I., M.D. (A) Smith, H. Carlton (C) 
Ragins, Naomi, M.D. (A) Smith, Jean H. (C) 
Rappaport, Ernest A., M.D. (A) Smith, Rosa Lee S. (C) 
Reed, Cornelius (C) Smith, Virginia H. (©) 
Reizen, Paul (C) Spital, Charles, Ph.D. (B) 
Rice, Gunther, Ph.D. (B) Spring, Edward C. (C) 
Rollins, Nancy, M.D. (A) Summer, Linda M. (C) 
Roman, Robert M., Ph.D. (B) Switzer, Janet, Ph.D. (B) 
Rondell, Florence (C) Tapia, Fernando, M.D. (A) 
Rosenberg, Herbert N. (C) Thomas, Robert E., M.D. (A) 
Ross, Gwendolyn (C) Trachtman, Gilbert M., Ph.D. (B) 
Rowley, Vinton N., Ph.D. (B) Urquiola, Teresa (C) 
Royce, Judith (C) Uttermann, Vivian E. (C) 
Rudnick, Mark, Ph.D. (B) Van Arsdale, Leonard (C) 
Samuels, Cyrille R. (C) Van Ness, Mary (C) 
Samuels, Joseph (C) Waldo, Leslie C. (C) 
Sarwer-Foner, Gerald J., M.D. (A) Weiner, Irving B., Ph.D. (B) 
Saxe, Earl, M.D. (A) Wilcott, Johanna B., Ph.D. (B) 
Scofield, George H. (C) Wolman, Thelma G., Ph.D. (B) 
Shatin, Leo, Ph.D. (B) Yahalom, Itamar (Œ) 
Sisko, Frank J. (C) Yeakel, Margaret (©) 
Slade, Clarke (C) Yoder, Clare (C) 
Smith, Donald C., Ph.D. (B) Zuk, Gerald H., Ph.D. (B) 


Chairman Redl: Thank you very much, and may I welcome the new Board members, 
newly elected members, in the name of everybody? It is delightful knowledge that we have 
new people joining our various ranks of activities and I appreciate the hard work of the 
Tellers and their report very much indeed. 

At this point I think we ought to go into the report of the committees, if I am right, ex- 
cept that we will have to terminate somewhere along the line for the reasons of moving. 
But let’s try and get started on as many as we can. 

May we start off with the Social Issues Committee? Roberta Foster and the Social Is- 
sues Committee’s report. 

Miss Roberta Foster: I am reporting on behalf of Dr. Maurice Laufer, who regrets very 
much that he could not be here. In fact, I finally decided that the number of memos I had 
flying back and forth from him in the last three weeks were a measure not only of my own 
anxiety but of his own sadness in not being able to come. 

You may recall that at last year’s Annual Meeting the Social Issues Committee, in its 
perennial attempt to define its goal, had resolved a satisfactory method of operation— 
considered a new approach—that we assume some responsibility for educating ourselves. 
Specifically, it seemed that we needed to broaden our knowledge of how social forces act 
upon and through individuals, and with this in mind we took the area of juvenile delin- 
quency for specific study. 

A symposium on this topic was arranged for the 1962 Annual Meeting, and we con- 
tinued during the year to review pertinent literature on this subject. We also planned, as 
our program for the 1962 meeting, a program with the title “Individual Pathology in the 
Social Milieu,” and I would like to call this to your attention. It is scheduled for tomorrow 
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morning, Friday A.M., and we have two excellent speakers on that program, Dr. Charles 
C. Hughes and Dr. John Spiegel. We hope many of you will be there. 

In October at the Joint Board Committee’s meeting in New York, the Board’s request 
that we focus on the final report of the Joint Commission on Mental Illness and Health did 
not deter us from our regular soul-searching of what constitutes a social issue and what 
responsibility Ortho should take in developing policy statements on such issues. 

We then arrived at an addendum to our earlier definition which I should like to read to 
you: 

The Committee, on behalf of A.O.A., has the responsibility of noting situations in which 

action or inaction by groups of professionals or institutions of society may favorably or 

unfavorably affect the treatment of emotional disturbances in children or adults or help 
prevent or help induce behavioral disturbances which are not yet present. 
In such instances it shall be the responsibility of the Committee to develop a position 

of policy in such matters for transmission to the Board on behalf of A.O.A. 

It is urged that when there is some critical issue on which our Commitive takes a 
stand, the Board, or its Executive Committee, take rapid definitive and decisive action. 


Since time is short, let me just say briefly, at this meeting Dr. Langer has already com- 
mented on some of the work of the Committee meetings in New York and I won’t com- 
ment on our discussion of the report of the Joint Commission on Mental Health. I think 
some of the other committees were more intimately involved in some of those recommen- 
dations. 

We did, at that time, work out a statement about the A.D.C. program on which we asked 
the Board to consider taking some public stand in regard to all of the very negative kinds 
of publicity which were particularly rampant at that time. This the Board has considered. 
We were, in fact, very appreciative of a recent letter from the Board in which they com- 
mented on this statement, asked for us to review it further, and also suggested another 
topic that we give some thought to—the matter of confidentiality as it concerns all of us 
in our professional operations. 

The other issue which we have on the agenda at the moment for consideration is the 
question of fallout shelters—a mighty little topic. We have not had a chance to meet so far 
this year. There are only a few committee members here and everyone had other involve- 
ments yesterday but we hope to start some discussion on these two issues before the meet- 
ings are over, the shelter issue and the confidentiality issue. And I think that’s all I have 
to report at this time. i 

Chairman Redl: Thank you very much, Miss Foster. 

Does anybody have any question which he or she wants to direct to the Committee on 
Social Issues about details, because Miss Foster mentioned that she did not take all the time 


re pe have taken? Then maybe somebody has a question on something she might want 
© clarify. 


Well thank you very much, then. 

The Membership Committee? Dr. Alpern, 

Dr. Evelyn Alpern: I can make my report very brief. The Membership Committee met 
yesterday morning and for the past few years the Membership Committee has been very 
much concerned, mainly with procedural matters so that the new, bigger Ortho could grow 
out of the smaller Ortho in terms of membership applications and qualifications and so on. 

A good deal of this work has now been done so what the Committee considered yester- 
day really was the agenda for the coming year, particularly clarification of our member- 
ship requirement of what is an accredited facility. That’s one problem and then possibly 
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consideration of student affiliation membership are on our agenda. The latter problem 
came up in connection with the Joint Commission Report plus the possibility of associate 
membership. 

Chairman Redl: Thank you very much, Dr. Alpern. 

Is there any question on the report of the Memberhsip Committee? 

Then I think we should just spend the last minute on remembering that we meet here 
again at 8:00 o’clock tomorrow morning, which is rough, I realize. Please try to make it 
on time because we do want to finish the business of this meeting so as not to have to call 
an additional one. 

We meet at 8:00 in the morning for the rest of the reports of the committees, for the 
important report of the Treasurer, which also will need some discussion so it’s important 
that we have a quorum, for new business, and a few items which go into a similar cate- 
gory. 


... The morning session recessed at 10:00 a.m. .. « 


The 39th Annual Business Meeting of the American Orthopsychiatric Association was 
reconvened on Friday March 23, 1962, at 8:15 A.M. by the President, Dr. Fritz Redl. 

Chairman Redl: The first thing on our agenda is to continue the reports of our various 
committees. Walter Kass, if you please. 

Dr. Walter Kass: The Committee on Problems of Minority Groups extended its area of 
interest from racial desegregation and integration to include mental health problems of all 
minority groups. In addition to the Committee, as a consultant, was the cultural anthro- 
pologist Dr. Wesley LaBarre. 

This year a broadly based workshop was conducted as an open meeting of the Commit- 
tee held yesterday, organized by Dr. H. James Crecraft of Nashville. The program was 
built around four reports: 

1. The Oriental minority problem presented by Vita Sommers; 

2. A lower-class segregated Mexican-American minority given by Ruth Landes; 

3. A five-year study of Negro students in a segregated professional school presented by 

Laurie Gunter and Dr. James Crecraft; 

4. And a fourth presentation to have been given by Ruth Landes on reservation In- 

dians was not given because the discussion waxed so long. 

Participating as discussants were John Weckler and Evelyn Kennedy. 

For next year’s meeting in Washington, D.C., two people have been suggested as speak- 
ers:,the Attorney General, Robert Kennedy, to speak on race relations from a world per- 
spective; and if we can’t get him, we will try to get the participation of the United States 
Commissioner on Indian Affairs. 

The Committee appreciates the acceptance by the Board of Directors of our recom- 
mendations on the Joint Commission Report on Mental Illness and Health, and the action 
that was taken on these recommendations by President Redl. As you may know, Dr. Redl 
wrote to the National Institute of Mental Health, the Laboratory of Socio-Environmental 
Studies, calling attention to the neglected area of mental health services for minority 
groups in our population, as well as the major questions of social and economic class 
factors in provision of services for emotional and mental disturbances. 

The Committee wants to acknowledge the contribution of Kathryn Barclay, who goes 
on to higher duties in this organization. We wish her good speed. 

We also want to express thanks for the cooperation of Dr. 
Board liaison, and a special appreciation to Clara Rabinowitz, 
spirit of this Committee. 


Austin Wood, who is the 
first chairman and guiding 
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Chairman Redl: Thank you very much, Dr. Kass. 

The report of the Program Committee. 

Mr. Mortimer Schiffer: Well, I am a small part of the Program Committee. I’d like to 
give you a rough idea of what goes into making a program, in terms of personnel. 

There are three co-chairmen: Edward J. Hornick, M.D., who unfortunately is not here; 
Irving N. Berlin, M.D. from the West Coast and myself. 

This was an attempt to use co-chairmen who could seek and find—help us integrate 
resources from the west side of the Mississippi to the East, It is a hard kind of job to do 
with the few times that Dr. Berlin was able to come to the East Coast, but it paid ofi—about 
forty-plus members of a committee and subcommittee, our President, and members of the 
Board, and many of the members of this Association who have done a tremendous job in 
chairing meetings and acting in other capacities; various committees of this Association, 
primarily the Arrangements Committee; permanent committees such as the Public Rela- 
tions Committee; our Editor and members of the Editorial Board, for a very wonderful 
issue which ties in so beautifully with the content of this program; and many many others. 

This constitutes the kind of group it takes to put together a program with over 540 par- 
ticipants. 

This year the Committee brought certain kinds of functional innovations to program, 
and I will put together just a few of these items and tell you how they came about. 

First, of course, was the use of an entire day of conference on a major theme. This comes 
from the mandate of the membership in a meeting just a year ago in New York. I will refer 
later to some concepts, perhaps, or a philosophy involying major themes for subsequent 
years. 

Now, last year we attempted to do an evaluation of workshops. There are many persons” 
who were gratified by the outcomes of the workshops in which they participated. There 
are others who were not so gratified, so we tried to find out what the elements were which 
either made for good workshops or militated against them; and you will probably remem- 
ber that we devised as best we could some crude measuring devices. 

In going over these—and they numbered many hundreds—we came out with some 
qualitative and quantitative findings. As a result of these, we set up several workshops, not 
only with a limited number of registrants, but we attempted to provide more profitable. 
discussions in these workshops by limiting them to persons with experience in the par- 
ticular areas of investigation. 

There have been some workshop chairmen who claimed that the spread of experience 
and training was so great in workshops dealing with pretty involved concepts that this in- 
terfered with the workshop process. I have already had a report from two such workshops, 
and they were both very gratifying. The homogeneity, the control used in selecting regis- 
trants, really promoted much more effective communication. These were workshops On 
narcotic, schizophrenia and mental health research in schools. 

We also took some workshops which were ordinarily full-day workshops and spread 
them over two days. This was an attempt to meet the needs of some persons who said it 
would be good to be able to get to other program parts. However, when you devote one 
full day to workshops in sequence, that makes it difficult. People miss things they want to 
go to. I think it also helps to have a half a day and then an evening for reflection before 
they come back and attack the material again. 

Then, we used a series workshop, three sessions in sequence, particularly that on thé 
pre-school child. 

Then, there was a combination of workshops and sessions in the same areas. For in- 

stance, two workshops and three sessions were held in childhood schizophrenia. This was # 


s 
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pattern we used in setting up a workshop with a following session on college mental health. 

Further, we refined the instructions to chairmen of workshops, if you will. We had 
started this last year on a two-page directive, a very gentle one, but we specified it more 
this year, with the obvious goal in mind to prevent a workshop from being converted gra- 
tuitously or by any other means into another small panel. So, therefore, we literally forbade 
the reading of papers. This was the major complaint in some workshops last year and 
workshops in previous years. I think this is being followed through very well. 

Of course, in the program you will have noted the sessions devoted to the Environment 
of the City. This was organized by Dr. Duhl, and it’s certainly a very dramatic part of the 
conference. These were some of the structural changes. 

I'd like to go beyond what Dr. Langer gave you yesterday in terms of program and give 
you a very brief statistical idea of Ortho’s programs over a period of several years. I don’t 
know how much time I am going to have to render this report. At 8:20 in the morning 
statistics are dry, but there’s a reason for this information and it is important for you to 
get some grasp of where your program has been going. 

These figures have been put together for conference years 1952 in Atlantic City, 1956 
in New York, 1958 in New York, 1959 in San Francisco, 1960, Chicago, 1961 in New 
York, and 1962 here in Los Angeles. 

So, we start a decade ago, in 1952 with a conference which had a total attendance of 
1,304 and goes to New York, in 1956 with 3,978 and in 158, 4,752; San Francisco, a brave 
jump clear across the country, still with an attendance of 3,710 persons in 1959; Chicago 
ran neck and neck in 1960 with 3,700; and New York, in’61, produced a conference worth 
investing in, so to speak, with 5,217 registered. 

If we were a corporation, we'd pay a dividend on that, Now, Los Angeles, Dr. Langer 
tells me, as of — 

Executive Secretary Langer: As of yesterday afternoon, 2,900. 

Mr. Schiffer:—2,900 as of yesterday afternoon. I doubt very much if we will get a 
thousand more today; but even for a conference here on the West Coast, this is really a 
very significant number of persons. 

Now, very quickly I am going to read the number of program units in these years. This 
would include all workshops, panel sessions, joint sessions. 

In ’52 there were 42 program units; in ’56—58; in *58—81; ’59—88; *60—92; 61 in 
New York—95; and this conference has 104 separate program units, of which 42 were 
workshops and 15 were panels. 

And, finally, the number of participants, starting again in ’52, ten years ago, 268 per- 
sons, 323, 451, 459, 471, 542, and over these three days, 584 actual program participants. 

I think this begins to give you an idea not only of how program has moved quantitatively, 
but an implication of the enormous amount of pure office work, beyond the creative or- 
ganizational aspects, which becomes involved when one implicates, if I may use that word, 
584 persons, and these are 5 84 people who eventually accept and become part of the pro- 
gram. There may be another 400 with whom extensive correspondence is maintained who 
don’t get here. 

Now, Dr. Langer yesterday in her report showed how through the years Ortho has pre- 
sented program units on current issues from 1926 to date. This may have come about for- 
tuitously. Certain program units, as she mentioned, were devoted to the Loeb and Leo- 
pold case, one dealing with tensions during the war, and this may have come about with- 
out an integrated plan and structuring conferences. It could have been, perhaps, in re- 
sponse to dramatic incidents or tension periods during these past years. — : 

The question is, “Where do you go from here with a program?” This is a program which 


© 
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is really set together by persons who volunteer. This is an enormous type of undertaking, 
this year’s, in particular. 

Well, the indications are that Ortho for various reasons, but most prominently out of a 
sense of urgency or unrest or anxiety, if you will, is impelled to examine its reasons for 
being, in terms of program. The last two decades, and God knows how many more to 
come, have created a tremendous social disequalization, and it is manifested in all aspects 
of society’s functioning. The logical question was raised in the Executive Secretary’s Re- 
port, and I think very dramatically raised in the Presidential Session where Dr. Redl’s ad- 
dress felt like a two-kiloton bomb. I mentioned this to him, because its impact and its 
drama were so great, and Dr. Leon Eisenberg’s follow-up was also wonderful. 

This points up a kind of urgency which has to be reflected in what we do with program 
from here on in; but what avenues are open for exploration of the forces which are de- 
teriorating forces, socially, and how do these things become part of a program of an or- 
ganization such as ours? What implementation can be made of any valid findings through 
program? How does a professional body of this type become an instrument of implemen- 
tation? 

You had a brief example yesterday of this process in which Ortho submits a legal brief 
to support a legal action involving a criminal, I suppose, who is mentally retard . '. In some 
small way it is a perfect example of how a professional organization of this tyy » suddenly 
becomes an implementer and reaches way beyond its ranks into a court of law. I doubt if 
Ortho in all its history can point up many specific illustrations of how, as a specific group, 
it becomes a sudden implementer and contacts all levels of society. 

We don’t lobby; we understand politicians, but we don’t politic. We examine research 
and give it a forum and conferences and Journal and texts and monographs, but we really 
don’t do research. Our communication with society has been limited in the main to the 
isolated professional community, and this is a very small segment of our society. It is a 
Segment that serves mental health needs, but still a very, very small part of society which 
does not have much to do with policy—politics, and large directions taken by our society. 

Certainly a most important avenue of communication lies in the work of our standing 
committees, public relations, minority groups, psychotherapy, research, social issues, de- 
linquency, child care and adoption, and others. Their labors are productive and several 
will be incorporated in program presentations in this conference; but the question is, have 
these committee findings been adequately communicated to our membership? 

And, more importantly, can these findings be used beyond the confines of a Director's 
Meeting or a conference or a Journal? * 
cone ie hea many implications, not only for future program presentation, but 

3 : ‘ar as future program is concerned—I won't have much to do with it 
after this meeting—the following recommendations are the ones I'd like to make: that 
program content should continue to focus on problems of major concern to our social and 
pea well-being; that selective themes should continue as full-day program compo- 

For next year, you have heard not of a specific title but perhaps, temporarily, the “Role 
of the Behavioral Sciences in Human Survival During the Atomic Era.” But there are many 
others, especially of minority groups, Segregation, mental health practices and schools, 
crime prevention, and I am sure with all the problems we have, there are many other areas 
— enough for us to conceive of future programs devoting one whole day to these 

things. ` d 

Now, when you start doing this, you can't keep a Program Committee working 0n 4 
year-to-year basis as we do. For those of you who do not know this, the '63 program starts 
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before the °62 conference gets under way, literally. There are many aspects of program 
planning which are initiated before your Executive Secretary and others get to the city. 

Certainly, when you begin to conceive of concentrating on these very important sub- 
jects, your planning, as suggested by the Secretary in her report of last year and confirmed 
by my own feelings and the feelings of others on the Committee, must think of program 
content, two, three, four, even five years in advance. Who gets involved in this? 

I think many of our very eager and earnest members who have already indicated more 
than once their willingness to help and to become involved in planning of conferences at 
such a level are the ones to help. 

Well, I think this is one way in which Ortho, through its program content, can bridge 
this communications gap between what it thinks is needed for change and those who must 
be responsive to change, who can be influenced by the messages we can communicate in 
these ways. And, since there is so much to do, I am going to stop. 

However, all this leads up to one important thing. First, I want to thank, in particular, 
those with whom I have worked, and more particularly, the Executive Secretary who 
manages, I don’t know how, to carry through so many of the obligations, the work in- 
volved in program planning and conference work, generally; to the staff of the New York 
office, which is an heroic group. 

If any of the ideas that I have presented to you for the Program Committee are really 
to be considered by you realistically, in terms of implementation, I think the Board of 
Directors will have to give very serious consideration to expansion of staff, not only on 
a clerical level but on an administrative level, also, to assist the Executive Secretary who 
could not possibly manage the program of work in the future. 

I thank you. 

Chairman Redl: I certainly need not try to enhance the expression of admiration 
which I saw on all your faces when we looked into the details and also already realized 
what goes into the planning of a conference of this size, and I want to thank the Program 
Committee especially heartily, for not only their report but also their job. 

Dr. Samuel J. Beck: Mr. Chairman, I know we are going to have a motion to thank 
the Program Committee and somebody is going to second it. Į will make the motion. 

I want to speak for a moment about it, namely as I listened to the Report and thought 
back to some of the earlier programs, I couldn’t help but be impressed by the logistics that 
are involved in organizing a current program, comparing this one with some that we had 
years ago. 

I gan recall one in which I think we had fourteen papers which we had to accept out 
of thirty-five offered. The first year I was Program Chairman, we had twenty-one or 
twenty-three papers and had about forty offered. We had at the most twenty-five papers. 

We hear Mr. Schiffer report to us and cannot help but be impressed by the sheer force 
of the logistics involved, not only in the selection but in the distribution of the work in- 
volved and its allocation in terms of space. It is a tremendous job and I just mention it 
here to bring out that we owe the Committee our warmest thanks. 

Chairman Redl: There is a motion on the floor. I assume it is seconded. 

From the Floor: Second. 

Chairman Redl: Those in favor? Motion carried. 

Orthopsychiatry in Pediatric Settings, Meyer Sonis. : 

Dr. Meyer Sonis: This report will be brief. It will just be a progress report since the 
last one made, that the Committee on Orthopsychiatry in Pediatric Settings has actually 
met once in body at the time of the Joint Board Committee Meetings in New York. 

Since that time the Committee has been mainly in the process, through correspondence, 
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of pulling together its findings and recommendations which will be made available to the 
Joint Board Committee Meetings in New York, I gather, the next time, and then to the 
membership. 

In essence, the Report that we will be making will be based on a self-limited, two-year 
period of meetings and exploration and will center primarily on the formation of a state- 
ment in relation to orthopsychiatry in pediatric settings, the role of the traditional or- 
thopsychiatric team, the function of the orthopsychiatric team, and the role and function 
of the nontraditional orthopsychiatric team in the pediatric setting. 

The statement, “We are in the process of pulling together now in the next six months,” 
is based on the work the Committee has done, but in addition, we have been very for- 
tunate in being able to get the help of about twenty-five prominent pediatricians in the 
country who are willing to serve as nonpaid consultants to the Committee in going over 
the statement we had prepared, in submitting their own ideas and suggesting things that 
the Committee might explore further, so that the final statement will be based on the final 
pulling together of the various thoughts of the pediatricians and the Committee, itself. 

Chairman Redl: Thank you very much, Dr. Meyer Sonis. 

The next committee on the list is Psychotherapy, Dr. Saul Harrison. 

Dr. Saul Harrison: Since the last annual meeting we have met twice and there have been 
several meetings around the country of our Regional Committees. Also, since the last 
annual meeting we have had a new chairman and I, personally, would like to thank Dr. 
Langer for helping in this transition. 

Our retired Chairman, Dr. Wilfred Hulse, continued active with the Committee as 
Chairman of the New York Regional Group until his death two months ago, which we all 
felt very deeply, both personally and professionally. He had been very much involved in 
the planning for the scientific session tomorrow morning. He was going to chair it; he 
was going to present a paper, and it reflected much of our work over the last two years. 
We shall miss him. 

We have found a number of questions that we often wonder if somebody else has 
answered. We have formed a rather ambitious subcommittee that’s going to review the 
literature on psychotherapy, particularly in the areas of definition, who does psychiatric 
therapy, the team approach and the effectiveness of it. 

We have also devoted some attention to our regional structure. We studied the Joint 
Commission’s Report in the area of psychotherapy. It would be redundant to Dr. Langer’s 
report to mention our remarks there. 

We have considered also, certain issues without any particular single focus. We have 
been interested in the coordinated and team functioning in psychotherapy, but this always 
leads us to looking at different concepts of the team. For instance, the team as a group of 
personnel, the team where the nonmedical goal is being ancillary, or as opposed to one 
another. We often find people commenting to the effect, “Well, in private practice I do 
such and such, but in the clinic, another thing,” as if there are two different ways of 
approaching our patients and clients; and we are trying to figure out precisely why this 
is stated so very, very often by people. 

We seem to feel that the team, the traditional team, is used therapeutically in a very 
limited sense but much more diagnostically and in terms of therapy much less. We find 
it is used more and more where there is a common denominator of immaturity, if YOU 
will. For instance, in training centers the team seems to be used much more therapeu- 
tically where the patient is a great deal younger or a great deal more depressed. It seems 
there is a greater need for team functioning in such situations, There will be a lot more 
about this tomorrow morning in some of the papers presented on our panel. 
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We have also started to look at what some of us have called, perhaps, sterility in 
clinics, failures in treatment, and some of the cycles and trends and various approaches. 


" One of the areas we are tending to examine is team functioning in relation to family 


‘therapy. There are a variety of ways of looking at something of this sort. It can be phrased 


"differently. We have heard it phrased, for instance, that the psychiatrist is now doing 


social work. We have also heard it phrased as the psychiatrist is being enriched by social 


work. 
As I said earlier, these are many issues without single focus, and I think our time is 


short. 


Thank you. 

Chairman Redl; Our next item on our agenda is the Treasurer's report. 

Secretary Goodman: Unfortunately, Mr. Black could not be here. At the risk of being 
trite, I think you all know that Mr. Black has kept us in the black and our new Treasurer’s 
name, Irwin Schwartz, in German means “black,” so we expect him to do the same thing 


-for us. 


We hope, however, that Mr. Black is not in the red, because his letter sent us the news 
that his son is probably having scarlatina. We hope it is quite mild. 

In his absence he sent us this statement: 

Following are some brief remarks that I think might be called to the membership’s 
attention at the business meeting. I regret that illness in the family has prevented me from 


making my report in person at this annual meeting. The Treasurership in its association 


with our Board of Directors, the officers, and most particularly Dr. Marion Langer and 


her staff, has been a pleasant and gratifying experience. 
I am pleased to be able to turn over to my successor the Treasurer’s affairs of an Asso- 


ciation that is financially stable. It should interest the membership to know that between 


pH 


because of efficient management of the Associat 


1959 and the end of 1961, although the operating costs of the Association have increased 
from roughly $69,000 per year to over $95,000 per year, there has been no encroachment 
upon the general reserves of the ‘Association. In fact, we have been slowly able to increase 
our protective reserve by some $8,000 over this time. This is, however, by no means mu- 
nificent, for a $59,000 reserve is a very bare minimum in relation to annual expenditures 
of $95,000. It has afforded your Board of Directors, however, the comfort and security 
necessary to the planning for future developments, the changes in the organization and 
printing of THE JOURNAL, the changes in the annual meeting, et cetera. 

Unfortunately, the projected plans call for expenditures which we believe are in reality 
inve’tments for the future. In planning ahead for the future, however, we cannot be 
sanguine that the addition of more members will produce sufficient additional income to 
meet these expenditures and the ever mounting cost of everything. I strongly recommend 
to the membership, to the incoming Treasurer, and to the Board of Directors considera- 
tion of a revision in the amount of dues. It has been some time since any change was 
made in the dues structure, and unpleasant though the issue may be, our membership 
has enjoyed an unusual respite in comparison to other professional associations, primarily 

ion’s funds by its Board and staff. 


TREASURER’S REPORT 


The Treasurer is pleased to submit this report of the Association’s financial situation for 
the calendar year ending December 31, 1961. Comparisons are also shown for the cal- 
endar year 1960. All data are from the annual audit submitted by Philip Oppenheim, 


C.P.A., 9 East 46 Street, New York, New York. 
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Attached are two tables. The first is a comparative statement of receipts and disburse- 
ments. After taking into account all income and expenditures of the Association, in- 
cluding accounts payable and deferred charges, please note that a net surplus obtained 
in the amount of $8,527.11. In accordance with past practice, this surplus has been added’ 
to the General Fund of the Association. 

The second table shows a comparison of assets and liabilities (the balance sheet). Mem- 
bership’s attention is called to the balance at the end of the year which shows that the 
General Fund Reserves are now at $59,906.62. This is the first time in the past few years 
that the General Fund has shown any marked increase. This healthy position makes more 
possible meeting the costs of the necessary planning for improvements to our JOURNAL and 
publications program. 

The Treasurer has been greatly indebted to our auditor, Mr. Oppenheim, whose under- 
standing and concern have been equivalent to those of the most responsible members of 
the Association, and whose technical and professional wisdom and competence have been 
beyond the call of duty and his fee from the Association. 

As your outgoing Treasurer, I should like to pay tribute to the excellent help and assist- 
ance of our Executive Secretary and her staff in the preparation and analysis of the Asso- 
ciation’s financial situation. 

Respectfully submitted, 


BERTRAM J. BLACK 


Treasurer 
February, 1962. 


COMPARATIVE STATEMENT OF RECEIPTS AND DISBURSEMENTS 
YEARS ENDING DECEMBER 31, 1961 AND 1960 


Year Ending Year Ending 

Receipts 12/31/61 12/31/60 

From Dues . . reece e eee eneeeeeeeenes $33,507.50 $30,958.50 

JOURNAL Subscriptions and Sales ...,. , 41,957.56 39,276.06 

Net Receipts from Monographs ....... 4,870.33 6,620.74 

Net Receipts from Annual Meeting .... 21,660.60 5,342.28 

Interest and Sundry ............,,... 3,230.47 2,377.18 
TOS aar ET ab phe Ties Goi nel es t .$105,226.46 $84,574.76 

Disbursements 

Regular Office Operations .....,...,,. 48,573.86 43,921.53 

Board SS ee: ee 4,235.97 3,229.42 

Joint Committee Sessions ............ 6,537.37 5,771.93 

Other Committee Expense .........,, 247.15 1,152.37 

JOURNAL orere cdubaee ot 36,447.23 31,633.58 
TOTAL DISBURSEMENTS ....,...........,..,... $96,041.58 $85,708.83 
Net Receipts or (Deficit) 0.6... . cc cccccecccces. > e 9,284.88 ($1,134.07) 
-a 


Credited or (Charged) to General Fund 
* Less: Adjustment for additional 1960 Royalties 


paid in 1961 ....sioseoossere re ETOT 057.77) 
Net: 1961 Addition to General Fund .............. $ 8427.11 


-o 
== 
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STATEMENT OF ASSETS AND LIABILITIES 
As OF DECEMBER 31, 1961 COMPARED WITH DECEMBER 31, 1960 


Year Ending Year Ending 
Assets 12/31/61 12/31/60 
Cash on Deposit & on Hand .......... $36,768.63 $23,116.22 
U. S. Bonds: <s ennn ebs ina nsns aan 45,431.40 45,431.40 
Accounts Receivable—Less Reserve .... 1,684.09 1,083.24 
Inventories: 
JourNats and Monographs .....---- 520.79 672.78 
Office Equipment—Less Depreciation 1,606.25 2,128.11 
Prepaid Expense & Deferred Charges . . 13,735.27 2,182.81 
TOTAL ASSRTS ~qivticuis\siele, an o S ave atatale clove he $99,746.43 $74,614.56 
Liabilities 
Accounts Payable .....-.+++++s+++0+> 11,260.64 731.31 
Royalties Due Authors ...+-.++++++++ 3,192.03 1,337.45 
Deferred Income: 
Prepaid JOURNAL Subscriptions ...... 13,609.64 13,404.79 
Annual Meeting Exhibit Fees ...... 3,377.50 2,736.50 
TOTAL LIABILITIES ....ceeeeeeeeeeereeerereers $31,439.81 $18,210.05 
Restricted Funds 
Grant Foundation .s+..sssssessssieeseeeeene nsi? 4,500.00 4,500.00 
Institute on Research Methodology .-.-..-++++++++- — 525.00 
Child Guidance Foundation—Grant .....--+-..-- 4,000.00 — 
General Funds 
Balance at First of Year .....++++++++ 51,379.51 52,513.58 
Increase OF ceceas once vecesecessetese 8,427.11 
(Decrease) ....00sseeeceeeee (1,134.07) 
BALANCE AT END OF YEAR $59,806.62 $51,379.51 


TOTAL LIABILITIES & FUNDS . . $99,646.43 $74,614.56 


Chairman Redl: You have heard the Treasurer’s Report. Any discussion? Comments? 
If nog, is there any other new business to come before the floor? If not, and you can see 
it is about time, I come to the most gratifying experience of the day. 

When I was honored by being invited to be your president, I was plagued with deep 
guilt feelings until the day when I found out who my successor would be, because I fig- 
ured out if an organization like Ortho can afford to have a guy like me as president, then 
they should deserve somebody who really can be a president. 

It was with the feeling that you are in good hands from now on and that you will have 
such excellent leadership that I am really happy and gratified to turn over the power of 
presidency, symbolized by the gavel, to our dear friend, Ed Greenwood. (Applause) 

Chairman Redl: I want to thank everybody, and since time is short, I hope that you all 
know how I feel, so even if it’s short, you know how strongly I mean it. Everybody! Those 


already mentioned so much, Marion Langer and her wonderful and terribly sacrificial 
staff, the Board, and all the people on it, the 


membership, the committees, and it was 
really a delightful experience, and I hope you will make it so for your president for 1962- 
1963. Thank you, everybody, 


and good luck for all your future ventures. (Applause) - 
`.. The session adjourned at 9:00 a.m. . . 
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